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I he  future  appearance  and  function,  of  the  face  and  hand  particularly,  depends  upon  the  judgement 
of  the  doctor  who  sees  the  patient  first.  He  must  diagnose  and  then  decide  how  best 

the  situation  is  to  be  managed. 


EVERYDAY  PROBLEMS  IN 
PLASTIC  SURGERY* 

McCarthy  DeMERE,  M.D.,  Memphis,  Tenn. 


Every  practicing  physician  of  today  has 
lived  through  the  era  in  which  the  two  most 
destructive  instruments  in  the  history  of 
mankind  have  been  perfected.  The  first  of 
these,  the  atomic  bomb,  has  given  very  few 
of  us  the  opportunity  to  see  in  its  full  im- 
pact on  the  human  being.  However,  all  of 
us  have  seen  the  destructive  potentialities 
of  the  automobile.  When  we  rationally 
analyze  the  accident  totals,  see  an  ever- 
increasing  horsepower,  the  yearly  increase 
in  speed  potential,  the  prolific  supply  of 
cars  and  the  pitiful  lag  in  safety  devices,  one 
realizes  the  shocking  truth  that  each  trip 
in  one  of  these  death-dealing  machines  in- 
creases the  chance  of  our  own  faces  being 
converted  into  a shapeless  mulch  in  a split 
second. 

Facial  Injuries 

Facial  injuries  are  problems  in  plastic 
surgery.  What  is  plastic  surgery?  It  is 
simply  the  intelligent  application  of  the 
cardinal  principles  of  surgery  to  the  pre- 
vention and  correction  of  deformities.  The 
role  of  the  general  practitioner  is  to  diag- 
nose, to  know  what  can  and  should  be  done, 
and  to  do  whatever  he  is  capable  of  doing. 

The  first  thing  to  be  emphasized  is  diag- 
nosis. At  first  glance  this  appears  to  be 

*Read  before  the  meeting  of  the  Tennessee 
State  Medical  Association,  April  9,  1957,  Nash- 
ville, Tenn. 


very  simple,  but  it  is  one  of  the  most  im- 
portant phases  of  plastic  surgery.  If  a cor- 
rect diagnosis  is  not  made  early,  adequate 
prompt  treatment  cannot  be  instituted,  and 
irreparable  damage  and  deformity  may  re- 
sult. No  matter  how  skilled  a plastic  sur- 
geon becomes,  he  can  never  get  as  good  a 
result  by  revising  a misdiagnosed  injury  as 
when  early  adequate  treatment  has  been 
given. 

In  case  of  lacerations  about  the  face, 
thorough  preoperative  records  should  be 
made.  This  is  for  protection  of  the  surgeon 
as  well  as  the  patient.  Careful  attention 
must  be  paid  to  the  various  structures  which 
have  been  injured  and  thorough  recording 
be  made  of  this.  It  is  good  to  always  ask 
oneself  questions  regarding  the  seventh 
nerve  and  the  salivary  duct.  The  condition 
of  these  structures  which  may  be  easily 
missed  on  a cursory  examination. 

Diagnosis  of  fractures  about  the  face  is 
not  as  difficult  as  some  people  imagine,  but 
it  is  to  be  emphasized  that  complete  re- 
liance upon  the  radiograph  is  foolhardy.  In 
the  first  place  it  is  impossible  to  get  a true 
third  dimensional  picture  of  the  facial  bones 
by  use  of  the  X-ray,  and  the  superimposi- 
tion of  the  various  bones  makes  it  very  easy 
to  miss  an  existing  fracture.  The  best  way 
to  diagnose  fractures  is  by  thorough  inspec- 
tion and  palpation.  Usually  when  the  pa- 
tient is  first  seen  there  is  marked  swelling, 
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and  inspection  can  sometimes  yield  very 
little  information.  One  shordd  always  ask 
the  patient  about  his  vision;  if  double  vision 
is  present  one  should  find  out  which  image 
is  displaced.  One  should  determine  if  any 
of  the  extra-ocular  muscles  do  not  function 
properly.  One  must  ask  the  patient  if  his 
teeth  seem  to  fit  together  differently  than 
before  the  accident.  It  is  surprising  how 
many  times  these  simple  things  are  neg- 
lected before  an  operation  is  done. 

Examination  for  fractures  about  the  face 
should  be  done  with  the  examiner  standing- 
above  the  patient  and  preferably  having  the 
patient  lying  flat  on  his  back.  Both  sides  of 
the  face  should  be  examined  simultaneously 
and  a definite  routine  in  sequence  should 
be  followed.  In  this  way  abnormalities  can 
be  felt,  crepitation  can  be  noted  and  de- 
pxessions  can  easily  be  ascertained.  One 
must  actually  grasp  the  upper  jaw  and  see 
if  movement  is  present,  and  one  must  not 
be  hesitant  about  palpating  inside  the  pa- 
tient's mouth  and  actually  trying  to  move 
the  teeth.  In  this  way  the  examiner  has 
definite  ideas  about  what  the  situation  is 
and  can  intelligently  read  a radiogram.  It 
is  also  important  that  the  examiner  learn 
very  thoroughly  how  to  interpret  X-ray 
films  of  the  facial  bones.  Quite  frequently 
a report  from  the  radiologist  will  state 
lhat  no  fractures  are  seen  about  the  nose 
or  maxilla  when  by  acUial  palpation  move- 
ment of  as  much  as  a centimeter  can  be 
elicited. 

Knowing  what  can  be  done  is  absolutely 
essential  before  any  intelligent  treatment 
can  be  carried  out.  One  should  familiarize 
himself  with  all  the  various  means  of  treat- 
ment and  do  those  which  are  within  his 
training.  There  are  many  ways  of  accom- 
plishing good  results  in  plastic  surgery,  and 
the  doctor  must  make  up  his  own  mind  in 
regard  to  the  ones  which  are  more  suited  to 
his  particular  skill.  A warning  is  given 
against  “cook-book  surgery.”  No  matter 
how  much  skill  a physician  possesses  in 
doing  procedures  with  which  he  is  familiar, 
it  is  unfair  to  the  patient  and  unfair  to  the 
physician’s  reputation  for  him  to  attempt 
procedures  which  he  has  never  seen  done 
or  when  he  has  no  one  to  supervise  him  in 
their  performan££*__JTextbooks  on  plastic 


surgery  contain  many  misleading  descrip- 
tions of  procedures,  and  even  recent  text- 
books are  still  publishing  methods  which 
have  been  outmoded  for  many  years. 

Emphasis  is  placed  on  the  cardinal  prin- 
ciple of  surgery, — “gentleness.”  It  must  be 
learned  early  that  if  the  surgeon  is  kind  to 
the  tissue,  NaUire  will  be  kind  in  healing 
them.  The  selection  of  the  type  of  instru- 
ments is  very  important,  and  it  is  to  be 
emphasized  that  heavy  grasping  instruments 
are  to  be  avoided.  Skin  should  be  handled 
with  the  gloved  finger  as  much  as  possible, 
and  with  skin  hooks  and  tiny  tissue  forceps 
while  the  tissues  are  being  replaced.  De- 
bridement should  always  be  done  gently 
and  every  shred  of  viable  tissue  should  be 
preserved.  No  major  revisions  are  ever  at- 
tempted primarily.  Approximation  of  the 
tissues  must  be  accomplished  in  layers  and 
the  finest  sutures  that  will  hold  the  tissues 
together  are  selected.  It  is  easy  to  under- 
stand that  there  is  no  danger  of  evisceration 
about  the  face,  and  with  proper  immobiliza- 
tion no  strain  will  be  brought  upon  the 
sutures.  Therefore,  unlike  in  other  locali- 
ties of  the  body,  very  small  suture  material 
may  be  used  in  the  underlying  layers  of 
tissue  and  the  skin  sutures  can  be  removed 
quite  early.  In  reapproximating  jagged 
lacerations  one  must  start  at  known  points, 
such  as,  the  vermilion  border,  corner  of  the 
eye,  margin  of  the  eyelid,  etc.,  and  work 
toward  unknown  points.  In  wounds  which 
have  been  contaminated  it  is  best  to  use 
an  absorbable  suture  material  which  is  very 
fine  in  the  subcutaneous  layers.  Nonab- 
sorbable suture  material  is  always  used  in 
the  skin. 

Reduction  and  fixation  of  facial  fractures 
can  be  done  by  a number  of  excellent  meth- 
ods, and  the  point  to  be  emphasized  here 
is  to  use  the  simplest  method  that  will 
firmly  immobilize  the  fractures.  The  use 
of  complicated  head  caps  and  external  ap- 
pliances is  generally  not  recognized  by 
plastic  surgeons.  In  treating  fractures  of 
the  mandible  simple  interdental  wiring  is 
the  best  method  if  the  patient  has  adequate 
and  enough  teeth.  Fractures  of  the  floor 
of  the  orbit  and  infra-orbital  rim  can  be 
very  satisfactorily  held  in  place  by  antral 
packing.  When  the  malar  bone  itself  is  com- 
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pletely  displaced  other  methods  must  be 
used. 

The  patient  who  sustains  a severe  burn 
no  longer  need  be  a burden  on  his  family 
and  community  for  months  and  sometimes 
for  years,  but  can  be  returned  to  active  duty 
in  weeks.  When  full-thickness  skin  loss  is 
present,  spontaneous  healing  takes  place  by 
epithelial  ingrowth  from  the  wound  edges 
combined  with  contracture  of  scar.  This  is 
Nature’s  way  of  making  the  wound  smaller, 
but  the  process  takes  months  and  results  in 
distortion  and  loss  of  function.  It  also  too 
frequently  leaves  the  patient  a helpless 
cripple.  Therefore,  skin  loss  of  full  thick- 
ness should  be  treated  by  early  skin  graft- 
ing. The  perfection  of  instruments  for  tak- 
ing skin  grafts  has  brought  this  procedure 
within  the  scope  of  any  dextrous  general 
surgeon. 

Skin  Tumors 

One  of  the  frequent  problems  of  the  gen- 
eral practitioner  is  the  removal  of  skin 
tumors.  These  include  moles,  hemangiomas, 
and  malignancies.  If  a lesion  is  worth  re- 
moving it  is  worth  sending  to  the  pathologist 
for  diagnosis.  We  urge  removal  of  all  skin 
tumors  which  change  in  character  or  which 
lie  in  areas  likely  to  become  irritated,  such 
as  under  a belt  or  strap,  or  on  the  palms  or 
soles.  Simple  elliptical  excisions,  made  to 
lie  along  skin  creases,  suffice  in  most  in- 
stances. On  the  face  the  incisions  are  placed 
in  the  “smile  lines.”  These  are  lines  or 
wrinkles  which  become  evident  when  a per- 
son smiles,  and  scars  should  be  made  to 
lie  in  these  wrinkles  as  nearly  as  possible. 
The  principle  of  fine  sutures  placed  close  to 
the  edges  is  followed,  and  sometimes  sub- 
cuticular interrupted  sutures  are  placed  to 
prevent  widening  of  the  scars. 

Injuries  to  the  Hand 

Hand  injuries  are  handled  in  a manner 
similar  to  injuries  of  the  face,  remembering 
that  digits  can  always  be  amputated  but 
never  replaced,  and  even  one  phalynx  lost 
can  mean  the  difference  between  a good  and 
a poor  hand.  Every  effort  must  be  made 
especially  to  save  an  injured  thumb.  It  is 
a temptation  to  consider  sacrificing  an  ex- 
posed phalanx  to  get  a wound  which  will 


close  easily  and  heal  per  primum,  but  there 
are  methods  of  transferring  skin  at  the  time 
of  the  original  injury  which  will  preserve 
the  full  length  and  function  of  the  injured 
digit. 

In  the  repair  of  tendons  better  relaxation 
can  be  obtained  with  general  anesthesia,  and 
more  meticulous  exploration  and  approxi- 
mation can  be  done.  Fine  nonabsorbable 
sutures  are  to  be  used  and  the  hand  shordd 
be  immobilized  for  3 weeks  before  motion 
is  started.  The  question  as  to  whether  the 
flexor  tendons  should  be  repaired  primarily 
depends  on  the  nature  and  location  of  the 
wound  and  must  be  decided  by  the  surgeon. 

Chronic  Ulcers 

The  successful  approach  to  the  problem 
of  chronic  ulceration  depends  on  an  under- 
standing of  the  fundamental  changes  in- 
volved. In  this  we  are  confronted  with  a 
skin  loss  of  full  thickness.  Healing  must 
take  place  by  two  processes.  First,  there 
is  an  epithelial  ingrowth  from  the  margins. 
This  may  be  satisfactory  near  the  edges,  but 
as  it  approaches  the  center  of  the  ulcer  the 
epithelium  thins  out  to  a thickness  of  only 
a few  cells,  and  none  of  the  elements,  such 
as  hair  follicles  and  sebaceous  glands  neces- 
sary for  normal  wear  and  tear,  are  present. 
The  second  process  in  healing  is  taking 
place  simultaneously  as  the  formation  of 
granulation  tissue  to  be  converted  rapidly 
into  contracting  scar  tissue.  The  wound  is 
thus  made  smaller  in  size  and  easier  for  the 
epithelium  to  cover.  If  factors  are  favorable 
the  wound  will  heal,  but  if  the  wound  is 
large  or  repeated  trauma  takes  place  the 
epithelium  of  poor  quality  will  easily  break 
down  and  the  ulcer  will  become  encapsu- 
lated by  dense  avascular  scar  tissue.  A 
varicose  ulcer  of  this  type  does  not  heal 
following  adequate  treatment  of  the  vari- 
cosities; local  applications  of  ointment, 
salves,  paste  boots,  roentgen-ray  therapy 
and  strappings  are  worthless. 

After  the  original  cause  has  been  cor- 
rected, the  only  effective  approach  is  to 
excise  the  entire  ulcer  widely,  including  all 
of  the  regenerated  epithelium  and  scar  tis- 
sue down  to  tissue  of  good  vascularity,  and 
then  cover  the  defect  with  a skin  graft  at 
the  time  of  excision. 
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After  the  observation  of  many  cases,  it 
becomes  obvious  that  the  conservative  treat- 
ment of  such  lesions  is  hopeless,  whereas 
the  method  of  operative  excision  and  skin 
grafting  offers  the  chance  of  a quick  return 
to  normal  function  and  an  opportunity  for 
the  individual  to  earn  a livelihood. 

Summary 

The  duty  of  the  practicing  physician  in 
problems  of  plastic  surgery  is  to  diagnose, 
to  know  what  can  and  should  be  done,  and 
to  do  whatever  he  feels  he  is  capable  of 
doing  surgically. 

Facial  fractures  should  be  suspected  and 
diagnosed  promptly,  using  the  bilateral 
palpation  method.  For  soft  tissue  repair 
anesthesia  should  be  used;  the  wound  should 


be  cleansed  thoroughly,  preserving  all  via- 
ble tissue,  and  parts  should  be  replaced  to 
their  original  locations  using  fine  sutures 
near  the  wound  edges. 

Severe  burns  with  skin  loss  of  full-thick- 
ness should  receive  skin  grafts  early  to  pre- 
vent contractures  and  prolonged  hospitaliza- 
tion. 

Small  skin  tumors  can  be  removed  by 
elliptical  excision  placed  in  the  skin  creases. 

Conservation  is  urged  in  hand  injuries 
with  special  emphasis  on  preserving  the 
thumb. 

Chronic  ulcerations  which  persist  after 
the  original  cause  has  been  removed,  de- 
serve complete  wide  excision  and  immediate 
skin  grafting. 


WHAT  IS  AN  OPHTHALMOLOGIST? 

The  National  Medical  Foundation  for  Eye  Care 
was  established  last  year  to  create  a better  public 
understanding  of  the  professional  and  scientific 
standard  for  good  eye  care.  The  foundation  has 
recently  published  a small  pamphlet  entitled 
"What  is  an  Ophthalmologist?”  The  text,  which 
is  reproduced  below,  contains  definitions  of  an 
ophthalmologist,  an  optician  and  an  optometrist. 
Ophthalmologists  have  utilized  the  pamphlet  ex- 
tensively in  informing  their  patients  as  to  stand- 
ards in  eye  care.  All  physicians  may  obtain  copies 
of  the  pamphlet  by  addressing  the  Foundation  at 
250  W.  57th  St.,  New  York  19. 

An  Ophthalmologist  is  a physician — a doctor 
of  medicine — who  specializes  in  the  care  of  the 
eye  and  all  the  related  structures.  He  diagnoses 
and  treats  defects  of  focus,  disorders  of  function, 
and  all  other  diseases  of  the  eye,  prescribing 
whatever  is  required,  including  glasses.  He  is 
often  concerned,  as  a consultant  member  of  the 
medical  team,  with  diseases  of  other  systems  of 
the  body  or  general  diseases  which  manifest  them- 
selves in  the  eyes — diabetes,  toxemia  of  preg- 
nancy, cancer,  multiple  sclerosis,  tuberculosis  and 
other  infections,  hypertension,  muscular  dystrophy 
and  heart  disease,  among  others.  Ophthalmology 
is  a branch  of  medicine  and  the  ophthalmologist 
is  an  eye  physician  and  usually  also  an  eye  sur- 
geon. 

An  ophthalmologist  has  first  completed  the  full 
course  of  medical  studies,  received  the  degree  of 


M.D.,  served  an  internship  in  general  medicine 
and  surgery  in  an  approved  hospital,  and  has  then 
taken  special  training  in  ophthalmology.  Like  the 
family  physician,  the  ophthalmologist  and  all 
other  medical  specialists  are  licensed  to  practice 
all  branches  of  medicine  and  surgery.  Oculist  is 
a less  commonly  used  name  for  ophthalmologist. 

An  Optician  is  a skilled  technician,  auxiliary 
to  medicine,  who  supplies  and  fits  glasses  on  the 
prescription  of  a physician.  He  is  trained  to  make 
the  necessary  facial  measurements;  to  formulate 
the  specifications  necessary,  and  to  make  the 
glasses  or  other  appliances;  and  to  adapt  them  to 
the  patient,  placing  them  properly  in  relation  to 
the  eyes.  He  supplies  glasses  or  other  appliances 
only  on  the  doctor’s  authorization. 

An  Optometrist  is  a licensed  person  who  has 
met  certain  legal  and  educational  requirements 
and  is  permitted  by  the  state  to  engage  in  the 
practice  of  optometry.  He  is  not  a physician  or 
doctor  of  medicine.  The  word  optometry  comes 
from  two  Greek  words — opto,  meaning  “eye,”  and 
meter,  “measure.”  The  optometrist  measures  the 
focus  of  the  eye  for  glasses.  He  is  not  qualified 
or  permitted  to  use  drugs  for  these  tests  or  for 
any  other  purpose.  He  is  not  qualified  or  per- 
mitted to  diagnose  or  to  treat  ocular  disease.  He 
may  supply  glasses  on  his  own  prescription.  In 
most  states  he  is  also  permitted,  like  the  opti- 
cian, to  fill  the  ophthalmologist’s  prescription  for 
glasses.  By  law  he  is  a limited  practitioner. 
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Masses  in  the  neck,  especially  in  adults,  have  serious  implications  in  a high  proportion  of  cases.  This 
fact  must  be  recognized  and  every  diagnostic  effort  be  made  to  find  its  cause. 


THE  SIGNIFICANCE  OF  A 
MASS  IN  THE  NECK’ 


LOUIS  ROSENFELD,  M.D.,  Nashville,  Tenn. 


A problem  facing  each  of  us  frequently, 
varying  with  the  type  practice,  is  the  pa- 
tient who  presents  himself  with  a mass, 
lump,  nodule  or  “kernel”  in  the  neck.  So 
common  are  multiple  nodes  in  the  child’s 
neck  that  we  often  accept,  and  properly  so, 
a diagnosis  of  chronic  lymphadenitis.  In 
older  age  groups  we  become  more  question- 
ing and  find  a definitive  diagnosis  to  be 
more  imperative.  Too  often  the  history 
is  that  of  a nodule  beneath  the  jaw  and 
blamed  on  a tooth  or  dental  extractions  en 
masse,  and  continued  waiting  and  procras- 
tination until  a most  obvious  malignancy  is 
apparent.  And  yet  it  is  unfair  to  blame  the 
dentist  alone  for  the  fault  must  be  shared 
by  us  all.  Nor  do  I mean  to  imply  that  all 
neck  masses  are  malignant  for  they  most 
certainly  are  not. 

Having  a rather  deep  interest  in  this  part 
of  the  anatomy,  and  seeing  many  people 
with  a chief  complaint  of  a “lump  in  the 
neck,”  I asked  my  secretary  to  go  through 
our  office  files,  beginning  two  weeks  ago 
and  working  backward,  and  to  pick  out  100 
cases  with  such  a complaint.  Some  few  I 
discarded  for  varying  reasons  and  added 
others  to  make  the  number  exactly  100. 
I analyzed  these  as  to  the  cause  of  their 
masses.  All  patients  having  an  enlarged 
thyroid  gland  were  arbitrarily  excluded. 
Patients  who  came  to  us  with  a complaint 
such  as  a cancer  of  the  lip  or  tongue,  or 
with  abdominal  or  pulmonary  symptoms  as 
their  primary  complaint  and  in  whom  we 
found  incidental  neck  metastases  were  not 

*Read  before  the  One  Hundred  and  Twenty- 
fifth  Meeting  of  the  Middle  Tennessee  Medical 
Association,  Tullahoma,  May  16,  1957. 


included.  In  other  words  the  neck  mass  had 
to  be  the  presenting  symptom  for  inclusion 
in  the  series.  It  is  noteworthy  that  these 
100  cases  are  not  “run  of  the  mill”  patients 
seen  in  a general  medical  or  surgical  prac- 
tice, but  most  had  been  referred  to  me  be- 
cause of  my  interest  in  the  field.  However, 
it  is  a fair  cross  section  of  those  who  present 
some  problem  in  diagnosis  and  treatment. 

Clinical  Material 

These  cases  have  been  analyzed  to  ascer- 
tain what  might  be  expected  or  anticipated 
in  patients  with  a complaint  of  a “lump  in 
the  neck.” 

Age  seemed  to  be  of  some  significance  in 
that,  as  has  been  mentioned,  infants  and 
children  often  have  numerous  enlarged  mul- 
tiple small  nodes  bilaterally  of  a nonspecific 
nature.  I rarely  see  such  cases  because  the 
pediatricians  follow  their  course,  and  only 
occasionally  refer  them;  they  are  usually  of 
little  significance.  Cystic  masses,  usually 
thyroglossal  duct  cysts  in  the  anterior  mid- 
line,  or  lateral  branchial  cleft  cysts  are  most 
often  present  in  children  and  “teen”-age 
persons,  though  both  are  seen  in  the  20  and 
30  year  age  groups  as  well.  It  is  worthy 
of  note  that  malignant  lesions  can  also  oc- 
cur in  the  juvenile  and  younger  age  group, 
especially  the  lymphomas,  papillary  carci- 
noma of  the  thyroid  metastatic  to  the  lateral 
neck  nodes,  or  lympho-epithelioma  of  the 
nasopharynx  metastatic  to  the  neck. 

It  is  noteworthy  that  many  parotid  tu- 
mors present  in  the  neck  and  not  on  the 
cheek.  The  tail  and  posterior  portion  of 
the  gland  are  below  and  behind  the  mandi- 
ble, and  masses  in  this  region  may  well  be 
considered  as  being  of  parotid  origin,  lymph 
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node  enlargement  of  various  types,  abnor- 
malities of  branchial  remnants  or  as  tumors 
of  neurogenic  origin  such  as  lesions  of  the 
carotid  body. 

Table  1 gives  the  distribution  of  the  cervi- 
cal masses  as  related  to  their  site. 

Table  I 

LOCATION  OF  100  CERVICAL  MASSES 


Upper  Neck 

52 

Mid-Neck 

27 

Low  Neck 

5 

Anterior  Neck 

12 

Mixed 

4 

The  upper  neck  being  involved  in  over 
50  per  cent  of  instances  makes  it  under- 
standable why  so  often  the  teeth  are  in- 
criminated. Yet  in  this  series  there  was 
not  one  single  instance  in  which  a dental 
infection  was  responsible  for  the  cervical 
mass  or  lymphadenitis. 

In  teaching  medical  students  we  find  it 
convenient  to  divide  the  neck  into  3 levels 
and  search  for  a primary  neoplasm  in  sites 
most  commonly  metastasizing  to  these 
areas.  In  the  upper  one  third  careful 
search  is  made  for  lesions  of  the  parotid, 
skin  of  the  face,  scalp  and  ear,  the  lips,  the 
oral  cavity,  gingiva,  tongue  and  floor  of  the 
mouth  and  the  naso-,  oro-  and  hypopharynx. 
The  midneck  masses  make  one  more  sus- 
picious of  Hodgkins  disease  or  lymphosar- 
coma, carcinoma  of  the  larynx  both  intrinsic 
and  extrinsic,  and  carcinoma  of  the  thyroid. 
In  the  lower  one-third,  or  supraclavicular 
area  one's  attention  is  turned  more,  but 
without  neglecting  the  thyroid  and  hypo- 
pharynx,  to  the  lungs,  breasts  and  abdomi- 
nal viscera.  We  have  seen  many  lower 
neck  masses  from  intra-abdominal  neo- 
plasms, other  than  the  stomach  with  the 
typical  Virchow’s  node,  from  sites  such  as 
the  kidneys,  liver,  pancreas,  bowel  and  even 
prostate. 

The  midline  masses  of  the  anterior  neck 
have  been  in  most  instances  thyroglossal 
duct  cysts  or  pyogenic  lymphadenitis.  How- 
ever one  should  not  forget  the  so  called 
Delphian  node  as  indicative  of  thyroid  car- 
cinoma. 

Table  2 breaks  down  the  100  cases  into 

Table  2 

BENIGN  LESIONS— TYPE  AND  PROPORTION 
Non-Specific  and  Pyogenic  Infections  19% 


Benign  Neoplasms  and  Cysts,  branchial  cleft 
and  thyroglossal  duct  cysts  (18),  mixed  tu- 


mors of  the  parotid  (7)  presenting  in  the 
neck  _ 30% 

Granulomas,  tuberculosis  and  Boeck’s 

Sarcoid  6% 

Miscellaneous,  cervical  rib,  venous  anomaly, 
venous  thrombosis  3% 

Total  58% 


the  numbers  and  types  of  benign  and  in- 
flammatory lesions. 

Table  3 indicates  the  types  and  numbers 


Table  3 

MALIGNANT  LESIONS— TYPE  AND 
PROPORTIONS 
Lymphoma,  Hodgkins  Disease  or 

Lymphosarcoma  11% 

Primary  Adenocarcinoma  or  Fibrosarcoma  8% 
Metastatic  Carcinoma  (Only  3 from  below 
the  clavicles)  23% 

Total  42% 


of  the  malignant  lesions.  It  is  of  interest 
that  42  percent  of  these  cases  represented 
malignancy,  a frighteningly  high  number. 
If  we  were  to  include  those  many  cases  in 
which  the  patient  presented  himself  with 
a complaint  referable  to  another  area,  such 
as  the  chest,  abdomen,  or  especially  the  face, 
lips,  oral  cavity,  pharynx  and  sinuses,  and 
in  whom  a neck  mass  was  also  found,  this 
figure  would  be  even  more  striking.  How- 
ever, as  mentioned  before,  this  is  a group 
of  referred  patients  and  not  entirely  typical 
of  what  a general  practitioner  or  internist 
would  see  in  his  daily  practice. 

Management 

What  to  do  with  such  patients?  First  and 
foremost,  if  the  mass  is  not  a cyst  or  an  ob- 
viously benign  lesion,  such  as  a lipoma  or 
an  acute  suppurative  process,  one  must 
search  for  a possible  primary  focus.  Usu- 
ally it  is  fairly  obvious  if  the  mass  is  due  to 
metastatic  disease.  However,  in  my  experi- 
ence the  most  commonly  missed  primary 
sites  are  the  nasopharynx,  the  posterior  one- 
third  of  the  tongue,  and  especially  the  hypo- 
pharynx,  pyriform  sinus,  arytenoid  and 
epiglottis.  It  is  important  that  this  latter 
group  be  diagnosed  as  early  as  possible, 
since  excellent  results  are  obtained  with 
adequate  surgical  extirpation. 

Granting  that  one  suspects  a malignant 
neoplasm  and  all  search  for  a primary  site 
has  been  in  vain,  what  then?  At  some  cen- 
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ters  aspiration  biopsy  is  advocated.  Our 
pathologists  look  askance  on  this,  as  a nega- 
tive result  does  not  mean  that  malignancy 
is  not  present. 

At  times  one  must  enter  the  neck  to  es- 
tablish the  diagnosis,  and  when  all  other 
and  thorough  efforts  have  been  exhausted, 
we  have  no  other  recourse.  This  is  unde- 
sirable for  several  reasons. 

A frozen  section  may  not  give  the  defini- 
tive diagnosis.  Lymphomas  and  tumors  of 
the  salivary  gland  are  notoriously  difficult 
to  diagnose  on  frozen  section. 

The  node  may  contain  carcinoma,  and  the 
primary  site  being  unknown  one  cannot 
carry  out  a proper  definitive  operation,  such 
as  radical  dissection  of  the  neck  with  re- 
section of  the  primary  lesion  as  is  in  car- 
cinoma of  the, — (a)  lip,  (b)  gingiva,  (c) 
tongue  and  floor  of  the  mouth,  (d)  tonsil, 
(e)  hypopharynx,  (f)  larynx,  (g)  thyroid, 
and  (h)  parotid.  Most  radical  neck  dissec- 
tions today  properly  should  be  combined 
with  en  bloc  removal  of  the  primary  lesion. 
Very  few  are  done  as  a neck  dissection 
alone. 

So  if  one  removes  a node,  waits  two  days 
for  permanent  sections  and  then  discovers 
there  is  metastatic  carcinoma  from  salivary 
gland,  oral  cavity,  larynx  or  thyroid,  and 


that  a combined  radical  procedure  is  indi- 
cated. However,  the  tissues  at  the  site  of 
the  previous  surgery  are  contaminated  with 
cancer  cells,  a wide  area  of  skin  must  be 
excised  and  the  normal  tissue  planes  of  the 
neck  are  fused  and  lost  in  a so  called  desmo- 
plastic reaction. 

It  is  therefore  important  to  search  long 
and  diligently  for  a primary  neoplasm  be- 
fore entering  the  neck  to  establish  our  diag- 
nosis. With  the  aid  of  a frozen  section  a 
diagnosis  can  often  be  made  and  we  should 
complete  our  surgery  at  one  operation, 
though  4 to  6 hours  may  be  required.  By 
so  doing  we  can  best  carry  out  a proper 
operation  for  cancer  and  obviate  the  neces- 
sity of  entering  the  neck  a second  time  un- 
der less  than  optimum  conditions. 

There  is  a unique  opportunity  in  the  head 
and  neck  region  to  carry  out  a relatively 
ideal  en  bloc  extirpation  of  cancer,  found 
practically  no  where  else  in  the  body.  Here 
the  primary  growth,  the  intervening  lym- 
phatics and  often  both  the  first  and  second 
groups  of  lymph  node  barriers  can  be  re- 
moved as  a single  mass  and  often  without 
excessive  disability  or  mutilation.  At  pres- 
ent we  salvage  about  one-third  of  malig- 
nancies in  this  area.  We  can,  and  it 
behooves  us  to  try,  to  do  much  better. 
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Case  Report 

RETICULUM  CELL 
SARCOMA  IN 
AN  INFANT: 

With  Review  of  Recent  Literature 

Julian  K.  Welch,  Jr.,  M.D.,*  Brownsville,  Tenn. 


C.  V.  A.,  a white  boy,  was  born  in  a private 
hospital  on  November  28,  1954  by  normal  outlet 
forceps  delivery  under  saddle  block  anesthesia. 
There  was  no  evidence  of  birth  injury  or  con- 
genital malformations.  He  was  the  second  child 
of  an  Rh  positive  mother  whose  blood  Kahn  was 
negative.  His  sister  was  born  August  10.  1953 
and  has  been  normal  in  every  way. 

The  patient  was  not  seen,  after  routine  check-up 
at  6 weeks  of  age,  until  August  15,  1955  when 
he  was  brought  to  the  office  with  a respiratory 
infection,  including  a draining  ear.  He  was 
treated  with  penicillin,  triple  sulfa  by  mouth  and 
Otic  Ilotycin  solution  with  uneventful  recovery. 

On  October  8,  1955  he  was  seen  with  enlarged 
postauricular  and  cervical  lymph  nodes,  along 
with  a respiratory  infection.  These  nodes  ap- 
peared to  be  of  the  type  usually  seen  in  children 
with  upper  respiratory  infections.  On  October  22, 
he  had  acute  tonsillitis,  and  it  was  noted  that  one 
node  on  the  right  side  of  his  neck  had  a bluish 
discoloration  around  it  and  appeared  to  be  much 
larger  than  the  other  nodes.  There  was  also  a 
similar,  smaller  node  in  the  right  inguinal  region. 
Laboratory  studies  revealed  a Hgb.  of  6.4  Gm., 
RBC.  3.070.000,  WBC.  3.300,  with  93%  lympho- 
cytes. 

The  child,  aged  11  months,  was  then  referred 
to  a pediatrician  who  made  additional  laboratory 
tests  including  bone  marrow  studies.  Since  the 
exact  diagnosis  was  in  doubt,  excision  of  the  en- 
larged gland  in  the  neck  was  advised.  On  No- 
vember 1,  1955,  he  was  admitted  to  Haywood 
County  Memorial  Hospital.  Under  local  anes- 
thesia the  node  was  excised  with  little  difficulty 
and  sent  to  the  pathologist  for  examination.  The 
child  was  discharged  from  the  hospital  the  next 
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Fig.  1. 

day,  and  the  sutures  were  removed  on  November 
7;  the  incision  was  healing  nicely. 

The  pathologic  report  was  as  follows:  “Gross 
Pathology:  Specimen  consists  of  what  is  said  to 
be  a lymph  node  from  the  right  side  of  the  neck. 
This  mass  is  2 cm.  long  and  1 cm.  in  the  greatest 
diameter.  There  is  some  fat  on  the  exterior.  On 
section,  the  mass  is  pink  in  color  and  soft  in  con- 
sistency. Microscopic  Pathology:  This  material 
consists  of  fat  which  is  invaded  by  malignant  cells. 
The  cells  are  of  the  lymphoid  series.  There  is 
considerable  variation  in  the  size  and  shape  and 
intensity  of  staining  of  cells.  Mitotic  figures  are 
numerous.  Most  of  the  fat  is  almost  completely 
replaced  by  the  tumor.  No  Dorothy  Reed  giant 
cells  are  demonstrated.  A few  plasma  cells, 
lymphocytes,  and  large  mononuclear  cells  are 
noted.  Some  hemorrhage  and  necrosis  is  ob- 
served. Most  of  the  tumor  cells  are  round  or 
oval  in  shape,  but  a few  are  elongated  cells. 
Diagnosis:  veticulum  cell  sarcoma.”  (Fig.  1.) 

He  was  sent  to  the  West  Tennessee  Cancer 
Clinic  in  Memphis,  and  then  was  admitted  to  the 
Pediatric  Service  of  St.  Joseph  Hospital  in  Mem- 
phis, on  November  14.  Laboratory  studies  on  that 
date  revealed  Hgb.  6.7  Gm..  RBC  3,020,000,  WBC. 
13,950  with  66%  lymphocytes.  On  November  17, 
the  reticulocyte  count  was  4.2%.  On  November 
18,  following  blood  transfusions,  Hgb.  was  10.92 
Gm.,  RBC.  4,950,000.  On  November  18,  interpre- 
tation of  bone  marrow  by  a hematologist  was  as 
follows:  “Picture  is  not  diagnostic  of  primary 
blood  dyscrasia.  There  are  insufficient  histiocytic 
and  mononuclear  cells  to  warrant  the  diagnosis 
of  monocytic  leukemia.  The  picture  is  compati- 
ble with  diagnosis  of  sarcoma.  The  abnormal 
cells  are  too  pleomorphic  to  justify  differentiation 
between  reactive  cells  and  malignant  cells.”  The 
original  slides  were  reviewed  by  another  patholo- 
gist; his  diagnosis  was  “anaplastic  sarcoma  soft 
tissues  of  neck.” 
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An  X-ray  film  of  the  chest  on  November  15, 
was  negative,  with  no  evidence  of  bone  or  joint 
disease.  The  child  was  given  X-ray  treatment  in 
the  amount  of  1000  r.  while  in  the  hospital.  He 
was  also  given  several  blood  transfusions.  At 
the  time  of  discharge  from  the  hospital,  November 
29,  blood  studies  revealed  Hgb.  10  Cm.,  RBC. 
4,180,000,  WBC.  5,700  with  44%  lymphocytes, 
monocytes  8%,  segmented  neutrophils  31%,  stab 
forms  2%,  eosinophils  3%,  basophils  1%,  and 
atypical  cells  11%. 

The  patient  appeared  to  be  improved  when  he 
was  sent  home,  however,  he  was  seen  in  the  of- 
fice on  December  8,  1955,  because  of  hemorrhage 
into  the  sclera  of  the  left  eye.  On  December  17, 
his  condition  became  so  much  worse  he  was  ad- 
mitted to  Haywood  County  Memorial  Hospital. 
Physical  examination  revealed  numerous  enlarged 
nodes  in  both  sides  of  the  neck.  There  was  no 
evidence  of  recurrence  at  the  site  the  node  had 
been  removed,  and  the  incision  had  healed  well 
with  a normal  scar.  The  skin  around  the  en- 
larged glands  had  a peculiar  bluish  discoloration, 
however,  it  did  not  appear  to  be  subcutaneous 
hemorrhage.  Moist  rales  were  heard  throughout 
both  lungs  although  there  did  not  appear  to  be 
any  areas  of  consolidation.  The  abdomen  was 
distended  and  tympanitic,  although  some  ascitic 
fluid  was  believed  to  be  present.  The  spleen  was 
palpable  4 fingers  and  the  liver  3 fingers  below 
the  costal  margin.  His  temperature  was  103  de- 
grees (R)  on  admission. 

The  patient  was  very  restless  and  appeared  to 
be  in  pain.  Aspirin,  elixir  phenobarbital  and 
other  symptomatic  remedies  were  ineffective. 
Relatively  large  doses  of  Demerol  were  given 
with  some  benefit.  On  December  19,  his  Hgb. 
was  5.55  Gm„  RBC.  2,990,000,  WBC.  108,000  with 
100%  lymphocytes  on  differential  count.  The 
technician  noted  an  occasional  lymphoblast  in  the 
smear. 

On  December  19,  his  temperature  rose  to  104.8 
(R)  and  respirations  was  rapid  and  shallow.  He 
was  placed  in  an  oxygen  tent  but  his  condition 
grew  worse  and  he  died  on  that  day.  Autopsy 
was  not  obtained.  At  the  time  of  death  his  age 
was  1 year  and  21  days. 

Discussion 

Reticulum  cell  sarcoma  is  a very  inter- 
esting condition  which  is  peculiar  in  some 
ways.  It  is  similar  to  other  conditions  such 
as  Hodgkins  disease,  Brill-Symmer’s  dis- 
ease, leukemia,  lymphosarcoma,  and  ana- 
plastic sarcoma.  Tod1  and  Director  and 
Kern2  believe  that  the  similarity  is  related 
to  their  common  origin  in  the  primitive 
mesenchyme,  the  provider  of  the  stem  cells 
for  all  differentiated  lymphoreticular  tissue. 
There  is  probably  no  other  group  of  dis- 
eases about  which  there  is  so  much  uncer- 


tainty. In  fact,  Director  and  Kern-  believe 
“that  all  malignant  lymphomas  are  derived 
from  one  source,  the  reticulum  cell,  and 
that  development  of  a given  form  or  the 
transformation  from  one  type  to  another 
depends  on  unknown  stimuli  acting  on  this 
cell.”  The  diagnosis  of  reticulum  cell  sar- 
coma is  sometimes  controversial  and  in  the 
case  reported  here  one  of  the  clinicians  at 
one  time  questioned  the  diagnosis  thinking 
it  was  possibly  one  of  the  leukemias. 

No  detailed  discussion  will  be  given  of 
the  pathologic  characteristics  of  reticulum 
cell  sarcoma  or  of  its  origin.  The  classifica- 
tion of  malignant  lymphomas  given  by  Gall 
and  Mallory1  seems  to  be  the  most  com- 
monly quoted  in  the  literature  reviewed. 
Their  classification  as  given  in  the  report 
by  Fein  and  Shulman1  is  as  follows:  “The 
‘reticulum  cell  sarcomas’  were  divided  into 
two  types;  (1)  stem  cell  lymphomas  (tu- 
mors composed  of  highly  undifferentiated, 
supposedly  pluripotential  cells  called  stem 
cells),  and  (2)  clasmatocytic  lymphomas  (tu- 
mors made  up  of  fairy  well  differentiated 
cells,  simulating  normal  clasmocytes  or 
monocytes,  the  cells  being  smaller  than 
stem  cells,  but  distinctly  larger  than  lymph- 
ocytes). The  other  five  categories  of  malig- 
nant lymphoma  are  (3)  lymphoblastic 
lymphoma,  (4)  lymphocytic  lymphoma,  (5) 
Hodgkins  lymphoma,  (6)  Hodgkins  sarcoma, 
and  (7)  fallicular  lymphoma.” 

Another  peculiarity  of  reticulum  cell  sar- 
coma is  the  wide  variety  of  sites  in  the 
human  body  where  it  may  be  primary.  This 
will  be  pointed  out  in  comments  on  some 
of  the  cases  reported  in  the  recent  litera- 
ture. Maximow"’  concluded  from  experi- 
mental studies  in  animals  that  cells  with 
the  same  developmental  potentialities  as 
the  reticulum  cells  are  scattered  through- 
out the  body. 

Primary  reticulum  cell  sarcoma  of  the 
bone  appears,  from  the  number  of  cases  re- 
ported in  the  recent  literature,  to  be  one  of 
the  more  common  sites.  There  were  nu- 
merous cases  reviewed  and  mention  will  be 
made  of  some  of  the  authors  and  some  com- 
ment on  a few  of  the  more  interesting  cases. 
Pain  and  swelling  seem  to  be  the  predomi- 
nant symptoms  in  this  condition.  The  prog- 
nosis appears  to  be  better  in  those  originat- 
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ing  in  bone.  In  a survey  of  2000  specimens 
of  primary  bone  malignancies,  Ivins  and 
Dahlin';  found  49  to  be  diagnosed  as  reticu- 
lum cell  sarcoma.  They  report  a 5 year 
survival  rate  of  35.7  per  cent,  which  is 
somewhat  better  than  the  average  survival 
of  primary  malignant  bone  tumors.  Francis, 
Higinbotham,  and  Coley7  in  surveying  44 
cases  from  the  Bone  Tumor  Department, 
Memorial  Hospital,  New  York,  report  48.4 
per  cent  of  32  cases  were  free  of  evidence 
of  disease  after  5 years,  and  33.3  per  cent 
of  20  cases  were  free  of  evidence  of  disease 
after  10  years.  However,  they  point  out  one 
case,  free  of  disease  after  10  years,  died  11 
months  later  with  generalized  metastasis 
and  another,  free  for  8 years  6 months,  died 
with  metastasis.  Strange  and  de  Lorimers 
report  three  cases  primary  in  the  skull. 

Brucker  and  Glassy'-’  report  one  case  of 
primary  reticulum  cell  sarcoma  of  the 
heart.  This  was  the  first  case  of  primary 
malignant  tumor  of  the  heart  found  in 
11,131  autopsies  performed  at  Milwaukee 
County  Hospital  from  January,  1928,  to 
March,  1954.  Shuster  and  Shuster1"  report 
a 50  year  old  white  man  with  primary  retic- 
ulum cell  sarcoma  arising  in  the  paranasal 
sinuses.  Cohen,  Kaplan,  Liber,  and  Roswit11 
report  4 cases  primary  in  the  testicle.  Three 
of  these  patients  died  following  treatment 
by  operation  and  irradiation,  while  the 
fourth  was  living  and  well  5 years  follow- 
ing left  orchiectomy  and  postoperative  ir- 
radiation. One  of  these  was  very  interest- 
ing. In  December,  1943,  he  had  a left 
orchiectomy  with  a pathologic  diagnosis  of 
reticulum  cell  sarcoma.  He  had  postopera- 
tive irradiation  of  2200  r.  and  apparently 
had  no  evidence  of  disease  until  about  four 
weeks  prior  to  admission  to  the  Veterans 
Administration  Hospital  on  May  16,  1947, 
with  swelling  in  the  right  testicle.  Three 
months  following  right  orchiectomy  and 
postoperative  irradiation  the  patient  was 
dead.  It  was  noted  in  the  other  two  deaths 
that  there  was  evidence  of  extention  to  the 
other  testicle. 

From  these  cases  one  can  see  the  incon- 
stancies of  the  prognosis  in  this  disease. 
The  case  reported  here  was  one  of  fulmi- 
nating disease  with  death  occuring  in  less 
than  3 months  from  onset  of  symptoms 


while  in  other  cases  reviewed  patients  were 
alive  and  well  18  years  or  longer  following 
diagnosis  and  treatment. 

Fein  and  Shulman4  report  a case  primary 
in  the  mesentery  and  apparently  localized 
to  the  abdominal  lymph  nodes.  This  pa- 
tient expired  the  day  after  operation.  Mac- 
Kenzie  and  Robertson12  report  a case  pri- 
mary in  the  gastrointestinal  tract. 

The  age  incidence  is  also  variable.  The 
cases  reviewed  varied  in  age  from  1 to  84. 
No  child  as  young  as  the  case  reported  here 
was  found  in  the  recent  literature.  Den- 
nison1" from  a Surgical  Unit  of  the  Royal 
Hospital  for  sick  children  in  Glascow,  re- 
ports a case  of  primary  reticulum  cell  sar- 
coma in  the  left  tibia  in  a one  year  old  girl. 
The  diagnosis  was  not  apparent  at  first. 
However,  she  was  treated  by  X-ray  and 
later  amputation  (which  was  thought  to  be 
only  palliative  therapy)  but  was  living  with 
no  evidence  of  disease  5 years  later. 

Strange  and  de  Lorimers  found  that  85 
per  cent  of  cases  primary  in  lymph  nodes 
are  older  than  40  years  (less  than  1 per  cent 
under  20  years)  while  75  per  cent  of  those 
primary  in  bone  are  less  than  40  years  of 
age  (35  per  cent  less  than  20  years).  The 
sex  distribution  varies.  These  authors  re- 
port a proportion  of  2:  1,  male  over  female, 
in  the  lymph  node  type,  and  2 to  3:  1 male 
over  female  in  bone  type.  Wilson  and 
Pugh,11  however,  in  reporting  33  cases  pri- 
mary in  bone,  from  the  Mayo  Clinic,  found 
the  age  to  vary  from  9 to  67  years;  25  of  the 
33  were  in  males. 

The  treatment  consists  of  surgery,  X-ray, 
and  nitrogen  mustards.  Feldaker,  Kierland, 
and  Montgomery17’  found  nitrogen  mustard 
to  be  of  definite  benefit  in  causing  remis- 
sions in  2 cases  of  cutaneous  reticulum  cell 
sarcoma  reported  from  Mayo  Clinic.  Where 
the  primary  tumor  is  accessible  the  treat- 
ment of  choice  is  surgical  removal  plus 
large  postoperative  doses  of  X-ray.  Law- 
rence and  Lenson,1"  however,  report  a 
highly  malignant  type  tumor,  which  was 
not  accessible  to  surgery,  in  a 16  year  old 
girl,  treated  with  only  1000  r.  The  patient 
was  alive  and  well  13  years  following  treat- 
ment. 

One  last  note  as  to  diagnosis.  Diagnosis 
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can  usually  be  made  only  by  biopsy,  though 
blood  and  bone  marrow  studies  are  helpful. 

Summary 

A case  of  reticulum  cell  sarcoma  in  a 11 
month  old  boy  is  reported,  and  some  of  the 
recent  literature  is  reviewed.  The  case  was 
of  a fulminating  type,  was  treated  with 
X-ray  and  blood  transfusions,  but  was  dead 
less  than  three  months  after  the  onset  of 
symptoms. 
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Here  are  interesting  thoughts  and  suggested  approaches  to  the  mental  problems  of  a community,  their 
study  and  control,  and  the  role  of  tranquilizing  drugs  in  a broad  viewpoint  of 
preventive  medicine  and  public  health. 


PUBLIC  HEALTH  ASPECTS  OF 
THE  TRANQUILIZING  DRUGS* 


PHILIPP  C.  SOTTONG,  M.D.,  Chattanooga,  Tenn. 


To  approach  this  subject  simply,  without 
being  overwhelmed  by  the  mass  of  detail 
concerning  the  tranquilizing  drugs  which 
has  appeared  in  the  last  year  and  a half, 
it  may  be  useful  to  consider  the  recent 
handling  of  the  Salk  vaccine  and  the  disease 
of  poliomyelitis.  Public  health  departments 
were  responsible  for  two  major  areas.  Un- 
der the  “eradication  of  disease”  area  fell 
the  following  activities:  epidemiologic 

survey,  “pin-pointing”  of  the  offending 
agent,  development  of  a vaccine,  programs 
of  immunization,  and  epidemiologic  follow- 
up. Under  the  “assessment  of  the  drug” 
area  fell  the  activities  of  determination  of 
toxicity,  controlled  human  studies,  non- 
toxic packaging,  distribution,  and  immuniza- 
tion procedures. 

To  use  this  analogy  for  the  tranquilizing 
drugs,  it  becomes  readily  evident  that  the 
first  task  lies  in  determining  what  disease 
or  diseases,  from  the  public  health  stand- 
point, are  related  to  the  tranquilizing  drugs. 

In  my  opinion  there  are  two  major  group- 
ings of  disease  with  which  the  tranquilizing 
drugs  may  be  directly  related,  either  as  a 
means  which  may  prevent  or  ameliorate  the 
results  of  certain  disorders  or  deficiencies, 
or  as  a measure  by  which  good  health  may 
be  maintained  in  those  individuals  of  a com- 
munity who  often  have  difficulty  adjusting 
themselves  to  the  environment.  The  sug- 
gestion that  the  public  health  physician  con- 
sider as  his  responsibility  some  of  the  groups 
to  be  listed  below  may  seem  that  he  is  being 

sRead  before  meeting  of  the  Tennessee  Academy 
of  Preventive  Medicine  and  Public  Health,  April 
9.  1957,  Nashville,  Tenn. 


asked  to  become  a healer  of  social  prob- 
lems. As  in  the  past,  when  he  found  to  his 
surprise  that  he  had  become  a soil  and  water 
pollution  expert,  the  public  health  physician 
may  feel  that  the  suggested  areas  of  respon- 
sibilities are  a far  cry  from  the  bedside 
where  he  originally  learned  his  medicine, 
and  properly  belong  in  the  field  of  the  social 
scientists  rather  than  that  of  the  physician. 

Organic  Brain  Disease 

The  first  group  of  diseases  are  included 
under  the  heading,  organic  brain  diseases. 
Included  are  arteriosclerotic  brain  disease, 
senile  dementia,  cerebral  palsy,  traumatic 
or  infectious  brain  injury,  Huntington’s 
chorea,  and  the  mentally  retarded. 

Although  we  can  say  that  the  preventive 
aspect  looks  bright  and  can  optimistically 
anticipate  a decrease  in  the  percentage  of 
these  groups  through  research  and  public 
health  measures,  we  shall,  nevertheless,  for 
many  years  need  to  provide  medical  care  to 
those  already  afflicted.  Therefore  in  the 
treatment  area  we  shall  probably  see 
the  greatest  use  for  tranquilizing  drugs  in 
this  particular  diseased  group.  It  has  be- 
come evident  that  many  formerly  agitated 
individuals  due  to  brain  damage,  be  they 
the  arteriosclerotic,  senile,  or  the  aggressive 
retarded  child,  have  shown  considerable 
quieting  through  use  of  the  tranquilizers. 
Many  have  shown  improvement  in  percep- 
tiveness, in  cooperation  and,  in  some  cases, 
in  learning  ability.  From  a public  health 
standpoint  the  significance  of  this  should  be 
seen  from  the  point  of  view  of  both  greater 
peace  for  the  patient  and  his  family,  and  of 
greater  economic  savings. 
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With  well  planned  programs  using  the 
public  health  physician,  the  family  physi- 
cian, the  public  health  nurse  and  the  social 
service  agency,  it  should  theoretically  be- 
come possible  to  avoid  having  to  institu- 
tionalize many  of  the  senile  patients  who  at 
the  present  time  occupy  40  to  60  per  cent  of 
the  beds  of  our  state  hospitals.  Many  of 
these  have  had  to  be  hospitalized  because  of 
agitation,  noisiness,  violence,  deterioration 
in  personal  habits,  etc.  Until  now  we  have 
been  not  too  unlike  the  Spartans  who  left 
their  aged  behind  to  die.  We  have  been 
more  civilized  in  that  we  have  fed,  clothed, 
and  housed  them,  but  we  have  cast  many  of 
them  out  of  our  community. 

With  the  tranquilizing  drugs  the  public 
health  physician  can  give  much  closer  at- 
tention to  the  concept  of  the  therapeutic 
community.  In  such  a community  the  aged 
will  be  housed  and  cared  for  in  small  cheer- 
ful homes  that  are  an  integral  part  of  the 
community,  and  are  under  the  close  super- 
vision of  the  public  health  department.  It 
would  be  hoped  that  we  might  shortly  dis- 
continue the  practice  of  committing  old  peo- 
ple to  poor  farms  until  they  have  had  a 
reasonable  therapeutic  trial  in  their  own 
family  settings,  by  the  use  of  tranquilizers, 
homemakers’  services,  and  public  health 
nurses  to  determine  whether  it  may  be  pos- 
sible for  the  individual  to  be  maintained  in 
his  own  family  or  in  his  own  community. 
The  public  health  physician  should  accept 
as  his  responsibility  the  planning  of  pro- 
cedures of  high  quality  for  the  community 
to  follow  in  making  decisions  as  to  which 
of  its  old  people  should  be  sent  out  of  the 
community  and  which  should  remain  in  it. 

The  public  health  department  also  should 
have  the  responsibility  of  setting-up  cer- 
tain standard  medical  procedures  by  which 
retarded  children  must  be  evaluated  if  they 
are  to  be  considered  for  institutionalization. 
It  is  anticipated  that  by  the  use  of  tran- 
quilizers many  retarded  children  will  be 
able  to  remain  a part  of  the  family  in  the 
community,  utilizing  both  the  day  school 
and  industrial  programs  for  them. 

AFG  Stress  Diseases 

The  second  group  of  illnesses  present  a 
greater  problem  in  finding  an  accurate  title 
to  cover  the  entire  group.  I have  decided 
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to  call  these  the  AFG  Stress  Diseases.  AFG 
denotes  anger,  jear,  and  guilt.  I postulate 
that  these  three  emotions,  if  maintained  too 
continuously  or  chronically  without  let-up, 
or  experienced  in  too  great  an  amount  for 
the  physical  and  mental  apparatuses  to 
handle  comfortably  and  successfully,  cause 
alterations  in  the  human  being  which  pro- 
duce the  symptom  complexes  listed  under 
the  title  AFG  Stress  Diseases. 

(1) The  first  of  these  are  usually  listed  un- 
der the  heading  of  mental  and  emotional 
diseases,  namely, — psychoses  and  neuroses. 
Public  health  has  been  handicapped  con- 
tinuously in  its  approach  to  the  emotional 
disorders  since  the  cause  essentially  has 
been  unknown,  and  the  variables  have  been 
so  numerous.  The  proposed  causal  frame- 
work, even  though  over-simplified,  provides 
a direction  for  public  health  efforts  to  take. 
For  example,  though  schizophrenia  may 
eventually  prove  to  be  an  enzymetic  disor- 
der, we  do  see  schizophrenia  occur  when 
certain  individuals  are  subjected  to  too 
great  stress  of  any  one  or  a combination  of 
these  three  feelings. 

(2)  Next  are  the  character  disorders. 
These  include  alcoholism  and  addiction. 
Here  the  public  health  service  will  meet  its 
challenge,  for  though  the  tranquilizing 
drugs  do  ease  some  of  the  anxiety  and  suf- 
fering produced  in  both  the  alcoholic  and 
addict,  the  more  powerful  tranquilizers  po- 
tentiate the  action  of  the  depressant  drugs. 
It  will  probably  not  be  too  long  before  the 
alcoholic  and  the  addict  make  this  discovery 
and  become  habituated  to  the  tranquilizing 
drugs,  thus  producing  the  same  social  prob- 
lems as  the  patient  who  uses  alcohol  and 
narcotics.  Prompt  energetic  measures  to 
prevent  abuse  should  be  set  up  by  public 
health  departments  so  the  tranquilizers  do 
not  become  the  “goof  balls”  of  tomorrow. 
This  is  a situation  in  which  the  public 
health  officer  and  physician,  working  very 
closely  with  the  medical  society  and  the 
county  pharmaceutical  association,  should 
not  postpone  for  too  long  an  effective  system 
for  the  control  of  these  drugs. 

(3)  The  next  group  are  the  psychophysi- 
ologic  diseases.  Particularly  included  under 
these  are  the  cardiac  and  vascular  disorders. 
Studies  by  psychiatrists,  physiologists,  and 
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internists  indicate  that  the  cardiovascular 
system  is  particularly  susceptible  to  the  ef- 
fects of  anger  and  fear.  Although  there  are 
a number  of  other  psychophysiologic  ill- 
nesses, such  as  the  neurodermatitides, 
gastrointestinal  ulcers,  and  asthma,  only  the 
cardiovascular  is  presented  as  a responsibil- 
ity of  the  public  health  department,  be- 
cause of  the  extreme  mortality  rate. 

(4)  The  next  group  under  the  AFG  Stress 
Diseases  are  those  which  I call  the  social 
diseases,  namely, — crime,  juvenile  delin- 
quency, divorce,  school  truancy,  traffic  ac- 
cidents, and  industrial  situations  indicative 
of  poor  work  adjustment, — absenteeism, 
high  accident  rate,  etc.  If  the  public  health 
physician  sees  these  conditions  as  out- 
growths of  slum  areas,  easy  marriage  laws, 
and  too  narrow  streets  he  naturally  will  not 
see  them  as  his  particular  responsibility. 
On  the  other  hand,  if  he  considers  the  pos- 
sibility that  many  of  these  conditions, 
though  by  no  means  all.  may  be  of  anger- 
fear-guilt  stress,  he  may  see  them  as  pos- 
sibly falling  within  his  province.  If,  for 
example,  anger  can  be  reduced  in  our  popu- 
lation. the  incidence  of  mortality  from  car 
accidents  and  hypertension  may  decrease. 

(5)  The  next  under  the  AFG  Stress  Dis- 
eases is  disaster.  Here  fall  the  incidents 
caused  either  by  natural  disaster,  such  as 
flood,  fire,  or  storm,  or  man-made  disaster 
such  as  atomic  explosions,  war,  etc.  Any  of 
these  may  result  in  a final  state  of  panic  or 
exhaustion  which  the  public  health  physi- 
cian must  be  prepared  to  handle  on  a mass 
basis. 

By  including  all  of  these  various  groups 
under  the  heading  AFG  Stress  Diseases  a 
public  health  approach  may  become  clari- 
fied. Let  us  first  use  malaria  control  as  an 
example.  Although  it  is  known  that  the  in- 
fectious agent  of  malaria  is  a particular  or- 
ganism within  the  mosquito,  it  is  also  recog- 
nized that  the  organism  must  be  carried, 
and  that  the  carrier  must  breed.  Public 
health  measures,  until  the  advent  of  DDT, 
were  devoted  to  the  eradication  of  the 
breeding  areas.  If  we  accept  that  in  emo- 
tional illness  or  in  divorce,  the  emotional 
disturbances  of  the  parents  are  usually 
passed  on  to  the  children  and  that  the  par- 
ents own  disturbances  often  have  come 


from  their  childhood,  we  soon  recognize  that 
we  are  looking  at  a continuous  cycle.  In 
the  actual  process  of  treatment  the  psychi- 
atrist is  often  faced  with  the  problem  of 
where  to  start:  with  the  parent,  with  the 
child,  or  with  both?  Even  after  this  choice 
is  made  the  psychiatrist  must  face  the  fact 
that  during  the  long  treatment  of  both  par- 
ent and  child,  thousands  of  other  parents 
have  been  attaching  to  their  children  tre- 
mendous quantities  of  anger,  fear,  or  guilt, 
which  in  turn  may  affect  their  children’s  en- 
tire lives.  If  we  consider  anger,  fear,  and 
guilt  as  infectious  agents  that  are  harmless 
in  small  quantities,  but  in  high  or  continued 
quantities  are  virulent;  and  if  we  consider 
that  parents  act  much  as  carriers  in  that 
they  pass  the  same  infectious  agents  they 
received  to  their  children,  who  in  turn  pass 
them  on  to  their  children,  we  may  feel  there 
is  a rationale  for  looking  for  stagnant  pools 
in  our  society  in  which  the  feelings  of  anger, 
fear,  and  guilt  are  being  bred  and  from 
which  not  one  but  many  are  being  infected. 
If  we  think  of  these  feelings  as  our  focus, 
we  may  see  a point  of  approach  in  which 
the  epidemiologic  weapons  of  the  public 
health  department  may  become  effective. 

Evaluation  of  the  Tranquilizing  Drugs 

At  the  present  time  the  bulk  of  reports  on 
the  various  aspects  of  the  tranquilizing 
drugs  has  become  tremendous.  One  of  the 
most  important  studies  is  that  being  di- 
rected by  the  U.  S.  Public  Health  Service. 
The  effectiveness  of  the  tranquilizers  on 
emotional  illnesses  is  being  specifically 
probed  by  the  question,  “Do  the  tranquil- 
izers act  at  all?”  The  general  working  pro- 
gram has  been  divided  into  studies  on  pre- 
liminary screening,  test  conditions,  patient 
selection  and  control  selection,  and  on  the 
change  in  treated  patients.  These  studies 
should  provide  many  answers  that  plague 
community  public  health  departments. 

A considerable  amount  of  writing  has  also 
been  done  concerning  the  toxic  side  effects 
of  many  of  our  present  compounds.  Included 
in  these  are  the  grogginess  and  the  stuffy 
nose  of  the  chlorpromazine  group,  the  al- 
lergic phenomena  as  the  skin  reactions,  the 
hypotensive  effects  and  the  hepatic  effects. 
It  is  anticipated  that  the  research  labora- 
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tories  will  soon  solve  many  of  the  phe- 
nomena of  side  effects  and  it  is  questionable 
whether  public  health  measures,  other  than 
the  usual  precautions  of  the  family  physi- 
cian, should  be  introduced  to  deal  with  any 
of  the  problems  of  side  effects.  Of  greater 
concern  to  the  public  health  physician  is  the 
modus  operandi,  particularly  of  the  strong 
tranquilizers.  For  example,  the  associated 
presence  of  parkinsonism  with  clinical  im- 
provement in  psychotic  patterns,  as  is  seen 
in  many  patients,  has  raised  the  question  as 
to  whether  or  not  improvement  is  a result 
of  involvement  of  the  basal  ganglia  rather 
than  a related  finding.  Therefore,  a sig- 
nificant public  health  problem  is  whether 
or  not  we  may  anticipate  a delayed  reac- 
tion to  the  drugs  to  be  followed  by  a large 
number  of  individuals  suffering  from  park- 
insonism, as  von  Economo,  a disease  fol- 
lowed the  “flu”  epidemics  of  the  early  1920’s. 
Despite  the  fact  that  Cogentin  and  the  dis- 
continuance or  decrease  of  the  drugs  ap- 
parently reverses  the  parkinsonism,  we  still 
do  not  know  whether  there  may  be  some 
permanent  damage  to  the  basal  ganglia. 

The  second  major  public  health  problem 
is  the  problem  of  dosage.  At  the  present 
time,  until  further  data  are  provided 
through  research,  our  best  rule  may  be  to 
start  with  relatively  small  doses  and  to  in- 
crease these  gradually,  watching  carefully 
for  both  toxic  signs  and  signs  of  the  remis- 
sion of  disease  process.  Discontinuance  of 
the  drug,  in  the  absence  of  toxic  symptoms, 
before  the  amount  given  represents  a rea- 
sonable therapeutic  trial  does  not  seem 
warranted.  Long  term  use  of  these  drugs,  of 
course,  should  be  confined  to  the  serious  ill- 
nesses in  which  taking  a risk  is  justified. 

The  Use  of  the  Tranquilizing  Drugs 

Moving  now  to  the  role  of  the  public 
health  department  in  the  correlation  of  the 
use  of  the  tranquilizing  drugs  with  the  AFG 
Stress  Diseases  and  the  organic  brain  dis- 
eases, we  find  that  the  traditional  public 
health  approach  to  the  problem  would  pro- 
vide a logical  step-by-step  series  of  actions. 
First,  is  the  epidemiologic  study.  An  epi- 
demiologic approach  is  suggested  in  this 
paper,  but  it  should  be  readily  recognized 
that  this  is  but  one  of  many  approaches 


that  may  be  made  in  a study  of  these  prob- 
lems. One  of  the  areas  most  frustrating  to 
the  psychiatrist  interested  in  the  epidemio- 
logic survey  is  the  relative  lack  of  informa- 
tion as  to  just  how  great  is  the  actual  prob- 
lem of  emotional  illness.  We  know  the  size 
of  the  problem  in  terms  of  hospitalized 
mental  patients.  We  know  from  studies  as 
those  of  Kaufmann  and  Bernstein1  on  the 
special  diagnostic  problems  of  the  general 
practiotioner,  that  psychiatric  illness  may 
produce  as  much  as  81%  of  the  so-called 
problem  cases.  But  we  do  not  know  the 
incidence  of  individuals  suffering  from  emo- 
tional stress  who  are  sufficiently  disturbed 
to  need  medical  care,  but  insufficiently  dis- 
turbed to  need  or  accept  hospitalization.  We 
know  that  many  instances  of  emotional  ten- 
sion are  relieved  by  the  solution  of  a prob- 
lem by  the  patient  himself,  by  the  patient 
and  his  family  doctor,  or  minister,  or  em- 
ployer. We  still  have  no  concept  of  how 
great  or  effective  is  the  self-reparative  proc- 
ess, or  what  factors  seem  particularly  to 
promote  the  self-healing  process.  We  know 
that  many  physicians,  who  interpret  some 
of  their  patients’  physical  symptoms  cor- 
rectly on  an  emotional  basis,  will  hesitate 
to  use  psychiatric  classifications.  The  Mount 
Sinai  studies  on  the  “problem  patient” 
demonstrated  this  very  clearly.  The  re- 
ferring physician  often  revealed  by  tele- 
phone that  his  clinical  impression  in  a par- 
ticular case  included  an  emotional  origin 
for  the  illness.  However,  he  showed  unwill- 
ingness to  commit  himself  flatly,  as  shown 
by  the  paucity  of  written  referral  state- 
ments suggesting  that  an  emotional  problem 
should  be  considered.  The  findings  of  both 
the  internist  and  the  psychiatric  diagnostic 
teams  brought  out  the  validity  of  the  re- 
ferring physician’s  unofficial  impression. 

These  problems  have  been  listed  to  de- 
monstrate some  of  the  difficulties  to  be  en- 
countered in  epidemiologic  studies.  It  ap- 
pears that  in  the  tranquilizing  drugs  we  may 
now  have  an  epidemologic  tool  whose  use- 
fulness may  even  exceed  the  palliative  ef- 
fects of  the  drugs.  If  we  assume  that  the 
probability  is  quite  high  that  a physician  has 
prescribed  a tranquilizing  drug  because  he 
believes  an  emotional  disturbance  to  be 
present,  the  use  of  these  drugs  for  other 
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purposes  being  relatively  small,  we  might 
turn  to  the  druggist,  who  fills  the  prescrip- 
tion, to  begin  certain  epidemiologic  studies. 
For  example,  if  each  time  a prescription  is 
filled,  the  locality  of  the  patient’s  home 
were  indicated  on  maps,  using  certain  code 
figures  to  indicate  whether  the  patient  is  a 
child  or  adult,  whether  the  type  of  drug  is 
mild  or  strong,  and  whether  the  dosage  ap- 
pears to  be  low  or  high,  and  if  fresh  maps 
were  used  on  a monthly  or  weekly  basis,  a 
cluster  configuration  for  any  given  com- 
munity might  begin  to  appear. 

Such  a focus  would  shift  the  emphasis 
from  the  drug,  which  at  the  present  time  is 
about  to  be  subjected  to  intensive  nation- 
wide study  by  the  National  Institute  of 
Mental  Health,  to  the  incidence  of  disease 
itself.  It  would  not,  of  course,  be  possible 
to  do  an  entire  program  of  tracing  until  the 
drugs  became  available  economically  to  both 
the  indigent  and  the  low-income  groups,  to 
insure  that  these  individuals  would  receive 
the  drugs  if  their  physicians  felt  they  were 
indicated.  Nevertheless,  with  such  geo- 
graphic pin-pointing,  studies  could  then  be 
begun  to  correlate  certain  figures  of  in- 
cidence that  are  already  available,  such  as 
the  following:  individuals  having  psychotic 
breaks  necessitating  commitment;  cardio- 
vascular deaths;  court  statistics,  which 
would  include  alcoholism,  addiction,  adult 
and  juvenile  crime,  traffic  accidents  and 
divorce;  industrial  personnel  statistics.  It 
is  anticipated  that  the  correlation  between 
these  and  the  individuals  on  the  tranquiliz- 
ing  drugs  woidd  be  quite  high.  The  im- 
portance of  such  an  approach,  however, 
would  not  be  to  prove  an  already  accepted 
fact,  namely  that  there  is  a high  correlation 
existing  between  these  states  and  emotional 
disturbance,  but  rather  to  try  to  locate 
through  geographic  studies  correlated 
cluster  areas.  If  the  public  health  physician 
then  considers  a correlated  cluster  area  as 
comparable  to  a stagnant  pool  that  breeds 
malaria-carrying  mosquitos,  his  next  step 
will  be  to  trace  the  possible  sources  of  in- 
ordinate anger,  fear  or  guilt  that  may  be 
being  produced  in  the  society  or  subcultures 
that  immediately  affect  the  cluster  areas. 

The  shift  in  attention  is  a shift  from  indi- 
vidual attitudes  or  practices  to  social  at- 


titudes or  practices.  For  example,  in  any 
given  case  of  a child  exhibiting  a neurosis, 
we  may  anticipate  with  fairly  high  proba- 
bility that  a faulty  parent-child  relationship 
exists.  We  therefore  place  our  emphasis  on 
trying  to  correct  the  faults  of  the  relation- 
ship. If  our  attention,  however,  were  fixed 
on  cluster  areas  instead  of  the  symptomatic 
individual,  we  might  look  for  a problem  at- 
titude or  practice  that  exists  in  this  cluster 
area  and  is  held  common  by  all  of  those  in- 
dividuals affected.  Our  attention  might  also 
be  drawn  to  the  individuals  who  live  in  the 
center  of  a cluster  area  and  yet  show  no 
signs  of  AFG  Stress  Disease.  Here  a focus 
on  attitudes  or  practices  rather  than  on 
symptoms  may  reveal  the  contrast  between 
those  attitudes  or  practices  that  promote 
good  health  as  against  those  attitudes  and 
practices  that  encourage  AFG  Stress  Dis- 
ease. 

The  second  major  public  health  responsi- 
bility, insofar  as  the  tranquilizing  drugs  are 
concerned,  is  the  authorization  by  its  de- 
partments of  the  use  of  the  tranquilizing 
drugs  for  certain  groups  en  masse,  as  in 
homes  for  the  aged,  community  schools  for 
the  retarded,  or  for  particular  groups,  such 
as  juvenile  delinquents  and  chronic  school 
truants  showing  hostile  antisocial  behavior. 
Before  the  public  health  departments  can 
permit  such  authorizations,  however,  con- 
siderable research  is  needed.  Therefore,  it 
appears  that  the  first  area  in  which  public 
health  departments  should  consider  giving 
authorization  for  use  of  the  tranquilizing 
drugs  is  to  approved  medical  research  teams, 
so  that  carefully  controlled  research  can 
be  carried  out  at  the  community  level,  pos- 
sibly using  public  institutions  such  as 
schools,  jails,  and  detention  homes. 

The  next  major  area  of  responsibility  of 
the  public  health  department  is  the  super- 
vision over,  or  the  actual  dispensing  of  the 
drug  itself.  At  this  time  we  can  say  quite 
definitely  that  public  health  departments 
should  be  responsible  for,  and  should  be 
prepared  to  use  the  tranquilizing  drugs  im- 
mediately in  case  of  disaster,  to  avoid  ex- 
cessive panic  or  exhaustion.  Their  value 
for  handling  these  situations  far  out-weighs 
their  toxic  risks.  The  meprobamate  group 
are  particularly  useful  in  these  situations 
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since  they  ease  particularly  musculoskeletal 
tension,  so  often  a concomitant  to  disaster 
situations.  The  chlorpromazine  group,  in 
situations  of  disaster,  should  be  reserved 
primarily  for  those  infrequent  situations  in 
which  so  many  people  are  involved  that 
little  individual  care  can  be  given,  and  in 
which  the  loss  of  loved  ones  may  be  so 
shocking  that  one  purposely  wishes  to  create 
an  artificial  gulf  between  what  one  realizes 
in  the  mind  and  what  one  feels,— thus 
the  feeling  can  be  gradually  absorbed  and 
dealt  with,  without  leading  to  excessive 
scarring  of  the  personality.  It  could  also 
be  used  to  handle  the  nausea  and  vomiting 
of  radiation  sickness  which  might  attend 
atomic  warfare,  and  should  be  a part  of  a 
well  prepared  civil  defense  program.  Both 
of  these  groups  of  drugs  are  far  superior  to 
the  barbiturates  in  the  handling  of  disaster 
situations  and  in  my  opinion  are  preferable 
to  the  opiates.  The  latter  may  relieve  the 
individual  by  producing  complete  uncon- 
sciousness of  the  traumatic  situation,  but  do 
not  provide  the  buffer  to  his  emotional  state 
that  he  needs  to  digest  and  work  through  a 
highly  traumatic  experience. 

The  last  major  area  traditional  to  the 
public  health  department  is  the  responsi- 
bility for  the  training  and  definition  of  re- 
sponsibility of  the  public  health  nurse.  She 
should  become  familiar  with  the  doses  for 
typical  illnesses,  so  she  may  determine 
whether  or  not  abuse  of  the  drugs  is  taking 
place.  She  should  know  the  side  effects 
and  be  able  to  caution  patients  how  to  avoid 
some  of  these,  such  as  the  sunlight  der- 
matitis of  the  patient  on  chlorpromazine 
and  the  hypotension  occurring  when  the 
erect  position  is  assumed  too  rapidly  by 
patients  on  chlorpromazine  or  reserpine. 
She  should  know  the  toxic  symptoms.  She 
should  also  be  able  to  recognize  the  posi- 
tive effects  of  the  tranquilizers  in  those  who 
are  obtaining  a good  therapeutic  result. 

It  would  also  be  well  for  the  public  health 
nurse  to  become  more  familiar  with  the 
positive  agents  of  the  AFG  Stress  Diseases 
as  inordinate  amounts  of  anger,  fear  and 


guilt,  and  to  explore  gently,  in  her  regular 
activities  as  a public  health  nurse,  those  sit- 
uations in  which  these  three  feelings  are 
being  produced  in  excessive  amounts  or 
over  periods  that  are  too  long  to  be  safe. 
With  regard  to  those  being  discharged  at 
an  increasing  rate  from  our  state  hospitals 
for  the  mentally  ill,  the  public  health  nurse 
is  going  to  have  an  increasing  responsibility 
in  helping  the  family  to  re-integrate  the 
former  patient  back  into  family  and  com- 
munity life.  (To  do  this  task  well  there 
should  be  enough  public  health  nurses.)  If 
the  more  potent  tranquilizers,  after  study 
by  the  national  research  program,  prove  to 
be  safe  and  effective,  we  may  anticipate  a 
tremendous  program  on  the  part  of  our 
state  hospitals  to  reactivate  and  discharge 
the  mental  patient.  If  the  integration  of  the 
patient  with  his  family  is  not  successfid  we 
can  anticipate  a large  readmission  rate,  not 
because  the  drugs  will  have  failed  but  be- 
cause the  process  of  family  acceptance  and 
family  understanding  has  broken  down.  If 
the  tranquilizing  drugs  work  successfully 
we  may  find  ourselves  needing  fewer  and 
fewer  mental  hospitals,  but  only  if  the 
money  saved  from  buying  bricks  provides 
greater  numbers  of  public  health  nurses, 
community  mental  health  clinics,  and  com- 
munity social  services  to  insure  that  the 
total  therapeutic  program  does  not  collapse. 
Keeping  many  of  the  elderly  out  of  state 
hospitals  is  another  area  in  which  the  public 
health  nurse  should  play  a large  part. 
Furthermore,  the  primary  responsibility 
should  be  that  of  a public  health  service, 
rather  than  of  a social  service  agency,  as 
long  as  individuals  are  taking  potentially 
dangerous  drugs. 

In  summation,  it  may  be  said  that  scien- 
tific curiosity  plus  administrative  caution 
appears  to  be  the  ideal  approach  of  the  pub- 
lic health  department  to  the  tranquilizing 
drugs. 
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CASE  REPORT 

Adrenocortical  Atrophy  Secondary  to 
Meticorten  Therapy 

Reginald  V.  Bennett,  M.D.,  and  W.  S.  Gilmer, 

Jr.,  M.D.,t  Memphis,  Tenn. 

Meticorten  (prednisone),  a synthetic 
corticoid,  is  reputed  to  have  three  to  four 
times  the  anti-inflammatory  potency  of 
cortisone  and  hydrocortisone.1  It  is  reported 
to  have  few  of  the  catabolic  effects  which 
cortisone  and  hydrocortisone  have  on  elec- 
trolyte, protein,  carbohydrate,  and  fat 
metabolism.1, 2 

Though  cortisone  and  hydrocortisone  fre- 
quently exhibit  a number  of  peripheral 
metabolic  abberations,  such  is  not  routinely 
true  of  Meticorten.  Likewise  the  metabolic 
withdrawal  manifestations  associated  with 
Meticorten  are,  by  and  large,  benign.-'  Pre- 
sented is  a case  which,  in  measure,  demon- 
strated withdrawal  effects  of  considerable 
magnitude. 

It  has  been  well  demonstrated  that  corti- 
coid therapy  over  an  extended  period  of 
time  induces  adrenal  cortical  hypofunction 
and  even  adrenal  atrophy.  Withdrawing 
corticoid  therapy  has  embodied  the  prin- 
ciple of  either  stimulating  the  hypofunction 
of  the  adrenal  cortex,  or  recognizing  the 
permanent  atrophy  for  which  a substitute 
must  be  maintained. 

Presented  is  a patient  with  rhematoid 
arthritis  who  had  been  treated  extensively 
with  Meticorten.  We  propose  to  demon- 
strate the  profound  effects  which  this 
therapy  had  on  the  adrenal  cortex;  and  at 
the  same  time  propose  a simple  method  for 
estimating  the  residual  adrenal  function  and 
the  steps  to  be  taken  in  initiating  with- 
drawal of  Meticorten. 

The  patient  is  left  on  full  Meticorten 
therapy.  The  temperature,  blood  pressure, 
and  eosinophile  count  are  recorded  as  a base 
line.  Aqueous  ACTH,  in  daily  increments 
of  25  units,  is  given  each  morning  in  con- 
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junction  with  a dose  of  Meticorten.  When 
a level  of  ACTH  is  reached  at  which  a de- 
pression of  eosinophile  is  induced,  it  is  as- 
sumed that  this  quantity  of  ACTH  is  equiva- 
lent to  one  dose  of  Meticorten.  The  Meti- 
corten is  withdrawn  immediately,  and  the 
amount  of  ACTH  ascertained  is  given  on 
the  same  regimen  used  for  Meticorten. 
The  amount  of  ACTH  is  gradually  reduced 
using  the  blood  pressure,  temperature  and 
subjective  symptoms  of  the  patient  as  a 
guide. 

Case  Report 

This  42  year  old  white  woman  had  noted  the 
onset  of  a migratory  polyarthritis  in  1951.  Each 
attack  was  characterized  by  painful  swelling,  red- 
ness, and  heat  lasting  two  to  three  weeks  and 
occurring  at  intervals  of  three  or  four  months. 
Initially  the  metacarpophalangeal  joints  and  the 
knees  were  involved;  later  the  hips,  ankles,  elbows, 
shoulders,  and  temporomandibular  joints  were  in- 
volved. Each  successive  attack  resulted  in  pro- 
gressive thickening  of  the  joint  capsule  and  les- 
sening of  motion.  Since  1956  she  had  been  in- 
capacitated for  any  productive  activities. 

In  September,  1955,  she  was  first  placed  on  20 
mg.  of  Meticorten  a day.  She  remained  on  this 
dosage  until  July,  1956,  at  which  time  it  was  in- 
creased to  30  mg.  a day.  She  did  not  improve, 
and  in  October,  1956,  the  dose  was  increased  to 
40  mg.,  which  quantity  she  had  taken  until  ad- 
mission to  the  hospital.  Five  months  after  first 
starting  the  Meticorten  therapy,  she  noted  full- 
ness of  the  face,  dryness  of  the  skin,  coarseness  of 
hair,  purpura,  constipation,  and  loss  of  libido. 

Investigation  of  the  family  history  revealed  that 
her  father  and  two  uncles  had  had  rheumatoid 
arthritis.  Her  past  history  revealed  that  she  had 
had  malaria  at  the  age  of  12,  had  undergone  an 
uterine  suspension  in  1945,  and  a gastrectomy  in 
1956. 

Since  being  on  Meticorten  therapy  the  quantity 
of  menstrual  flow  had  increased  considerably. 

Physical  examination  revealed  a well  developed, 
moderately  malnourished,  white  woman  weighing 
140  pounds  and  measuring  5 feet  9 inches  in 
height.  The  blood  pressure  was  110/80,  the 
respiration  was  16,  the  pulse  80.  The  skin  was 
coarse,  dry  and  moderately  thickened.  There 
were  large  purpuric  areas  on  the  lateral  distal 
third  of  the  left  leg  and  the  lateral  aspect  of  the 
left  thigh.  The  hair  was  coarse  and  greying. 
There  was  a normal  feminine  distribution  of  hair, 
and  numerous  striae  of  the  breasts  and  abdomen. 

There  was  an  excellent  functional  range  of 
motion  of  all  joints  with  the  exception  of  the 
finger  joints.  Atrophy  of  all  muscle  groups  was 
marked,  but  there  was  no  specific  muscular  im- 
balance. 

Laboratory  data:  The  hematocrit  was  38.5%,  the 
buffy  coat  0.05  mm.,  and  the  hemoglobin  12.4  Gm. 
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State  and  County 
Officers  Conference 
February  23rd 
— Nashville 


• Every  doctor  in  Tennessee  should  find  Nashville  a place 
of  special  interest  on  February  23rd.  If  he  is  president, 
president-elect,  vice-president,  secretary,  councilor,  com- 
mittee member  or  committee  chairman,  or  delegate  of  his 
county  medical  society;  if  he  is  chairman  or  a member  of  the 
legislative  committee  of  his  local  society;  if  he  is  a new 
or  transfer  member;  or  if  he  is  simply  a member  of  a county 
medical  society  who  is  eager  to  be  well-informed;  he  will 
not  want  to  miss  the  conference  of  state  and  county  medical 
society  officials.  Officers  of  all  specialty  groups  and  of 
the  woman's  auxiliary  also  will  find  information  available 
which  will  help  increase  the  effectiveness  of  their  units. 


Outstanding  Program 
Will  Be  Presented 


Highlights — Special 
Session  House  of 
Delegates  on  Tennessee 
Plan 


Multiple  Policies 


• Leadership,  legislation,  grievance  committee  procedures, 
legal  pitfalls  in  medicine,  public  relations,  county  medical 
society  and  press  relations,  insurance  trends  and  medicare 
will  be  covered  by  noted  guest  speakers.  FOR  COMPLETE  IN- 
FORMATION  AND  THE  OFFICIAL  PROGRAM,  TURN  TO  PAGE  30  IN  THIS 
ISSUE  OF  THE  JOURNAL. 

• A special  session  of  the  House  of  Delegates  of  TSMA  was 
held  on  December  15th  in  Nashville.  The  purpose  of  the 
called  meeting  was  to  hear  and  act  upon  the  recommendations 
of  the  Prepaid  Insurance  Committee  relative  to  the  future 
policy  of  the  Tennessee  Plan.  Some  three  and  one-half  hours 
of  debate  and  study  of  the  proposals  resulted  in  the  follow- 
ing policy  being  approved  by  the  House. 

• (1)  As  recommended  by  the  Prepaid  Insurance  Committee, 
the  House  approved  the  recommendation  wherein  persons  hold- 
ing multiple  insurance  policies,  even  though  they  are  within 
the  stipulated  income  limits  of  the  Tennessee  Plan,  will  not 
be  eligible  for  full  service  benefits.  The  physician  may 
charge  his  normal  fee  in  such  instances. 


Income  Limits 


Insureds  Must  Sign 
Statement  of  Income 


Third  Party  Benefits 


• (2)  The  House  approved  the  proposal  wherein  income  limits 
for  persons  eligible  for  service  benefits  under  the  Tennes- 
see Plan  would  remain  at  $2400  or  less  for  single  individ- 
uals and  with  total  family  income  not  in  excess  of  $4200  per 
year. 

• (3)  The  House  approved  and  recommended  that  insurance 
underwriters  of  the  plan  make  available  a place  on  the  claim 
form  or  provide  some  means  wherein  policy  holders  will  sign 
a statement  that  their  total  individual  or  family  income 
yearly,  does  not  exceed  the  specified  limit  under  the  plan. 

• (4)  Participating  doctors  will  be  relieved  from  full- 
service  benefits  to  patients  even  though  they  are  within  the 
income  limits,  if  patients  receive  third  party  injury  bene- 
fits as  the  result  of  court  or  out-of-court  settlements.  In 
such  cases,  the  doctor  will  be  justified  in  charging  his 
normal  fee. 


Three  Hundred  Dollar 
Maximum  Plan  Approved 


In-Hospital  Medical 
Care — Radiology 


Effective  Date  of 
New  Plan 


Resume  of  Proceedings 
To  Appear  in  February 
Journal 


Jenkins-Keogh  Bill 
To  Be  Considered 
Early  in  January 


Takes  First  Place 
HR  9467 


"Medicare"  Payments 
Speeded  Up 


• (5)  The  House  approved  the  alternate  proposal  (Plan  II) 
as  submitted  by  the  Prepaid  Insurance  Committee  on  the  sur- 
gical schedule.  This  changes  the  maximum  from  a $200  to  a 
$300  fee  schedule.  Numerous  changes  in  the  schedule  appear 
and  it  contains  a greatly  expanded  list  of  procedures. 

• (6)  The  House  approved  an  optional  supplement  for  in- 
hospital  medical  care  and  an  optional  supplement  for  a radi- 
ological fee  schedule  for  treatment  of  malignant  diseases. 
These  may  be  purchased  by  the  policy  holder  if  so  desired 
and  income  limits  are  applicable  to  the  supplements  the  same 
as  to  the  surgical  schedule. 

• Upon  the  recommendation  of  representatives  of  the  insur- 
ance industry,  and  Blue  Shield,  the  House  approved  a six 
months  period  in  which  the  insurance  underwriters  could  for- 
mulate their  plans  and  "tool  up"  for  the  necessary  forms  and 
procedures  to  change  over  existing  policies  under  the  Ten- 
nessee Plan  as  they  occur  on  the  anniversary  dates  of  the 
policies.  Therefore  on  July  1,  1959,  all  policies  will  be 
converted  to  the  new  plan. 

• A complete  resume  of  the  proceedings  that  occurred  in  the 
special  session  of  the  House  of  Delegates  will  be  prepared 
and  will  appear  in  the  February  issue  of  the  Journal.  If 
you  care  to  examine  the  complete  details,  be  sure  and  make  a 
note  to  refer  to  your  February  Journal. 

• Jenkins-Keogh  Bill  (HR  9 and  10)  will  be  considered  by 
the  Ways  and  Means  Committee  of  the  House  early  this  month. 
Fate  of  this  proposal  of  prime  importance  to  ten  million 
self-employed,  including  physicians,  may  hinge  on  how  much 
interest  and  steam  they  generate  and  direct  toward  Congress. 
Know  what  this  measure  provides.  This  is  the  bill  to  allow 
self-employed  to  set  aside  specified  amounts  for  retirement 
plans  and  to  defer  income  tax  on  a part  of  the  premium  paid. 
After  studying  the  measure,  contact  your  Congressmen  and 
Senators  Gore  and  Kefauver,  personally,  or  by  letter,  re- 
questing them  to  support  this  bill.  Tell  your  Congressman 
that  physicians  in  Tennessee  are  strongly  in  favor  of  this 
measure  and  urge  its  enactment. 

• Commanding  top  priority  in  your  thinking  on  socio- 
economic matters  during  the  first  six  months  in  1958  will 
surely  be  the  latest  effort  to  socialize  medicine.  You  are 
urged  to  read  and  re-read  the  special  item  contained  in  the 
December  issue  of  the  Journal  on  the  Forand  Bill,  HR  9467, 
to  amend  the  social  security  act.  The  Board  of  Trustees  has 
placed  the  Tennessee  State  Medical  Association  on  record  as 
squarely  opposing  HR  9467.  Many  delegates  in  the  House  of 
Delegates  have  urged  the  Board  to  take  this  action.  Your 
legislative  committee  is  busy  working  on  this  bill  and  joins 
all  state  medical  associations  and  the  AMA  in  fighting  HR 
9467,  which  would  prove  so  detrimental  to  organized  medi- 
cine Your  Congressman  will  want  to  know  and  you  will  want 
to  tell  him  your  views  on  this  issue.  Talk  to  him  about  HR 
9467  and  make  your  views  known. 

• Payments  to  doctors  and  hospitals  under  "Medicare",  the 
program  providing  benefits  to  dependents  of  service  person- 
nel, are  being  speeded  up  by  increased  familiarity  with  DA 
Form  1863. 

Most  helpful  factors  in  the  speed-up  have  been:  (1)  More 
complete  identification  of  the  sponsor  member  — name,  serv- 
ice number,  duty  station  and  similar  information,  and  (2) 
Fewer  unsigned  forms  are  being  submitted. 
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Committee  Organized  • A Tennessee  Television  Committee  for  Health  Education 
To  Produce  Series  has  been  formed  in  Nashville  and  has  set  late  April  as 

Of  Health  Programs  target  date  for  its  first  series  of  programs.  The  group  is 

composed  of  representatives  of  official  and  voluntary  health 
agencies. 

The  committee's  purpose  is  to  present  health  education 
programs  on  television  in  line  with  a plan  originated  by 
similar  agencies  in  Connecticut.  The  program  series  is 
planned  and  the  responsibility  of  producing  one  show  in  each 
series  is  delegated  to  each  of  the  participating  agencies. 

Members  of  the  committee  include  the  executive  secre- 
taries of  the  Tennessee  Chapter,  American  Cancer  Society; 
Tennessee  Chapter,  American  Heart  Association;  Tennessee 
State  Dental  Association;  Tennessee  Chapter,  National  Foun- 
dation for  Infantile  Paralysis  ; and  Tennessee  Tuberculosis 
Association.  Also  included  are  the  health  education  di- 
rectors for  the  Tennessee  Department  of  Public  Health  and 
Tennessee  Department  of  Mental  Health,  the  Executive  Secre- 
tary of  the  Nashville  Academy  of  Medicine,  and  the  TSMA 
Public  Service  Director. 


Pilot  Series 
To  Be  Aired  in 
Nashville 


• The  first  program  series  will  be  presented  on  a Nashville 
TV  station.  Long  range  plans  call  for  presenting  similar 
series  in  each  of  Tennessee's  six  TV  cities. 

The  Public  Service  Committee  approved  a program  of  co- 
operative effort  in  order  to  further  its  health  education 
program,  using  TV  as  a medium.  This  effort  will  supplement 
the  continuing  use  of  A.M.A.  radio  transcription  series 
which  are  currently  being  aired  by  more  than  a dozen  Ten- 
nessee stations. 


Societies  List 
PSC  Chairmen 


Medical  Assistants 
PR  Courses  Planned 
For  Chattanooga, 
(noxville 


• County  medical  societies  of  Tennessee's  metropolitan 
areas  have  named  their  public  service  committee  chairmen 
for  the  coming  year.  They  are:  Dr.  Rollin  A.  Daniel,  Jr., 
Nashville  Academy  of  Medicine  ; Dr.  John  E.  Kesterson,  Knox- 
ville Academy;  Dr.  David  P.  McCallie,  Chattanooga-Hamilton 
County  Society;  and  Dr.  Robert  Knight,  Memphis-Shelby  County 
Society. 

Secretaries  of  other  county  societies  having  public  serv- 
ice committees  are  requested  to  notify  the  TSMA  Public 
Service  Office  of  the  names  of  their  committee  chairman. 
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• Public  relations  and  office  procedure  courses  are  in  the 
planning  stage  for  medical  assistants  in  Knoxville  and  Chat- 
tanooga. The  Knoxville  course  is  tentatively  set  for  May, 
and  the  course  in  Chattanooga  for  late  February  or  early 
March. 

Nearly  400  medical  assistants  have  attended  similar 
courses  in  the  past  four  months  in  Nashville,  Memphis,  and 
Bristol. 


Entries  in  For 
Second  Annual  Press 
Award  Contest 


Cancer  Committee 
To  Promote 
Symposiums 


Dr.  Burkhart  Named 
To  Head  Liaison 
Group 


Dr.  Christie  to 
Receive  John  Phillips 
Memorial  Award 


Sears-Roebuck 

Foundation 

Adopts  New  Project 


• Entries  for  the  Second  Annual  Tennessee  Medical  Press 
Award  Contest  have  been  distributed  to  the  fifteen  physicians 
and  newspapermen  who  make  up  the  board  of  judges.  Five 
entries  from  cities  were  submitted  this  year.  The  winner 

of  the  contest  will  be  announced  at  the  February  23rd  County 
Officers  Conference  in  Nashville,  and  the  prize,  a $300 
check  and  accompanying  plaque  will  be  presented  by  Mr.  Loye 
Miller,  editor  of  the  Knoxville  News-Sentinel,  who  will 
be  one  of  the  conference  speakers. 
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C The  TSMA  Cancer  Committee,  meeting  in  Nashville  December 
15,  approved  an  activity  program  to  hold  symposiums  on 
cancer  detection  in  selected  Tennessee  cities.  Attempts 
will  be  made  to  arrange  the  symposiums  in  cooperation  with 
local  chapters  of  the  American  Cancer  Society. 

Dr.  Ralph  H.  Monger,  Knoxville,  committee  chairman, 
pointed  out  that  in  furthering  the  committee's  efforts 
toward  a continuing  program  of  professional  education,  each 
county  medical  society  has  been  requested  to  devote  at  least 
one  meeting  a year  to  cancer  detection  and  to  take  advantage 
of  the  supply  of  films  available  from  the  Tennessee  Chapter 
of  the  American  Cancer  Society. 
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• Dr.  John  Burkhart,  Knoxville,  has  been  named  by  Presi- 
dent J.  Paul  Baird  as  chairman  of  a liaison  committee  to  the 
Tennessee  Medical  Foundation.  Appointment  of  the  committee 
was  directed  by  the  Board  of  Trustees  at  its  Fall  meeting. 
The  committee  will  encourage  membership  in  the  Foundation 
and  will  study  activities  of  the  Foundation,  the  TSMA  Public 
Service  Committee  and  the  TSMA  Rural  Health  Committee  with 
an  eye  toward  determining  how  the  Foundation  may  be  assisted 
in  carrying  out  its  activities. 
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• Dr.  Amos  Christie,  head  of  the  pediatrics  department  at 
Vanderbilt  University  School  of  Medicine,  has  been  announced 
the  recipient  of  the  John  Phillips  Memorial  Award.  In  an 
editorial,  the  Nashville  Banner  said:  "No  award  for  public 
service  exceeds  in  merit  and  distinction  that  bestowed  for 
notable  achievement  in  medical  research  ; and  none  is  more 
significant  . . . Along  with  the  merited  congratulations, 
thanks  go  to  Dr.  Christie  for  the  work,  in  humanity's  be- 
half, occasioning  this  signal  recognition." 

The  Banner  also  noted  that  Dr.  Christie  is  the  second 
Vanderbilt  professor  to  receive  the  award.  Dr.  Ernest 
Goodpasture  having  won  it  in  1948. 
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• The  Sears-Roebuck  Foundation  has  notified  TSMA  that  it 
has  developed  a new  program  aimed  at  helping  small  communi- 
ties obtain  medical  service.  In  essence,  the  plan  will 
provide  communities  which  have  no  doctor,  but  can  prove  that 
they  are  willing  to  help  themselves,  with  fours  services. 
These  are:  1)  Assistance  in  conducting  an  economic  survey 

of  the  community  to  see  if  the  area  can  financially  support 
a doctor;  2)  Consultation  and  advice  on  fund  raising  and 
organizing  the  community;  3)  Complete  blueprints  and  building 
specifications  on  a $12,000  to  $25,000  medical  center;  4) 
Placement  service  to  aid  in  obtaining  a doctor. 

The  plan  includes  a provision  that  communities  chosen  to 
participate  must  be  approved  by  the  State  Medical  Associa- 
tion. A major  consideration  is  whether  a community  is  will- 
ing to  help  itself  and  attempt  to  raise  its  own  funds. 
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per  cent.  The  urine  was  clear,  straw  colored 
with  a specific  gravity  of  1.003  and  a pH  of  6.5; 
microscopic  examination  disclosed  3 to  5 white 
blood  cells  per  high  powered  field.  Other  studies 
were  within  normal  limits. 

Total  serum  proteins  were  5.3  Gm.,  serum 
phosphorus  2.98  mg.,  and  serum  calcium  8.9  mg. 
per  100  cc.  The  alkaline  phosphatase  was  7.1 
Bodansky  units,  blood  chlorides  107,  carbon  di- 
oxide combining  power  26,  the  serum  potassium 
3.6,  and  the  serum  sodium  142  mEq/1. 

Investigation  of  the  pituitary  adrenal  axis  re- 
vealed an  eosinophile  count  of  40  before  and  20 
after  epinephrine,  and  20  before  and  0 after 
ACTH.  The  17-ketosteroids  was  1.06  mg.  per  24 
hours,  and  the  11  oxycorticoids  5.2  mg.  per  24 
hours.  Protein  bound  iodine  was  4.6  meg.  per 
100  cc. 

On  a regular  diet  the  total  urinary  excretion  in 
24  hours  of  the  following  substances  was:  calcium 
163  mg.,  phosphorus  334  mg.,  ammonia  326  mg., 
and  creatinine  0.64  Gm.  in  a total  volume  of  1260 
cc.  Following  the  injection  of  200  units  of 
parathyroid  hormone  the  total  urinary  excretion 
of  the  following  substances  was:  calcium  287.7 
mg.,  phosphorus  1390  mg.,  and  creatinine  0.46  Gm. 
in  a volume  of  680  milliliters. 

Glucose  tolerance  test,  urea  clearance,  and 
Mosenthal  and  Kepler  studies  were  all  within 
normal  limits.  The  fasting  vitamin  C level  was 
0.1  mg.  per  100  cc. 

Electrophoresis  of  the  serum  proteins  resulted  in 
the  following  determinations:  total  protein  5.3 
Gm.,  albumin  2.64  Gm.,  alpha-1  globulin  0.1  Gm., 
alpha-2  globulin  0.91  Gm.,  beta  globulin  0.65  Gm., 
and  gamma  globulin  1.11  Gm.  per  100  cc. 

On  the  basis  of  depression  of  eosinophiles,  it  was 
assumed  that  25  units  of  ACTH  are  equivalent  to 
10  mg.  Meticorten,  inasmuch  as  10  mg.  Meticorten 
given  to  7 normal  subjects  produced  a depression 
of  eosinophiles  lasting  from  4 to  5 hours,  and  25 
units  aqueous  ACTH  produced  a depression  last- 
ing from  6 to  7 hours.  Meticorten  was  withdrawn 
and  25  units  aqueous  ACTH  were  given  every  8 
hours.  The  patient  subjectively  and  objectively 
did  well.  The  sodium-potassium  ratio  was  de- 
termined in  the  urine  at  hourly  intervals  for  24 
hours.  At  12  hours,  the  ratio  was  1.2:1;  at  24 
hours,  the  ratio  was  7.7:1. 

At  6 days,  the  ACTH  was  dropped  to  25  units 
every  12  hours.  Within  24  hours  on  this  lowered 
dosage,  she  began  to  complain  of  weakness  and 
generalized  joint  pains.  Her  temperature  rose 
each  morning  to  100  and  fell  to  normal  by  late 
afternoon.  Her  pulse  and  respiration  were  altered 
very  little,  and  the  blood  pressure  remained  at 
about  the  admission  level.  The  morning  elevations 
of  temperature  ceased;  however,  her  weakness  in- 
creased so  that  by  the  tenth  day,  she  was  in- 
capacitated to  the  point  she  could  not  raise  her 
arms.  The  urinary  sodium-potassium  ratio  was 
13:1.  The  serum  sodium  was  122  and  the 
serum  potassium  was  4.4  mEq/1.  She  was  started 
on  50  units  ACTH  gel  every  12  hours  and  given 


one  liter  of  normal  saline.  Within  36  hours  the 
serum  sodium  was  138  and  the  serum  po- 
tassium was  4.0  mEq/1.  The  temperature,  blood 
pressure,  and  strength  had  reverted  towards 
normal.  Ten  days  after  starting  the  patient  on  a 
100  units  of  ACTH  gel  every  24  hours,  she  was 
symptomatically  much  improved.  Her  eosinophile 
count  was  0;  fasting  blood  sugar  133  mg.  per  100 
cc.;  serum  chlorides  95,  serum  sodium  142,  and 
serum  potassium  3.1  mEq/1.;  17-ketosteroids,  8.8 
mg.  per  24  hours;  11 -oxycorticoids  8.0  mg.  per  24 
hours;  vitamin  C 0.35  mg.  per  100  cc. 

She  developed  a moderately  severe  depression 
and  was  started  on  electrical  shock  therapy.  Three 
days  after  instituting  electrical  shock  therapy,  her 
ACTH  dosage  was  dropped  to  25  units.  Forty- 
eight  hours  later  the  blood  chemical  studies  re- 
vealed the  following:  carbon-dioxide  combining 
power  28,  serum  sodium  142,  and  serum  chlorides 
107  mEq/1.;  and  protein  bound  iodine,  8.0  meg.  per 
100  cc.  A week  after  cessation  of  all  ACTH  and 
corticoid  therapy,  the  patient’s  blood  chemical 
studies,  subjective  symptoms  and  objective  ob- 
servations remained  the  same. 

Discussion 

The  original  estimation  of  the  amount 
ACTH  needed  to  substitute  for  Meticorten 
apparently  was  correct.  However,  it  is  evi- 
dent that  the  dose  of  ACTH  was  decreased 
too  rapidly  and  abruptly  in  this  case.  This 
was  done  to  ascertain  the  extent  of  adrenal 
cortical  hypofunction.  It  is  noteworthy  that 
while  on  Meticorten  the  patient’s  blood 
chemical  studies  were  normal  with  the  ex- 
ceptions of  low  17-ketosteroids,  low  vitamin 
C and  low  normal  protein  bound  iodine. 
With  ACTH  these  values  reverted  toward 
normal.  Decreased  vitamin  C has  been  im- 
plicated as  a factor  in  the  production  of 
hyperglycemia.  In  this  instance  such  was 
not  the  case. 

Ordinarily  the  increased  urinary  calcium 
excretion  during  corticoid  therapy  is  not 
enhanced  by  parathyroid  hormone  adminis- 
tration. In  this  case  injection  of  200  units 
of  parathyroid  hormone  increased  urinary 
calcium  excretion  despite  the  relatively  high 
dosage  of  Meticorten. 

That  metabolic  alterations  of  considerable 
severity  may  occur  during  the  withdrawal 
of  Meticorten  is  demonstrated  here.  On  the 
tenth  day  after  stopping  Meticorten  the  pa- 
tient’s condition  became  critical  as  a result 
of  marked  electrolyte  unbalance.  There 
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was  a rapid  response  to  appropriate  therapy 
and  undoubtedly  the  episode  could  have 
been  avoided  by  a more  gradual  reduction 
of  ACTH  dosage. 

Conclusion 

Withdrawal  of  Meticorten  after  extended 
therapy  may  be  attended  by  severe  metab- 
olic abberations  unless  adequate  substitu- 
tion therapy  with  ACTH  is  used.  Conse- 
quently, it  seems  that  while  Meticorten  may 
have  some  peripheral  specificity,  its  action 


on  the  adrenal  cortex  is  not  specific  when 
compared  with  that  of  other  corticoids. 
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STAFF  CONFERENCE 


Vanderbilt  University  School  of  Medicine* 

Habitual  Abortion 

DR.  JOHN  W.  BOLDT:  This  is  a 29  year  old 
white  married  woman,  was  admitted  to  Vander- 
bilt University  Hospital  with  a chief  complaint  of 
“several  miscarriages.” 

Menstrual  History.  Menarche  at  12,  periods  oc- 
curring every  28-30  days,  each  lasting  5 days.  Her 
periods  were  regular.  She  denied  having  had 
dysmenorrhea,  amenorrhea,  or  menometorrhagia. 
LMP  was  July  15.  1957.  (This  was  her  first  period 
since  her  last  miscarriage  on  May  22,  1957.)  PMP 
was  December  17,  1956.  (Normal  period.) 

Present  Illness.  The  patient  has  been  married 
four  and  one-half  years,  during  which  time  she 
had  had  three  pregnancies,  all  resulting  in  mis- 
carriages. The  patient  desired  to  have  children 
and  was  entering  the  hospital  on  this  occasion  for 
the  purpose  of  evaluation  and  therapy. 

Her  pregnancies  were  as  follows:  On  February 
11,  1954,  she  had  a spontaneous  abortion  at  5% 
months.  The  infant  lived  only  several  hours.  The 
symptoms  prior  to  this  episode  occurred  only  the 
day  before  the  abortion.  There  was  no  curettage 
at  this  time. 

On  October  15,  1954,  the  patient  had  a spon- 
taneous abortion  at  6 weeks  gestation.  A dilata- 
tion and  curettage  was  performed  following  this. 

On  May  22,  1957,  this  patient  had  a spon- 
taneous abortion  at  5 months.  She  had  experi- 
enced vaginal  spotting  for  one  day  during  the 
second  month  of  pregnancy,  and  then  spon- 
taneously aborted  at  5 months. 

The  patient  had  been  treated  during  the  last  two 
gestations  with  hormones,  but  to  no  avail.  Fol- 
lowing this  pregnancy,  she  bled  for  two  weeks, 
and  then  bleeding  subsided  until  the  last  menstrual 
period  as  given  above.  There  had  been  an  inter- 
mittent minimal  vaginal  discharge.  There  was 
no  history  of  any  pain  in  the  interim.  Review  of 
systems  for  the  present  illness  was  essentially 
negative. 

Past  History.  The  patient’s  general  health  had 
been  good.  There  have  been  no  serious  accidents 
but  she  had  had  several  operations  as  follows: 
Removal  of  an  ovarian  cyst  on  the  right  and  ap- 
pendectomy, 1951;  T & A,  1938;  and  D & C,  1954. 
She  had  had  the  usual  childhood  diseases  with- 
out sequelae.  She  had  not  had  any  transfusions. 
Her  only  known  allergy  was  to  streptomycin.  The 
review  of  systems  in  past  history  was  not  con- 
tributory. 


*From  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University  School  of  Medicine 
and  Vanderbilt  University  Hospital,  Nashville, 
Tenn. 


Family  History.  The  mother  and  father  of  the 
patient  were  living  and  well.  The  patient  was 
their  only  child.  There  was  no  family  history  of 
diabetes,  carcinoma,  tuberculosis,  or  renal  disease. 

Physical  Examination.  T.  99  , P.  66,  B.P. 
130/90.  The  patient  was  a well  developed,  well 
nourished,  female  in  no  distress,  and  did  not  ap- 
pear ill. 

Skin:  No  abnormalities  except  for  a few  small 
maculo-papules  on  chin  and  cheek. 

Nodes:  No  local  or  generalized  glandular  en- 
largement. 

HEENT:  The  extra-ocular  movements,  sclerae, 
conjunctiva,  and  oral  mucous  membranes 
were  within  normal  limits.  The  teeth  were 
in  good  repair. 

Neck:  Supple  without  masses  or  thyroid  en- 
largement. 

Chest:  Symmetrical  and  expanded  well. 

Lungs:  Clear  to  percussion  and  auscultation. 

Heart:  Not  enlarged  to  percussion,  normal  sinus 
rhythm  without  murmurs  or  arrythmias. 
Peripheral  pulses  were  good.  There  was  no 
evidence  of  cyanosis  or  anemia. 

Abdomen:  Liver,  kidneys,  and  spleen  were  not 
felt.  There  were  no  masses  or  hernia,  and 
there  was  no  tenderness. 

Pelvic  Examination: 

External  genitalia:  Within  limits  of  normal 
Bartholin’s  and  Skeen’s  glands:  Not  remark- 
able 

Cervix:  Normal  size  and  shape  with  external 
os  slightly  large.  The  anterior  lip  was  firm 
and  contained  a pea-sized  nodule.  The 
cervix  was  mobile. 

Corpus:  Midposition,  normal  size  and  shape, 
and  mobile. 

Adnexa:  No  masses  or  tenderness. 

Extremities:  Within  limits  of  normal 

Neurologic:  Within  physiologic  limits. 

The  impression  from  the  above  findings  was 
that  the  patient  was  a habitual  aborter,  with  the 
possibility  of  having  an  incompetent  cervix. 

Course  in  Hospital.  She  went  to  surgery  on 
July  20,  1957,  where  after  being  adequately  anes- 
thetized with  intravenous  Pentothal,  she  was 
placed  in  dorsal  lithotomy  position,  received  a 
routine  vaginal  prep,  and  was  catheterized  and 
draped.  A hysterogram  was  made  using  6 cc.  of 
Salpix;  an  X-ray  exposure  on  polaroid  film  de- 
monstrated a normal  appearing  endometrial  cavity 
except  for  a rather  wide  lower  uterine  segmerit. 
The  cervix  was  then  dilated  to  a No.  10  Hegar 
dilator;  during  the  dilatation  no  resistence  was 
noted  at  the  internal  os.  The  bladder  was  then  dis- 
sected off  the  anterior  lower  uterine  segment,  and 
a wedge  of  0.75  to  1 cm.  was  excised  from  the  an- 
terior lip  of  the  cervix,  the  wedge  going  as  high 
as  the  internal  os.  The  cervix  was  then  reap- 
proximated with  interrupted  catgut;  the  vaginal 
mucosa  was  then  closed.  Small  wedges  were  re- 
moved at  the  angles  of  the  cervix  bilaterally,  and 
the  cervix  reapproximated  with  interrupted  catgut 
sutures.  A small  one  inch  vaginal  pack  was  placed 
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in  the  cervical  os,  and  the  vagina  was  packed  with 
a three  inch  vaginal  pack.  A Foley  catheter  was 
inserted,  and  the  patient  was  taken  to  the  re- 
covery room  in  good  condition. 

The  patient’s  immediate  and  late  postoperative 
course  was  quite  smooth.  The  two  vaginal  packs 
were  removed  on  the  next  day,  as  well  as  the 
Foley  catheter.  She  was  also  ambulated  on  that 
day,  and  discharged  from  the  hospital  on  her  2nd 
postoperative  day,  to  the  care  of  her  private 
doctor. 

DR.  EDWIN  L.  WILLIAMS:  Any  con- 
tribution to  the  knowledge  relative  to 
etiology  in  abortion  is  of  paramount  im- 
portance inasmuch  as  loss  of  life,  from  a 
statistical  standpoint,  is  greatly  affected  by 
this  overall  problem.  Any  significant 
change  in  life  expectancy  figures  can  be  ob- 
viously changed  by  a salvage  of  pregnan- 
cies which  otherwise  would  be  terminated 
as  premature  infants.  It  is  not  medically 
sound  for  either  the  laity  or  the  profession 
to  hide  behind  the  old  theory  of  the 
“blighted  ovum”  as  a reassuring  concept  for 
the  loss  of  the  embryo  or  fetus.  Many  abor- 
tions have  an  etiology  even  though  the 
mechanism  may  be  obscure  at  the  present 
time.  Little  has  been  added  to  the  en- 
docrine therapy  in  habitual  abortions  since 
M.  E.  Davis  and  others  proved  the  progesta- 
tional effect  of  large  doses  of  progesterone. 
To  have  a correctable  deformity  rather  eas- 
ily demonstrated  as  in  this  patient  adds  an- 
other step  in  treatment  for  at  least  a small 
number  of  habitual  aborters.  All  women 
who  have  a history  of  repeated  unsuccess- 
ful pregnancies,  therefore,  should  have  not 
only  thorough  studies  as  to  endocrine  func- 
tion by  all  known  means  at  our  disposal,  but 
in  view  of  the  definite  nature  of  an  oc- 
casion inadequate  internal  os,  anatomic 
studies  of  the  uterus  for  either  acquired  or 
congenital  deformity  should  be  added  to  the 
investigation. 

DR.  SWAN  B.  BURRUS:  I would  like  to 
hear  some  remarks  on  thyroid  function. 

DR.  B.  K.  HIBBETT,  III:  In  the  manage- 
ment of  habitual  abortion,  I would  like  to 
mention  a word  about  thyroid  function  in 
pregnancy.  Shortly  after  conception,  it  has 
been  shown,  the  protein  bound  iodine  begins 
to  rise  and  continues  to  rise  until  the  last 
few  months  of  pregnancy.  If  this  rise  does 
not  take  place,  the  pregnancy  may  end  in 


an  abortion  or  premature  labor.  I think, 
therefore,  that  in  women  who  have  habitual 
abortions  we  should  follow  the  PBI.  How- 
ever, one  must  be  careful  in  interpretation, 
for  even  though  there  is  a rise,  there  may 
still  be  a thyroid  deficiency.  The  best 
method  to  study  thyroid  deficiency  would 
be  radioactive  iodine  (Ii:!l),  but  this  cannot 
be  used  in  pregnant  women  because  the 
fetal  thyroid  concentrates  this  substance 
after  the  thirteenth  week. 

DR.  WILLIAM  J.  McGANITY : In  any 
case  such  as  the  one  presented  this  morning, 
the  consideration  as  to  possible  causative 
mechanisms  which  may  result  in  habitual 
abortion  are  many.  Some  have  already 
been  mentioned.  A few  words  are  indi- 
cated in  connection  with  the  hormonal 
dysfunctional  aspects  of  the  disorder.  In 
the  past  we  have  utilized  rather  impirically 
such  substances  as  thyroid,  estrogen,  and 
progesterone  without  absolute  clinical  or 
laboratory  evidence  of  deficits  of  these 
being  present  in  the  patient.  With  the  pro- 
cedures that  we  now  have  available,  accu- 
rate assessment  of  thyroid  activity — BMR, 
protein  bound  iodine,  and  the  uptake  of 
radioactive  I131 — and  of  serum  and  urinary 
levels  of  the  steroid  hormones  is  possible, 
so  that  any  deficiency  of  these  metabolically 
active  substances  can  be  determined  in  the 
individual  patient  and  specific  medication 
administered.  Dr.  Hibbett  is  right  as  a 
word  of  caution  is  necessary  in  relation  to 
the  uptake  of  radioactive  iodine.  Studies 
involving  this  isotope  should  not  be  per- 
formed during  gestation.  However,  the 
studies  can  be  made  during  the  nonpreg- 
nant state. 

DR.  J.  ALAN  ALEXANDER:  To  what 
extent  is  the  male  concerned  with  habitual 
abortion? 

DR.  G.  SYDNEY  McCLELLAN:  It  has 
been  my  feeling  that  the  male  partner  must 
be  taken  into  consideration  in  any  complete 
study  of  a case  of  habitual  abortion.  His 
role  as  a causative  factor  is  most  difficult 
to  prove,  but  there  seems  to  be  enough  evi- 
dence to  show  a tendency  toward  causation 
in  some  cases.  I can  recall  in  my  own  prac- 
tice three  patients  who  presented  them- 
selves for  sterility  study  and  during  the 
process  of  investigation,  some  abnormality 
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in  the  semen  analysis  indicated  that  the 
male  might  be  responsible  for  the  sterility. 
After  treatment  of  the  male,  these  patients 
later  became  pregnant  and  aborted  two  to 
three  times.  Charles  A.  Joel  reported  ab- 
normal spermatozoa  in  46  men  of  114  cases 
of  habitual  abortion  studied.  Tilak  reported 
abnormal  semen  in  44  of  95  cases  studied. 
These  facts  still  do  not  actually  prove  the 
male  responsible,  but  do  indicate  the  ne- 
cessity of  his  investigation  in  any  case 
studied. 

DR.  C.  GORDON  PEERMAN:  Sponta- 
neous abortion  may  be  due  to  genetic  factors 
carried  by  both  of  the  germ  cells.  This  is 
impossible  to  evaluate  in  a given  pregnancy 
so  it  does  not  enter  into  a consideration  of 
therapy. 

Although  there  is  evidence  that  the  cor- 
pus luteum  is  not  necessary  to  continuation 
of  pregnancy,  progesterone  does  have  a 
relaxing  effect  upon  the  uterus.  The  corpus 
luteum  may  not  be  the  only  source  of  pro- 
gesterone as  the  adrenals  may  produce  it 
also.  Pregnandiol  studies  on  pregnant 
women  who  have  had  lute-ectomy  in  most 
instances  remain  normal  and  the  pregnancy 
continues.  This  does  not  mean,  however, 
that  patients  who  threaten  to  abort  may 
not  have  a low  pregnandiol  excretion.  It 
seems  to  me  that  many  patients  have  been 
helped  by  large  doses  of  progesterone,  es- 
pecially those  who  have  had  two  or  more 
consecutive  abortions. 

Certain  instances  of  relative  sterility  fol- 
lowed by  abortion  show  that  it  is  wise  to 
evaluate  thyroid  function  even  though  there 
is  no  striking  clinical  evidence  of  hypo- 
thyroidism. In  patients  with  menstrual  ir- 
regularities, particularly  infrequent  menses, 
a depression  in  thyroid  function  may  be 
found.  Supplementary  thyroid  extract  may 
be  very  helpful  in  sterility  problems,  and 
it  also  seems  to  be  useful  in  fertility  prob- 
lems. 

As  yet,  the  bioflavinoids  have  not  im- 
pressed me  with  their  efficacy  in  abortion. 
One  exception  is  a patient  who  had  demon- 
strable capillary  fragility  with  a petechi- 
ometer  test.  It  would  seem  that  capillary 
fragility  should  be  demonstrated  before 
this  group  of  drugs  could  be  expected  to  be 
effective. 


In  the  absence  of  an  incompetent  os  or 
congenital  deformity  of  the  uterus  which 
may  be  amenable  to  surgical  correction, 
progesterone  and  thyroid  extract  seem  to 
be  the  medical  or  hormonal  treatment  that 
has  a rational  basis  in  habitual  abortion. 

DR.  D.  SCOTT  BAYER:  I have  enjoyed 
this  discussion  of  a subject  which  has  in- 
terested me  for  a good  many  years.  I have 
tried  everything  from  vitamin  C,  stilbes- 
terol,  corpus  luteum,  bioflavinoid  com- 
pound, etc. — and  combinations  of  these  with 
questionable  results.  In  my  experience,  I 
feel  that  the  combination  of  thyroid  or 
cytomel  with  CVP  offers  the  best  results 
without  the  disturbance  of  the  menstrual 
cycle  brought  on  by  some  of  the  hormonal 
products. 

Dr.  DeLee,  in  editing  the  year  book  of 
Obstetrics  and  Gynecology,  used  to  apolo- 
gize in  his  comments  on  this  subject  for  his 
“shotgun”  therapy.  It  would  seem  that 
there  are  probably  multiple  causes  for  this 
fetal  wastage,  including  vitamin  deficiency, 
hormonal  imbalance,  emotional  tension,  and 
perhaps,  viral  infections.  As  far  as  I know, 
there  has  been  no  investigation  of  viral  dis- 
eases as  a cause  of  abortion,  yet  we  know 
that  this  is  an  important  cause  of  abortion 
in  horses.  It  would  seem  that  further  work 
on  viruses  as  a possible  cause  of  abortion 
might  be  revealing  as  we  know  of  the  effect 
of  rubella  and  other  virus  diseases  on  the 
human  fetus. 

My  experience  with  an  incompetent  cer- 
vical os  has  been  very  limited.  I should 
like  to  see  some  uterograms  on  women  with 
a history  of  normal  term  deliveries  to  see 
how  frequently  it  occurs  in  this  group.  We 
know  in  taking  endometrial  biopsies  that 
there  is  a great  deal  of  difference  in  the 
ease  with  which  the  instrument  can  be 
passed  through  the  internal  os.  I have 
never  tried  to  correlate  this  with  habitual 
abortions.  I would  feel  that  this  operation 
would  be  more  successful  as  an  interval 
procedure  rather  than  done  during  preg- 
nancy. 

DR.  CHARLIE  J.  HOBDY:  Two  questions 
occur  to  me.  First,  what  other  methods  of 
treatment  of  the  incompetent  cervical  os 
have  been  tried,  and  second,  what  other 
hormones  have  been  used? 
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DR.  FRANK  E.  WHITACRE:  The  facts 
concerned  with  this  case  bring  to  mind  pre- 
vious reports  on  the  treatment  of  incompe- 
tence of  the  cervix  in  relation  to  habitual 
abortion.  Dr.  Robert  H.  Barter  of  Wash- 
ington, D.  C.,  has  reported  on  the  closure 
of  the  incompetent  cervix  during  preg- 
nancy. He  called  attention  to  the  fact  that 
habitual  late  abortion  after  the  sixteenth 
week  of  pregnancy  may  be  due  to  the 
inability  of  the  cervix  to  maintain  the  en- 
larged products  of  conception.  Late  abor- 
tion when  due  to  cervical  incompetence  is 
manifested  by  painless  progressive  efface- 
ment  and  dilatation  of  the  cervix  after  the 
sixteenth  week  of  gestation.  Rupture  of 
the  membranes  follows  with  ultimate  loss 
of  the  products  of  conception.  Shirodkar 
of  India  had  proposed  a method  of  correct- 
ing cervical  incompetence  by  the  use  of 
fascia  lata  applied  to  the  cervix  in  a purse 
string  manner.  Barter  modified  the  Shirod- 
kar technic  with  improvements  in  his  re- 
sults. The  operation  is  carried  out  from 
the  fourteenth  to  the  eighteenth  week  of 
gestation.  Silk  or  polyethylene  were  used 
as  suture  material,  but  the  most  successful 
was  the  use  of  Merceline  which  is  a plastic 
material.  Dr.  Barter  has  enjoyed  a 70  per 
cent  successful  outcome  of  this  operative 
procedure.  The  use  of  the  Lash  operation 
also  comes  into  question.  Dr.  A.  F.  Lash 
has  reported  66  cases  which  he  has  carried 
out  since  1941.  The  pathology  involved  is 


a thinning  out  of  the  anterior  wall  of  the 
internal  os,  and  he  recommends  that  repair 
of  this  thinned  out  portion,  which  is  the 
Lash  operation,  should  be  carried  out  in  the 
nonpregnant  state.  Following  his  operation 
his  patients  have  had  29  pregnancies  with 
27  live  babies.  This  patient  seemed  to  be 
suited  for  the  Lash  operation. 

Several  of  our  discussants  have  brought 
out  the  use  of  various  hormones.  I was 
interested  in  the  work  of  Dr.  Robert  B. 
Wilson.  He  reasoned  that  estrogen,  proges- 
terone, and  chorionic  gonadatrophin  were 
all  concerned  in  the  normal  maintenance  of 
pregnancy,  and  in  the  treatment  of  habitual 
abortion  it  seemed  reasonable  to  him  to  at- 
tempt to  create  a normal  environment  for 
the  developing  ovum  or  fetus  by  the  use  of 
all  three  of  these  hormones.  The  therapy 
was  begun  on  patients  who  were  classified 
as  habitual  aborters,  after  the  first  missed 
period,  and  was  continued  well  into  the 
third  trimester.  The  dosages  used  were 
estrogen,  2.5  to  20  mg.  per  day;  progesterone 
25  to  100  mg.  per  day;  and  chorionic  gonada- 
trophin, 4,000  i.u.  every  other  day.  In  the 
six  patients  so  treated,  all  obtained  a living 
child.  Much  work  still  needs  to  be  done 
on  this  problem,  and  our  understanding  of 
this  condition  is  still  incomplete. 

This  is  one  of  my  patients,  and  there  has 
been  insufficient  time  to  judge  whether  or 
not  the  treatment  has  been  effective. 
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Methodist  Hospital* 

Aneurysmal  Bone  Cyst 

First  Admission:  This  35  year  old  white  mar- 
ried housewife  was  hospitalized  with  complaints 
of:  (1)  lower  thoracic  back  pain  of  12  months 
duration,  and  (2)  numbness  of  legs  of  6 weeks 
duration. 

Past  history.  Until  the  onset  of  the  presenting 
complaints,  her  general  health  had  been  good.  At 
the  age  of  13  years  she  was  studied  at  Campbell 
Clinic  because  of  “a  curvature  of  the  spine,”  with 
which  she  had  pain  similar,  she  believes,  to  the 
presenting  complaint.  She  was  treated  then  by 
a Bradford  frame  with  much  improvement  and 
had  been  told  that  her  spine  was  subsequently 
straight.  Three  years  ago  she  had  nearly  fallen 
from  the  front  seat  of  an  automobile,  wrenching 
her  back;  she  did  not  fall  to  the  ground  and  the 
discomfort  was  transient.  She  did  not  think  that 
it.  was  similar  to  the  more  recent  pain  and  could 
not  recall  having  had  anything  resembling  the 
latter  since  childhood. 

Present  illness.  The  onset  of  mid-dorsal  pain 
was  apparently  spontaneous.  Pain  was  localized 
in  the  left  paravertebral  region  from  the  8th 
through  the  10th  thoracic  levels.  Although  it  was 
severe,  disability  was  at  first  limited  to  the  im- 
mediate area.  A hacking  cough  had  been  present 
for  some  time,  possibly  associated  with  smoking 
and  appeared  to  increase  her  discomfort.  After 
8 months,  severity  had  increased  and  she  was  in 
distress  much  of  the  time.  She  stated  she  was 
taking  large  doses  of  aspirin  which  gave  slight 
relief;  she  had  used  local  heat  to  the  extent  of 
burning  and  discoloration  of  the  skin.  She  was 
referred  by  her  physician  to  a neurosurgeon  who 
noted,  . . fairly  good  configuration  and  range 
of  motion  of  the  entire  spine.  . . . There  is  mod- 
erate tenderness  over  the  spinous  processes  of  the 
involved  area.  Power  and  reflexes  are  normal. 
Gait  and  station  are  not  remarkable.”  Cervical, 
thoracic,  and  lumbar  myelograms  were  negative. 
She  was  referred  to  a thoracic  surgeon  for  further 
evaluation;  bronchograms  revealed  marked  atten- 
uation of  bronchi  consistent  with  chronic  bron- 
chitis. With  better  control  of  the  coughing,  the 
pain  cleared  and  it  was  believed  that  her  symp- 
toms were  closely  associated  with  muscular 
straining.  Over  the  next  4 months,  however, 
there  were  recurrences.  She  developed  numbness 
and  tingling  of  the  lower  extremities,  beginning 
in  the  digits  and  gradually  progressing  into  both 
legs.  On  the  day  before  admission  she  had  a 
particularly  severe  episode  in  which  pain  radiated 
down  the  thighs  and  into  the  legs;  and  along  the 
costal  margins  bilaterally  to  the  epigastric  region. 
She  was  admitted  to  this  hospital  for  study. 


*From  the  Department  of  Pathology,  Methodist 
Hospital,  Memphis,  Tenn. — Dr.  Wm.  W.  Tribby, 
Director. 


Physical  examination.  T.  98.6°F,  P.  80,  R.  18, 
B.P.  110/84.  She  was  not  in  severe  discomfort. 
Positive  findings  were  confined  to  marked  rigidity 
of  the  entire  back,  but  with  no  definite  segmenta- 
tion on  attempted  bending.  There  was  exquisite 
tenderness  over  the  left  thoracic  paravertebral 
muscles  in  the  area  noted  above.  Although  she 
stated  that  both  legs  were  numb,  there  were  no 
objective  changes  and  no  other  abnormalities  were 
present  on  neurologic  examination. 

Laboratory  data.  Two  urine  specimens  were 
entirely  normal.  PCV  was  42%,  WBC  9,800  with 
64%  segmented  neutrophils,  22%  lymphocytes,  6% 
eosinophils,  7%  monocytes,  and  1%  basophils. 
Another  count  on  the  following  day  showed  only 
3%  eosinophils,  but  was  otherwise  virtually  un- 
changed. Spinal  fluid  showed  a protein  of  425 
mg%,  1 WBC/cu.  mm.;  the  VDRL  was  negative. 

X-ray  Studies.  AP,  lateral  and  oblique  views 
of  the  cervical  spine  showed  some  straightening. 
AP  and  lateral  views  of  the  thoracic  and  lumbar 
spine  were  within  normal  limits,  with  no  signifi- 
cant arthritic  changes  at  any  level.  Some  residual 
oil  was  noted  about  the  sacral  nerve  roots. 

Treatment  and  course.  She  remained  in  the 
hospital  for  16  days,  during  which  time  she  was 
obsei'ved  by  a thoracic  surgeon  and  an  orthopedist. 
Ti  eatment  consisted  of  bed  rest  on  a fracture 
board,  local  heat,  perphenazine  (Trilafon,  Scher- 
ing),  local  heat  and  aspirin.  On  the  3rd  hospital 
day  the  left  iliocostal  region  was  injected  at  four 
sites  with  hydrocortisone  acetate,  with  immediate 
relief  of  acute  pain.  During  the  remainder  of  her 
course  she  was  somewhat  improved,  though  not 
entirely  comfortable.  She  was  fitted  with  a back 
brace  and  discharged. 

Second  Admission.  Fourteen  days  after  dis- 
charge she  returned  to  the  hospital,  having 
been  unable  to  remain  out  of  bed  at  home.  All 
symptoms  were  worse.  There  was  now  evidence 
of  sensory  impairment  of  the  lower  extremities 
with  spasticity.  One  examiner  noted  a slightly 
elevated,  very  tender  mass  2.0  cm.  in  diameter, 
lying  at  the  7th  and  8th  thoracic  levels  4.0  cm.  to 
the  left  of  the  midline.  Physical  findings  were 
otherwise  as  on  the  previous  admission. 

She  was  again  seen  by  a neurosurgeon  and  on 
the  2nd  hospital  day  another  myelogram  was  re- 
ported: “Lumbar  myelogram  appeared  normal. 
The  opaque  medium  was  directed  cephalad;  a 
constant  block  was  encountered  at  the  tenth  tho- 
racic vertebra,  indicating  an  obstruction  in  this 
area.  Study  of  the  vertebral  bodies  in  this  im- 
mediate area  shows  a destruction  of  the  pedicle 
on  the  ninth  thoracic  vertebra  on  the  right,  which 
can  be  seen  in  retrospect  on  examination  of  the 
spine  . . . (in  the  previous  films).” 

Three  days  later  an  operation  was  done. 

DR.  WILLIAM  MITCHUM:  The  thoracic 
spine  shows  abnormalities  at  the  level  of 
the  ninth  and  tenth  vertebrae.  There  is 
destruction  of  the  pedicle  on  the  left  at 
T-10;  at  T-9,  there  is  destruction  of  the  pedi- 
cle on  both  sides.  There  is  a destructive 
change  involving  the  left  transverse  process 
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of  T-10  with  calcification  adjacent  to  T-9 
and  T-10  on  the  left.  On  the  lateral  film 
one  can  see  the  calcium  deposit  but  un- 
fortunately one  cannot  see  the  spinous  proc- 
esses or  articular  facets  as  well  on  this  film 
as  in  other  areas  of  the  spine.  Here  are 
representative  films  of  the  myelogram 
which  show  the  block  at  the  level  of  T-10. 
Again  you  can  see  amorphous  calcification 
and  the  pedicle  destruction  particularly  at 
T-10  and  the  transverse  process  destruction. 
Here  we  see  the  block  on  the  lateral  study. 

DR.  DOUGLAS  HAWKES:  As  one  looks 
at  the  whole  picture  in  this  case,  it  is  seen 
we  are  dealing  with  a fairly  young  woman 
who  has  developed  a rapidly  progressing 
lesion.  If  one  adds  up  the  time  intervals 
noted  on  the  protocol,  it  is  evident  that 
though  her  pain  has  existed  for  little  more 
than  a year,  the  first  suggestion  of  neuro- 
logic symptoms  appeared  only  two  and  a 
half  months  before  she  progressed  to  a com- 
plete spinal  block. 

Ignoring  for  a moment  the  X-rays,  which 
actually  do  cast  a certain  amount  of  light 
on  the  problem,  and  going  by  the  informa- 
tion available  in  the  protocol,  it  is  evident 
that  the  etiology  of  this  pain  in  the  patient’s 
back,  followed  by  the  development  of  neu- 
rological signs  must  be  traumatic,  infec- 
tious or  neoplastic. 

As  far  as  trauma  is  concerned,  there  is  a 
history  of  a fall  from  an  automobile  with  a 
short  period  of  similar  pain,  followed  by 
the  development  of  the  present  picture. 
From  the  history  and  the  findings  as  they 
developed,  ignoring  the  X-rays,  the  possi- 
bility of  a herniated  thoracic  disc  must  be 
considered.  Most  cases  which  have  been 
reported  have  been  found  without  a history 
of  severe  trauma,  have  been  progressive 
and  have  simulated  spinal  neoplasm  in 
their  development.  I think  that  with  the 
subsequent  findings,  however,  and  particu- 
larly the  radiographic  findings,  this  may  be 
dismissed  as  the  cause  of  the  patient’s  dif- 
ficulty. 

An  infectious  etiology  is  somewhat  more 
attractive.  The  patient  has  a history  and 
chest  findings  suggestive  of  some  pulmo- 
nary pathology  of  a chronic  nature.  There- 
fore, one  must  consider  intraspinal  granu- 
loma. The  possibility  of  fungus  infection 
which  may  have  spread  to  set  a focus 
within  the  spinal  canal  in  the  epidural 


space  causing  cord  compression  is  worth 
consideration  also.  There  is  apparently 
nothing  within  the  picture  to  suggest  tuber- 
culosis and  there  is  little  actually  in  the 
development  of  the  neurologic  picture  or  in 
the  X-ray  findings  to  suggest  that.  It  was 
mentioned  in  reporting  the  X-rays  that  a 
mass  could  be  seen  extending  into  the 
spinal  canal  at  the  level  of  the  interverte- 
bral space.  Of  course,  this  is  the  area 
which  the  acid-fast  bacilli  attack,  and  the 
presence  of  a swelling  of  the  soft  tissue  in 
this  area  is  also  a usual  part  of  the  picture. 
But  in  these  cases  there  is  evidence  of  de- 
structive change  in  the  body  and  the  ap- 
pearance of  an  increased  curvature  which 
does  not  exist  in  this  case,  and  I think  that 
we  can  exclude  tuberculosis. 

The  patient  has  not  had  a febrile  course 
or  shown  a blood  picture  consistent  with 
pyogenic  disease,  as  would  be  expected  in 
osteomyelitis  of  the  spine  or  in  epidural  ab- 
scess with  involvement  of  the  spinal  cord. 

In  considering  a neoplastic  etiology  one 
first  wonders,  of  course,  if  there  is  evidence 
of  a metastatic  lesion.  The  age  of  35  is 
not  necessarily  against  this,  because  we 
know  frequently  metastases  may  occur  to 
the  spine  even  before  the  primary  site  may 
be  identified  and  one  of  the  offenders  in 
this  respect  is  bronchogenic  carcinoma. 
Even  though  the  patient  had  a broncho- 
gram  and  no  evidence  of  such  was  found, 
this  etiology  must  nevertheless  be  con- 
sidered. 

There  is  nothing  in  the  patient’s  history 
to  suggest  hypernephroma  or  other  type  of 
primary  neoplasm  elsewhere  that  com- 
monly metastasize  to  the  spine.  A lym- 
phoma, however,  must  be  considered.  The 
patient  did  have  questionably  at  least,  an 
elevated  eosinophilic  count  (6%  on  one  oc- 
casion but  3/V  a few  days  later);  Hodgkins 
disease  may  appear  first  as  intraspinal  dis- 
ease in  the  form  of  epidural  granuloma 
which  may  cause  bone  destruction  and 
spinal  cord  compression. 

Of  primary  intraspinal  tumors,  it  is  nec- 
essary to  consider  those  arising  from  the 
spine  itself,  as  well  as  those  taking  origin 
from  the  ligaments  and  membranes  that 
line  the  canal  formed  by  the  vertebrae  of 
the  spinal  column.  The  structures  in  the 
epidural  space,  namely  the  fat  and  blood 
vessels,  may  give  rise  to  neoplasms,  and  the 
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meninges  may  give  rise  to  benign  or  ma- 
lignant tumors.  The  nerve  roots  give  rise 
to  nerve  tumors  resembling  those  seen  in 
the  peripheral  nerves  and  may  present 
either  inside  or  outside  the  dura  or  at  the 
exit  of  the  nerve  from  the  dura.  Finally, 
there  are  primary  neoplasms  of  the  spinal 
cord  itself. 

This  patient  had  a rather  insidious  devel- 
opment of  the  neurologic  symptoms  with 
rather  abrupt  appearance  of  block  a rela- 
tively short  period  after  no  block  or  any 
defect  was  demonstrable  by  myelography. 
This  indicates  a pretty  rapidly  progressing 
lesion.  The  myelogram  actually  is  strongly 
suggestive  of  an  epidural  lesion,  but  even 
without  the  myelogram  one  would  think  it 
unlikely  that  this  were  an  intramedullary 
lesion  or  primary  spinal  cord  tumor  be- 
cause of  the  course  which  the  patient  fol- 
lowed, and  also  because  of  the  spinal  fluid 
protein  level  of  425  when  no  block  was  re- 
vealed by  X-ray  when  contrast  media  was 
introduced  into  the  spinal  canal.  A lesion 
of  the  dura  or  nerve  root  or  of  the  meninges 
of  the  nerve  root  (meningioma,  neuro- 
fibroma) are  slow  growing  tumors,  and  one 
would  not  expect  nothing  found  in  the  short 
period  before  a complete  block  was  present. 
There  are  also  no  localizing  signs  as  usually 
appear  for  long  periods  of  time  even  before 
block  with  such  tumors.  The  spinal  fluid 
protein  is  not  really  high  enough  with  a 
patient  so  close  to  having  an  obstructive 
lesion  for  a tumor  of  this  nature  so  I think 
I will  put  aside  these  possibilities.  My  put- 
ting them  aside  is  perhaps  making  them 
somewhat  more  secure  than  by  the  radio- 
graphic  findings. 

We  are  now  left  with  an  extradural  tu- 
mor neoplasm,  probably  malignant,  at  least 
rapidly  growing.  We  are  still  left  with  the 
possibility  of  a lymphoma.  I think  that 
most  benign  extradural  neoplasms  as  chor- 
doma or  lipoma  may  be  put  aside  along 
with  lymphoma  and  metastatic  tumor  (with 
bronchogenic  carcinoma  leading  the  list), 
as  well  as  primary  tumor  of  the  spinal  cord 
itself.  The  X-ray  findings  in  this  case  are 
honey-combed  destruction  of  the  bone 
which  is  suggestive  of  an  angioblastic  lesion 
involving  the  bone,  even  more  so  because 
of  the  calcification  that  has  been  laid  down 
in  the  soft  tissue  mass.  So  while  still  rec- 
ognizing that  a metastatic  neoplasm  might 


well  be  the  pathologic  process  in  this  case, 
(and  if  it  is,  I would  put  bronchogenic 
origin  first),  and  still  recognizing  that  a 
lypoma  may  be  the  lesion,  it  is  my  opinion 
that  this  patient  had  a malignant  tumor  of 
the  angioblastic  origin  involving  the  spine 
and  compressing  the  spinal  cord,  and  to 
pin  it  down,  I shall  call  it  a hemangio- 
epithelioma. 

DR.  WILLIAM  W.  TRIBBY:  Thank  you 
Doug,  that  was  an  excellent  discussion.  I 
am  sure  that  Dr.  Hawkes  has  covered  al- 
most ever  possibility  so  we  will  now  have 
the  findings  by  Dr.  Prieto. 

DR.  HELEN  PRIETO:  Dr.  Gioia,  do  you 
have  something  to  add? 

DR.  FREDERICK  GIOIA:  I have  the  first 
films.  They  are  mentioned  in  the  protocol 
and  were  made  in  another  hospital  about 
a year  ago.  These  are  lateral  films  of  the 
chest.  There  is  a demonstration  of  very 
early  pathologic  changes,  I believe.  Here 
is  a good  view  of  the  effected  area  and  it 
shows  calcification.  The  left  pedicle  at  T-9 
has  already  begun  to  show  erosion;  how- 
ever, it  is  well  preserved  on  the  right. 
There  is  questionable  early  involvement  of 
the  left  pedicle  at  T-10.  The  transverse 
process  is  intact.  So  this  lesion  existed  be- 
fore and  there  was  radiographic  evidence 
but  quite  difficult  to  evaluate. 

DR.  TRIBBY:  I would  like  to  ask  Dr. 
Cole  if  he  has  anything  to  say  about  the 
respiratory  aspects  of  this  case.  Do  you 
think  there  is  any  relationship  to  the  lungs? 

DR.  FRANCIS  COLE:  I didn’t  think  so. 
She  was  sent  to  a thoracic  surgeon  and  he 
did  a bronchogram.  He  told  her  she  had 
bronchitis  and  advised  her  to  quit  smoking. 
A year  went  by  and  the  first  time  I saw  her 
she  came  in  with  obvious  pain  and  com- 
plaining of  her  back.  She  had  already  been 
to  see  a neurosurgeon  who  sent  her  to  the 
orthopedic  surgeon.  Finally  she  went  back 
to  the  neurosurgeon. 

DR.  PRIETO:  Are  there  any  further  re- 
marks before  we  give  the  findings?  The 
operation  referred  to  was  a laminectomy. 
Upon  dissection  of  the  soft  tissue  at  the 
levels  of  T-9  and  T-10  on  the  left  side,  the 
laminae  fragmented  and  fell  into  pieces 
quite  easily.  The  spinous  processes  of  T-8 
and  T-9,  were  observed  to  be  involved  in  a 
change  which  consisted  of  softening  with 
redness  and  beefiness,  the  gross  appearance 
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being  highly  suggestive  of  tumor.  The  le- 
sion was  adherent  to  the  dura  at  the  level 
of  T-8  and  T-9,  and  had  produced  a com- 
plete block  at  this  level,  as  has  been  shown 
in  the  films.  The  operative  procedure  con- 
sisted of  removal  of  two  small  fragments  of 
soft  tissue  lesion  which  was  adherent  to  the 
dura,  removal  of  portions  of  the  involved 
spinous  processes  and  laminae,  and  de- 
compression of  the  cord  over  a span  of  T-8, 
T-9  and  T-10  such  as  to  produce  accessi- 
bility to  a small  rubber  catheter  passed  up- 
ward and  downward  between  the  vertebrae 
and  the  dura.  The  dura  was  opened  with 
a small  incision  at  the  level  of  T-9  and  no 
intradural  tumor  could  be  demonstrated. 

I am  very  much  indebted  to  Dr.  Scott 
Gilmer,  of  the  Campbell  Clinic,  who  was 
called  as  a consulting  pathologist,  and  who 
after  studying  the  paraffin  sections  has  done 
a great  deal  to  provide  us  with  a diagnosis. 
Arriving  at  some  conclusion  about  this 
lesion  was  quite  a problem.  A frozen  sec- 
tion was  done,  in  which  the  most  striking 
feature  was  the  presence  of  large  amounts 
of  blood,  which  one  might  expect  knowing 
the  gross  operative  findings.  The  surgeons 
were  dealing  with  a lesion  which  was  quite 
friable,  dark  red.  and  which  bled  very 
easily.  Even  in  frozen  sections  it  was  ap- 
parent that  some  sort  of  vascular  channel 
was  present  and  my  impression  corre- 
sponded with  Dr.  Hawkes’  diagnosis  of  a 
hemangio-endothelioma.  This  was  a very 
wild  looking  lesion  in  frozen  section.  In 
the  paraffin  sections  there  was  considerable 
doubt  in  my  mind  as  to  its  nature,  as  there 
was  in  the  minds  of  several  other  consul- 
tants. It  was  finally  passed  along  to  Dr. 
Gilmer  for  a more  definitive  opinion.  We 
have  demonstrated  the  lesion  in  two  small 
fragments  of  soft  tissue  and  in  the  gram  or 
so  of  bony  tissue  which  came  from  the 
laminae  and  the  spinous  processes.  Dr. 
Gilmer’s  opinion  has  carried  us  back  to 
something  of  which  the  pathologist  should 
always  be  mindful  when  he  is  inclined  to 
classify  a questionable  lesion  as  “atypical 
giant  cell  tumor  with  hemorrhage”  or  even 
as  “osteogenic  sarcoma  with  hemorrhage.” 
In  this  particular  case  my  initial  impression 
was,  as  I suspected  at  the  time,  on  the  radi- 
cal side.  The  age  of  this  patient  and  the 
location  of  the  lesion  were  against  giant 
cell  tumor,  which  was  not  evidenced.  He- 


mangio-endothelioma was  considered,  as 
was  the  possibility  of  a well  differentiated 
osteogenic  sarcoma.  Microscopically,  the 
most  striking  feature  is  the  presence  of 
pools  of  blood  and  areas  of  old  hemorrhage; 
there  is  much  hemosiderin  in  this  lesion. 
We  do  not  have  a great  deal  of  tissue.  Some 
consists  of  normal  bone  and  only  two  small 
portions  of  the  soft  tissue  attached  to  the 
dura  were  removed.  There  is  enough,  how- 
ever, to  put  together  a picture  of  some  type 
of  fibrous  connective  tissue  septa  separating 
vascular  channels,  some  of  which  are  fairly 
well  formed;  along  with  evidence  of  old 
hemorrhage.  Within  the  septa,  along  with 
a few  inflammatory  cells,  there  are  exten- 
sive old  hemorrhage,  calcification  (already 
nicely  shown  in  the  films) , and  formation 
of  osteoid  tissue  along  with  fairly  numerous 
multinucleated  giant  cells  which  are  not 
much  like  those  one  sees  in  a giant  cell 
tumor.  I believe  we  are  dealing  with  an 
entity  which  can  conveniently  be  given  the 
name  “aneurysmal  bone  cyst,”  a condition 
encountered  more  and  more  frequently  in 
the  literature  since  1950. 

Lichtenstein,  in  1950,  published  a rather 
extensive  article  and  at  the  time  pointed 
out  that  it  was  a definite  entity.  He  ini- 
tially reported  8 cases,  none  of  which  was 
observed  in  the  skull,  scapula,  foot  bones,  or 
the  sacroiliac  region.  Three  cases  had  ver- 
tebral involvement.  Several  features  were 
noted.  These  included  the  absence  of  any 
apparent  sex  predilection,  the  tendency  to 
occurrence  in  the  age  range  of  10  to  20  years 
as  well  as  in  adults,  and  the  fact  that  the 
lesion  can  develop  in  vertebrae,  long  bones, 
and  flat  bones.  When  the  vertebral  column 
is  involved,  the  lesion  is  usually  in  the 
neural  arch  of  one  or  perhaps  of  two  ad- 
jacent vertebrae.  In  the  long  bones  it  is 
usually  seen  in  the  shaft,  but  it  occasionally 
occurs  in  one  end.  In  flat  bones  it  may  be 
at  the  bone  end  or  at  some  distance  from 
the  articular  surface.  Three  years  later,  in 
1953,  he  described  a series  of  additional 
cases  which  included  some  occurring  in  sites 
previously  not  reported.  At  this  time  he 
pointed  out  that  the  principal  dangers  in- 
clude— long  standing  neglect,  particular  in 
lesions  occurring  in  the  vertebral  column 
with  spinal  cord  compression.  A second 
danger  in  management  is  injudicious  treat- 
ment. In  this  connection  the  pathologist 
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has  great  responsibility  in  making  an  ac- 
curate diagnosis.  One  case  is  cited  of  bone 
cyst  occurring  in  the  femur  of  a child  and 
diagnosed  as  “giant  cell  tumor”;  it  was 
treated  accordingly.  A total  dosage  of  2600 
roentgens  was  given.  Seven  years  follow- 
ing X-ray  therapy  a typical  fibrosarcoma 
developed  at  the  site.  Despite  amputation 
the  patient  died  with  generalized  metastatic 
tumor.  Used  as  a prime  modality,  or  as  an 
adjunct  to  surgery  X-ray  therapy  is  of 
value.  Some  authors,  however,  advocate  it 
only  in  areas  inaccessible  to  surgery  or  un- 
suited to  extensive  excision.  An  aneurys- 
mal bone  cyst,  even  though  incompletely 
removed,  may  have  its  circulatory  connec- 
tions so  disrupted  by  the  operature  proce- 
dure as  to  go  on  to  healing  without  further 
treatment.  The  point  in  all  this  is  to  em- 
phasize the  danger  in  overly  vigorous  treat- 
ment by  irradiation.  Many  in  the  past, 
especially  when  the  lesion  has  been  mis- 
diagnosed, have  gone  on  with  much  more 
radical  treatment  than  is  justified.  There 
is  much  difference,  once  one  is  aware  of  it, 
in  the  microscopic  appearance  of  this  lesion 
and  that  of  an  atypical  giant  cell  tumor. 
There  should  certainly  be  a vast  difference 
in  the  appearance  of  an  aneurysmal  bone 
cyst  and  that  of  osteogenic  sarcoma.  I be- 
lieve that  this  lesion  is  misdiagnosed  less 
often  than  formerly.  I should  like  to  call 
attention  to  a recent  article  in  the  J.A.M.A. 
(March,  1957),  volume  163.  page  915.  Here 
7 cases  with  vertebral  lesions  are  reviewed, 
most  of  which  were  not  correctly  diagnosed 
radiologically.  Six  of  these  were  also  in- 
correctly designated  “atypical  giant  cell 
tumor”  on  microscopic  examination.  Frank 
Vellios,  in  Indianapolis,  reviewed  the  latter 
and  concluded  that  they  were  actually 
aneurysmal  bone  cysts.  It  is  of  some  in- 
terest that  in  this  series  of  cases  some  pa- 
tients received  two  series  of  roentgen 
therapy  of  1200  and  1600  roentgens,  spaced 
over  one  or  two  months.  The  rate  of  re- 
gression when  the  lesion  is  so  treated  is  not 
constant.  The  authors  of  this  recent  article 
do  not  believe  that  there  have  been  any  ill 
effects  in  this  series.  These  cases  have  been 
followed  up  at  intervals  of  one,  two,  eight, 
eleven,  fourteen,  fifteen,  and  eighteen  years. 

In  considering  the  clinical  features,  it  is 
well  to  bear  in  mind  that  the  prognosis  is 
uniformly  good.  The  lesion  is  not  prone  to 


recur.  It  responds  well  to  curettage,  ex- 
cision or  to  irradiation  judiciously  used. 

I should  like  to  show  briefly  the  micro- 
scopic appearance  of  the  tissue  from  this 
case.  Are  there  first  any  questions? 

LOCAL  M.D.:  What  is  the  real  cause  of 
this  condition? 

DR.  PRIETO:  Nobody  knows.  It  may 
actually  be  myositis  ossificans,  but  there  is 
not  conclusive  evidence  that  it  is  only  meta- 
plastic ossification  in  a pre-existing  lesion. 
There  is  some  evidence  that  increased  ve- 
nous pressure  is  concerned,  though  throm- 
bosis is  not  observed  in  the  vascular 
channels  of  the  actual  lesion.  Possibly 
thrombosis  is  involved,  but  at  some  distance 
from  the  area  of  disease  which  is  investi- 
gated. Arteriovenous  aneurysm  has  been 
implicated,  but  not  demonstrated.  There 
is,  again,  some  reason  for  believing  that 
there  is  increased  venous  pressure  within 
the  actual  lesion  and  that  there  is  circula- 
tion in  the  vascular  channels,  however  slug- 
gish. One  would  otherwise  expect  to  see 
thrombosis  much  more  frequently. 

This  is  one  of  the  soft  tissue  fragments. 
In  this  field  there  are  several  deposits  of 
calcium.  Here  is  a very  small  islet  of  os- 
teoid tissue  in  a dense  collagenous  tissue 
septum  between  channels.  Cells  at  this 
point  are  probably  an  accumulation  of  os- 
teoblasts. In  another  area  deposits  of  hemo- 
siderin are  prominent. 

DR.  TRIBBY:  Are  some  of  the  spaces  in 
this  field  large  pools  of  blood? 

DR.  PRIETO:  Several  channels  are  pres- 
ent in  this  field,  but  they  appear  for  the 
most  part  collapsed;  the  dense  connective 
tissue  septa  between  them  are  more  con- 
spicuous. 

DR.  TRIBBY:  Dr.  Hawkes  had  done  a 
good  job  on  this. 

DR.  PRIETO:  Dr.  Hawkes  did  an  excel- 
lent job.  One  thing  which  has  impressed 
me  in  the  literature  on  this  condition  is  the 
fact  that  when  such  a lesion  is  present  in 
the  long  bone  the  appearance  on  X-ray  is 
likely  to  be  characteristic.  This  is  an  ex- 
pansile lesion  which  destroys  the  cortex  of 
the  bone;  periosteal  new  bone  is  laid  down 
and  forms  a thin  rim  which  contains  or 
demarcates  the  cystic  structure — it  is  some- 
what like  a capsule.  As  might  be  expected 
the  appearance  in  vertebrae  is  not  so  char- 
acteristic. 
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Conference  of  State  and  County 
Medical  Society  Officers 

Sponsored  by 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 
February  25,  1958 

J 7 

Commodore  Room — Andrew  |ackson  Hotel — Nashville 
Morning  Program — 10  A.  M. 


Presiding:  Dr.  J.  Paul  Baird,  Dversburg,  President,  TSMA 
“Doctors  and  Politics  in  an  Election  Year” 

Dr.  Thomas  H.  Alphin,  Washington,  Director  Wash- 
ington office,  American  Medical  Association 

“Public  Grievance  Committees — Grievance  Committee 
Procedure” 

Dr.  Thomas  F.  Frist,  Nashville,  Specialist,  Internal 
Medicine 

"Legal  Pitfalls  in  Medicine — Malpractice — How  to  Avoid 
Them” 

Mr.  Dan  E.  McGugin,  Jr.,  Nashville,  Attorney 

Round  Table  Discussion 

Dr.  Alphin,  Dr.  Frist  and  Mr.  McGugin 

Luncheon,  12:15  P.M. 

Afternoon  Program,  1:15  P.M. 

Presiding:  Dr.  James  C.  Gardner,  Nashville,  President 
Elect,  TSMA 

“The  Goose  Hangs  High” 

Mr.  Leo  E.  Brown,  Chicago,  Director  of  Public  Rela- 
tions, American  Medical  Association 

“Teamwork  Between  the  County  Medical  Society  and 
the  Press” 

Mr.  Loye  W.  Miller,  Knoxville,  Editor,  The  Knoxville 
News-Sentinel 


Dr.  Hopkins 


“Current  Trends  and  What  to  Expect  in  Health  Insurance" 

Dr.  Percy  E.  Hopkins,  Chicago,  Chairman,  Committee 
on  Prepayment  Medical  and  Hospital  Service,  Ameri- 
can Medical  Association 

"Comments  on  Experiences  with  the  Medicare  Program" 

Colonel  Earl  C.  Lowry,  Washington,  Assistant  Execu- 
tive Director  for  Dependents  Medical  Care,  Depart- 
ment of  Defense. 

Round  Table  Discussion 

Mr.  Brown,  Mr.  Miller,  Dr.  Hopkins  and  Colonel 
Lowry 
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At  a meeting  of  the 
Chattanooga  and 
Hamilton  County 
Medical  Society  in 
September,  I called 
attention  to  the  fact 
that  another  piece  of 
legislation  calling  for 
‘Federalized  Medical 
Services”  had  been 
dropped  into  the  leg- 
islative hopper,  for  consideration  by  proper 
committee  and  eventually  carrying  with  it 
the  fond  hope  of  its  author,  sponsors,  and 
backers,  that  it  would  receive  favorable 
legislative  action  by  the  Congress. 

I choose  to  call  this  proposed  legislation 
“Federalized  Medical  Services,”  such  a con- 
clusion being  apparent  at  once  to  anyone 
who  reads  one  or  two  of  its  major  pro- 
visions. It  is  called  by  its  author,  Forand 
(D),  R.  I.,  Social  Security  Amendments  of 
1958,  and  has  been  given  the  number  H.  R. 
9467.  Its  purpose  and  thought,  to  amend 
the  Social  Security  Act,  to  increase  bene- 
fits under  the  OASI  program  and  to  pro- 
vide insurance  against  hospital  and  surgical 
services  for  persons  eligible  for  retirement, 
is  as  high  sounding,  well  meaning  and  hu- 
manitarian as  all  other  previous  legislative 
proposals  have  been  since  the  advent  of  the 
Wagner-Murray-Dingle  Bill  of  the  late  30’s, 
and  all  of  its  modifications  since. 

So  once  again  we  find  ourselves  in  the 
situation  of  having  to  close  our  ranks  and 
begin  anew  to  organize  opposition  through 
the  A.  M.  A.  and  our  State  and  Component 
Societies  to  fight  legislative  efforts  sponsor- 
ing H.  R.  9467.  The  fact  that  it  has  the  en- 
dorsement of  the  AFL-CIO  as  being  neces- 
sary, sound,  and  enlightened  should  serve 
as  an  indication  that  the  supporters  of  this 
particular  legislation  are  not  few  in  num- 
ber and  not  without  influence. 


It  is  difficult  at  times  to  understand  the 
thinking  that  brings  out  requests  for  such 
legislation.  One  would  naturally  suppose 
that  it  would  be  desirable  to  rectify  many 
of  the  faults  and  inequities  of  the  Social  Se- 
curity Act  before  adding  to  it  all  the  prob- 
lems involved  in  hospital  care,  surgical  fees 
and  nursing  homes  in  a comprehensive  and 
compulsary  Federal  Medical  Care  plan.  Ap- 
parently the  proponents  of  the  plan  are  not 
deterred  one  bit  in  their  free  wheeling,  un- 
inhibited philanthropic  ideas  to  “do  good” 
with  Federal  Funds. 

I am  sure  by  now  that  every  physician  in 
this  State  has  been  sufficiently  informed  of 
the  provisions  of  this  bill  to  draw  his  own 
conclusions  as  to  the  broad  effects  in  the 
socio-economic  pattern  of  our  lives  as  well 
as  some  of  the  impracticalities  and  inequities 
in  bureaucratic  attempt  to  administer  it. 
The  fact  that  this  bill  is  so  radical  as  to 
make  its  passage  almost  impossible  should 
not  cause  us  to  remain  apathetic  and  aloof. 
Many  regard  it  as  a trial  effort  to  test  public 
reaction  in  the  hope  that  one  or  two  of  its 
provisions  may  be  eased  through  our  Con- 
gress as  a compromise  measure.  If  this  be 
the  subtle  strategy,  then  it  behooves  every 
physician  to  write  his  Congressman  and 
Senator  and  state  his  convictions.  This  is 
extremely  important  at  this  time  since  the 
Tennessee  State  Medical  Association  has  not 
had  time  and  opportunity  to  express  its  of- 
ficial opposition  to  the  Forand  Bill  through 
its  House  of  Delegates.  However,  the  Board 
of  Trustees  has  acted,  placing  TSMA 
squarely  in  opposition  to  H.  R.  9467.  Take 
the  time  to  write  your  representatives  and 
express  your  views. 


J.  Paul  Baird 
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EDITORIAL 


RUBELLA  AND  PREGNANCY 

In  1941,  Gregg1  reported  a series  of  preg- 
nant women  who  suffered  an  attack  of  ger- 
man measles  (Rubella)  during  the  first 
trimester  of  pregnancy,  whose  offsprings  at 
birth  were  found  in  many  instances  to  have 
congenital  anomalies,  particularly  cataracts 
and  cardiac  defects.  Among  a group  of  78 
patients,  cataracts  were  present  in  all  and 
44  of  the  group  had  congenital  heart  disease. 

In  1945,  Conte,  McCammon  and  Christie- 
reviewed  the  pertinent  literature  and  re- 
ported a total  of  136  congenital  anomalies 
in  which  a definite  history  of  a viral  infec- 
tion during  pregnancy  was  obtained;  134 
cases  of  rubella,  and  one  each  of  mumps  and 
influenza. 

Since  these  reports  have  appeared,  the 
opinion  has  existed  that  if  german  measles 
occurs  in  a pregnant  woman  during  the  first 
trimester  of  pregnancy  the  chances  of  seri- 
ous congenital  defects  are  so  probable  that 


the  pregnancy  should  be  interrupted.  Fur- 
thermore, it  has  been  advised,  that  young 
girls  be  encouraged  to  expose  themselves  to 
german  measles. 

In  a recent  report1  the  incidence  of  mal- 
formations among  the  live-born  babies  of 
women  having  had  rubella  during  the  first 
trimester  of  pregnancy  was  9.7  per  cent.  In 
a control  study  also  in  New  York  City  the 
group  which  did  not  have  rubella  during 
pregnancy,  had  a 7 per  cent  incidence  of 
congenital  malformations.  The  conclusion 
reached  was  that  the  previously  reported 
excessive  incidence  of  congenital  defects  in 
the  off-spring  of  mothers  suffering  rubella 
during  the  first  trimester  of  pregnancy  was 
fantastically  high  because  of  inaccurate  di- 
agnoses and  failure  to  properly  evaluate  all 
the  available  off-spring. 

As  one  reviews  these  reports  there  is  in- 
deed hesitancy  in  recommending  thera- 
peutic abortion  as  a routine  procedure  in 
the  management  of  pregnancy  complicated 
during  the  first  trimester  by  rubella  in  the 
mother.  However,  Horace  Greeley’s  advice 
to  young  men,  can  properly  be  paraphrased 
to  young  women,  go  get  the  measles. 

A.  W. 
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★ 

CONFERENCE  FOR  COUNTY 
MEDICAL  OFFICERS 

Somewhat  over  a year  ago  our  Executive 
Secretary  and  Public  Service  Director  tried 
an  innovation  which  turned  out  so  success- 
fully that  we  predicted  its  repetition.  The 
time  is  close  at  hand  for  another  Conference 
of  Officers  of  the  several  county  medical 
societies  and  of  the  State  Association  to  be 
held  in  Nashville  on  February  23. 

There  are  a number  of  very  good  reasons 
for  such  a Conference.  Years  ago  when  the 
activities  of  the  county  society  consisted  in 
the  main  of  promoting  scientific  programs, 
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each  society  was  in  a measure  a self- 
sufficient  organization,  having  little  need 
for  intercourse  with  other  societies  or  the 
State  Association.  After  representatives  to 
the  House  of  Delegates  had  been  elected 
and  certified,  and  after  the  annual  dues  had 
been  sent  to  the  office  of  the  State  Associa- 
tion, little  more  communication  was  needed. 

The  past  decade  especially  has  changed 
this  picture  remarkably.  Organized  medicine 
has  developed  other  important  roles  in  ad- 
dition to  the  maintenance  of  professional 
competence  and  the  supplying  of  medical 
care  to  our  people.  It  has  had  forced  upon 
it  other  activities  than  these  fundamental 
ones.  Often  unwillingly  medicine  has  had 
to  pick  up  the  gauntlet  to  oppose  or  to  direct 
legislation  and  other  matters  of  public  pol- 
icy not  merely  for  its  own  survival,  inde- 
pendence and  self  respect,  but  in  the  main 
for  the  protection  of  the  public  itself — a 
public  often  myopic  in  the  attitudes  forced 
upon  it  by  sentimental  idealists  and  dema- 
gogues. 

In  meeting  this  challenge  organized  medi- 
cine has  been  forced  into  presenting  a 
united  front  in  educating  the  public  as  to 
its  viewpoints,  activities  and  philosophies 
as  well  as  to  act  in  concert  politically.  Unity 
of  action  demands  satisfactory  communica- 
tion between  the  units  of  an  organization. 
This  has  developed  quite  well  on  a national 
base  through  the  relationship  of  the  state 
associations  to  the  American  Medical  As- 
sociation. 

The  Conference  of  officers  of  the  county 
medical  societies  and  the  State  Association 
plays  a comparable  role.  It  provides  the 
means  for  continuity  of  communication  be- 
tween the  practicing  physician  and  his  af- 
filiations through  county,  state  and  national 
organizations.  Here  is  a means  for  the  of- 
ficers of  the  county  society  and  committee 
chairmen  to  carry  back  to  their  groups  ideas 
from  the  whole,  and  an  awareness  of  the 
multiplicity  of  the  problems  and  activities 
of  organized  medicine. 

Again,  as  at  the  first  Conference,  an  in- 
teresting program  has  been  planned  for 
February  23,  with  speakers  not  only  from 
Tennessee,  but  also  from  the  American 
Medical  Association.  If  at  all  possible,  it 
is  the  duty  of  every  officer  of  the  county 


medical  societies  to  attend  this  Conference 
to  learn  more  concerning  the  relationship 
of  his  society  to  the  whole  of  organized 
medicine,  and  to  recognize  his  role  here  as 
well  as  in  the  area  of  increasing  good  medi- 
cal care  for  the  public. 


An  old  adage  says,  “there  is  more  than 
one  way  to  skin  a cat.”  One  might  para- 
phrase and  say  there  is  more  than  one  way 
to  establish  compulsory  health  insurance. 
Once  there  was  a Murray-Wagner-Dingell 
Bill, — a bill  to  provide  compulsory  health  in- 
surance. It  was  defeated!  Then  there  was 
a man  named  Oscar  Ewing  who  wished  the 
Federal  government  to  play  a large  part  in 
the  care  of  sick  folk.  But  he  did  not  stay  in 
office  long  enough  to  have  his  way. 

Last  August,  a gentleman,  Mr.  Forand  by 
name,  Democratic  Congressman  from  Rhode 
Island,  introduced  a bill,  H.  R.  9467,  to  be 
known  as  the  “Social  Security  Amendments 
of  1958.” 

Among  other  things  this  bill  woidd  pay 
the  cost  of  hospitalization  for  60  days  in  any 
year  (semiprivate  accommodations)  and 
care  in  a nursing  home  up  to  a combined 
total  of  120  days.  In  addition,  H.  R.  9467 
would  also  pay  for  necessary  surgical  care, 
though  elective  surgery  is  not  included. 

And  who  would  benefit  by  this  munifi- 
cence? Anyone  who  is  eligible  to  receive 
benefits  under  the  provisions  of  the  Social 
Security  Act,  including  both  the  retired 
workers  and  any  of  their  beneficiaries  and 
survivors.  (It  does  not  apply  to  those  en- 
titled to  disability  benefits.)  These  medical 
benefits  would  be  over  and  above  the  re- 
tirement or  survivor  payments  already  pro- 
vided. Thus,  in  addition  to  hospitalization 
and/or  nursing  home  care  a worker  would 
receive  $151.80  per  month  of  retirement  pay. 

Under  the  provisions  of  the  bill  hospital 
care  would  be  received  only  in  those  hos- 
pitals which  had  entered  into  a contract 
with  the  government.  The  acceptable  nurs- 
ing homes  are  also  defined.  (Hospitals  for 
tuberculosis  and  mental  care  are  not  in- 
cluded.) H.  R.  9467  assures  that  the  patient 
will  have  free  choice  of  a surgeon,  though 
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he  must  be  a diplomate  of  the  American 
Board  of  Surgery  or  a member  of  the  Amer- 
ican College  of  Surgeons.  In  an  emergency 
a surgeon  not  so  qualified  may  act  and  be 
paid  by  Uncle  Sam. 

Forand  estimates  that  about  13  million 
persons  would  profit  by  these  medical 
benefits  at  a cost  of  2 billion  dollars  per  year. 
To  raise  this  small  sum  of  needed  ready 
cash  H.  R.  9467  would  raise  the  tax  base 
from  $4,200  to  $6,000. 

The  secretary  of  Health,  Education  and 
Welfare  would  make  the  contracts  with  hos- 
pitals and  nursing  homes.  He  will  prescribe 
the  surgeon’s  fees.  The  bill  also  provides 
for  the  Federal  use  of  nonprofit  organiza- 
tions to  act  as  a fiscal  agent,  (much  as  Blue 
Cross  and  Blue  Shield  act  for  Medicare.) 

No  one  is  as  acutely  aware  of  the  needs 
of  the  oldster  in  terms  of  medical  care  as 
are  the  members  of  the  medical  profession. 
Every  day  they  must  deal  with  this  prob- 
lem. Nor  is  any  group  collectively  more  in- 
terested in  offering  aid  to  the  needy  than 
the  doctors  of  Tennessee  as  demonstrated  in 
their  State’s  act  for  hospitalization  of  the 
indigent.  The  medical  profession  accepted, 
though  with  some  misgivings  for  obvious 
reasons,  the  principle  of  the  use  of  Federal 
matching  funds  for  the  hospitalization  and 
care  of  the  sick  who  receive  disability  bene- 
fits under  the  several  welfare  acts  now  be- 
ing implemented  in  this  fashion. 

But  the  proposed  H.  R.  9467  is  plain  un- 
adulterated compulsory  health  insurance 
for  persons  of  certain  ages  without  any 
thought  of  indigency  or  ability  to  pay.  Each 
of  us  know  among  our  friends  and  relatives 
well-to-do  persons  who,  now  retired  from  a 
business  career  in  which  Social  Security 
payments  were  made,  are  receiving  their 
monthly  government  check,  and  are  actu- 
ally living  on  an  income  from  investments 
and  securities.  They,  as  well  as  those  who 
have  not  applied  for  benefits  because  they 
have  preferred  to  continue  to  work,  will  be 
eligible  to  receive  these  medical  benefits. 
Medical  indigency  does  not  come  into  con- 
sideration. This  is  compulsory  health  in- 
surance for  a selected  group — nothing  else, 
and  as  such  is  dangerous  legislation. 

The  American  Hospital  Association  com- 
ments: “Eligibility  of  aged  beneficiaries  is 


based  on  attainment  of  prescribed  ages  with- 
out regard  to  their  employment  status  (or 
other  income — Editor)  and  thus  invites  a 
progressive  reduction  of  these  age  levels 
with  the  ultimate  possibility  of  a total  pro- 
gram of  government-financed  hospital  care.” 

If  this  bill  passes,  another  13  million  will 
snuggle  under  the  governmental  umbrella 
of  medical  care  already  sheltering  Medicare, 
and  the  veteran  (with  a wink  at  eligibility 
to  pay).  We  have  always  maintained  that 
economical  and  necessary  care  of  the  med- 
ically indigent  is  the  duty  of  the  local  com- 
munity. Here  is  knowledge  of  a man’s 
worldly  goods  and  his  needs.  Here  the 
well-to-do  son  or  daughter  have  the  oppor- 
tunity to  fulfill  a filial  duty,  whether  they 
like  it  or  not. 

A bill  such  as  this,  if  passed,  would  con- 
tribute still  more  to  a rottening  social  fabric 
by  permitting  a still  greater  shunning  of 
responsibility  by  family  and  community,  and 
a loss  of  self-respect  and  independence  in 
the  recipient  of  unneeded  tax  gratuities. 
Why  be  industrious;  why  be  economical; 
why  not  spend  every  cent  of  income;  why 
not  contribute  to  inflation?  Uncle  Sam  will 
take  care  of  everything  in  the  end!  His- 
tory teaches  that  from  such  philosophy  has 
come  the  Fall  of  Empires. 

What  will  be  the  fate  of  H.  R.  9467?  Who 
can  foretell?  Mr.  Forand  said  on  the  floor 
of  the  House,  “I  am  grateful  that  President 
George  Meaney  of  the  AFL-CIO  has  en- 
dorsed my  proposed  amendments  as  neces- 
sary, sound  and  enlightened.” 

R.  H.  K. 


Dr.  James  A.  Loveless,  46,  Gallatin,  died  of  a 
heart  attack  on  November  23rd. 

Dr.  Harry  D.  Miller,  Johnson  City,  died  Novem- 
ber 13th  at  his  home  following  a heart  attack. 

Dr.  William  Edwin  Anderson,  83,  Chattanooga, 
died  December  7 at  a local  hospital. 

Dr.  Walter  Reed  Webb,  86,  Maury  County  phy- 
sician, died  at  his  home  in  Hampshire  on  Dec. 
10th. 

Dr.  J.  C.  Walker,  65,  Obion,  died  November  16th 
at  the  Obion  County  General  Hospital.  He  suf- 
fered a heart  attack. 

Dr.  Justin  O.  Adams,  88,  Chattanooga,  died  De- 
cember 5th  at  his  home. 
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PROGRAMS  AND  NEWS  OP 
MEDICAL  SOCIETIES 


Memphis-Shelby  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  on  November  5th  in  the  auditorium 
of  the  Institute  of  Pathology.  The  scientific 
program  consisted  of  the  following.  The 
guest  speaker,  Dr.  Julius  L.  Wilson,  direc- 
tor and  professor  of  medicine  at  the  Henry 
Phipps  Institute  of  the  University  of  Penn- 
sylvania, delivered  the  principal  address. 
Dr.  Wilson  gave  a general  summary  on  Tu- 
berculosis, stressing  particularly  its  control, 
diagnosis  and  modern  treatment. 

The  annual  meeting  of  the  Society  was 
held  on  December  17th  at  the  Memphis 
Country  Club.  The  past  presidents  were 
honored  by  the  Society. 

Knoxville  Academy  of  Medicine 

The  Society  met  for  its  regular  monthly 
meeting  on  December  17th  in  the  Academy 
of  Medicine  building.  The  scientific  pro- 
gram consisted  of  an  interesting  case  report 
presented  by  Dr.  David  H.  Waterman. 
Members  of  the  Society  heard  reports  of 
committees,  and  witnessed  the  installation 
of  officers  for  the  coming  year.  The  high- 
light of  the  meeting  was  the  President’s 
address. 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society’s  November  7th  meeting  was 
held  in  the  Interstate  Building  where  the 
following  scientific  program  was  presented, 
— “Tumors  of  the  Salivery  Glands”  by  Dr. 
David  J.  Stump,  and  “Hiatal  Hernia”  by  Dr. 
L.  Spires  Whitaker.  An  interesting  case 
report  was  given  by  Dr.  E.  Wayne  Gilley. 

On  December  12th,  Dr.  Carl  Hartung  was 
named  President-Elect  of  the  Society,  at  its 
annual  election.  Dr.  Hartung  will  succeed 
to  the  presidency  in  1959.  Dr.  Moore  J. 
Smith  will  succeed  to  the  presidency  for 
1958.  Dr.  Harry  A.  Stone  was  elected 
Secretary-Treasurer. 

Coffee  County  Medical  Society 

Dr.  Hollis  Johnson  of  Nashville  was  the 
speaker  on  November  12th.  The  Society 
met  at  the  Coffee  County  Hospital. 


Members  of  the  Society  were  guests  of 
Dr.  C.  H.  Farrar,  President,  at  the  annual 
Christmas  dinner  at  the  Fifth  Wheel  on  De- 
cember 10th.  All  members  of  the  Society 
were  present. 

Dr.  James  M.  King,  Tullahoma,  was 
elected  President.  Other  officers  named 
were:  Dr.  C.  S.  Young,  Manchester,  Vice- 
president;  Dr.  Edwin  Gray,  Tullahoma, 
secretary-treasurer. 

Washington-Carter-Unicoi  County 
Medical  Society 

Sixty  doctors  from  the  Tri-County  So- 
ciety met  on  November  8th  in  the  Town 
House  Hotel  at  Erwin.  Dr.  J.  R.  Bowman, 
Johnson  City,  spoke  on  “Heart  Surgery.” 
Dr.  H.  L.  Monroe,  Erwin,  president,  pre- 
sided at  the  meeting. 

Robertson  County  Medical  and  Dental 
Society 

The  Society  had  a joint  dinner  meeting 
with  representatives  of  the  State  Health 
Committee  on  November  19th.  Dr.  Roy 
Bolster  and  Dr.  Robert  Matthews  of  the  De- 
partment of  Mental  Health  and  the  State 
Dental  Society  respectively,  were  guests. 

The  Five  County  Medical  Society 

The  Five  County  Medical  Society  met  in 
November  in  Crossville.  An  interesting 
program  was  presented. 
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Medicare  Rejects  A.M.A.  Proposals 
To  Change  Payments  to  Physicians 

The  Medicare  advisory  committee  has 
rejected  two  proposals  by  the  American 
Medical  Association  for  basic  changes  in  ad- 
ministration of  the  program  for  care  of 
servicemen’s  dependents,  Maj.  Gen.  Paul  I. 
Robinson,  executive  director  of  Medicare, 
reports. 

The  A.M.A.  had  urged  that  consideration 
be  given  to  changing  payment  to  physicians 
from  a “full  service”  to  an  “indemnification” 
basis.  Under  the  latter  proposal,  a schedule 
of  fixed  payments  would  be  set  up  for  each 
condition  treated,  leaving  the  physician  free 
to  set  his  own  fee.  If  the  physician’s  fee 
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exceeded  the  fixed  payment,  the  patient 
would  be  expected  to  make  up  the  differ- 
ence. 

The  Medicare  advisory  committee,  said 
General  Robinson,  voted  to  retain  the  “full 
service”  method  of  payment  with  the  pro- 
viso that  the  subject  could  be  reopened  at 
any  time  in  the  future  on  the  basis  of  hard- 
ship complaints  from  physicians.  Under 
the  “full  service”  program,  the  exact 
amount  of  the  physician’s  claim  is  paid. 

The  committee  also  voted  to  continue  the 
present  arrangement  of  following  local  cus- 
tom in  paying  for  services  of  anesthetists, 
pathologists,  and  others  who  may  work  on 
contract  with  hospitals.  The  A.M.A.  had 
requested  that  payments  be  made  directly 
to  such  specialists  in  all  cases. 

Patients  will  continue  to  be  liable  for  the 
first  $25  of  the  hospital  bill  or  for  $1.75  per 
day,  whichever  is  greater.  General  Robin- 
son told  the  committee,  however,  that  his 
office  had  recommended  to  the  Secretary  of 
Defense  that  patients  not  be  required  to  pay 
an  additional  hospital  fee  if  they  are  re- 
hospitalized with  complications  deriving 
from  the  original  illness  within  14  days  fol- 
lowing the  initial  discharge. 

General  Robinson  said  it  was  also  recom- 
mended that  the  Government  bear  90  per 
cent  of  the  difference  in  cost  between  semi- 
private and  private  accommodations  in  hos- 
pitals where  only  private  accommodations 
are  available. 

In  reviewing  progress  of  the  Medicare 
program.  General  Robinson  said  that  262,947 
claims  from  private  physicians  were  paid 
from  inception  of  the  program,  on  December 
7,  1956,  through  October  16,  1957.  These 
claims  represented  an  outlay  of  $18,634,928. 
In  addition,  171,221  hospital  claims  were 
paid,  at  a cost  of  $17,997,675. 

The  advisory  committee  urged  that  a con- 
certed effort  be  made  to  reduce  the  admin- 
istrative cost  of  the  program  and  voted  to 
“scrutinize  closely”  any  case  in  which  the 
administrative  expense  of  processing  the 
claim  was  more  than  $3. 

Physicians  and  Scientists  to  Play  Key  Role 
In  1958  Heart  Fund  Campaign 

Once  again  during  the  Heart  Fund  cam- 
paign throughout  the  month  of  February, 


thousands  of  physicians  and  research  sci- 
entists will  play  key  roles  in  acquainting 
the  public  with  the  facts  concerning  cardio- 
vascular diseases  and  the  Heart  Associa- 
tion’s research,  community  service  and 
education  programs. 

Dr.  Paul  Dudley  White,  Boston,  the  Presi- 
dent’s medical  consultant,  will  serve  as 
Honorary  national  Heart  Fund  Campaign 
Co-Chairman  with  Mrs.  Dwight  D.  Eisen- 
hower. 

The  valuable  role  played  by  physicians  in 
the  campaign  was  pointed  out  at  the  Asso- 
ciation’s Annual  Meeting  and  Scientific  Ses- 
sions in  Chicago  last  October.  Cooperating 
physicians  will  help  inform  the  public  about 
local  Heart  services  by  speaking  at  meetings 
or  taking  part  in  press  conferences  and  ap- 
pearing on  radio  or  television  shows. 

More  than  50  per  cent  of  the  national 
office  campaign  income  is  ear-marked  for 
research  through  grants-in-aid  and  the  sup- 
port of  fellowships.  Scientific  research  will 
also  receive  a substantial  portion  of  the 
funds  retained  by  local  Heart  Associations. 
Since  1948,  when  the  Association  became  a 
national  voluntary  health  agency,  national, 
state  and  local  Heart  Associations  have  al- 
located more  than  $26,041,000  for  research 
support. 
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Changes  in  the  Tennessee  Surgical  Plan — 

Approved  in  Special  Session  of  House 
of  Delegates 

In  a special  meeting  on  December  15th 
of  the  House  of  Delegates  of  the  Tennessee 
State  Medical  Association,  the  Tennessee 
Plan  was  changed  in  considerable  degree. 
A complete  resume  of  the  proceedings  of  the 
House  of  Delegates  will  be  published  in  the 
February  issue  of  the  Journal. 

Briefly,  the  House  approved  the  following 
changes  in  the  plan.  (1)  Patients  holding 
Tennessee  Plan  policies,  even  though  they 
are  within  the  specified  income  limits,  will 
not  be  eligible  for  service  benefits  if  multi- 
ple policies  are  held  by  the  patient.  Doctors 
can  make  their  normal  charges  in  such  in- 
stances. (2)  At  some  place  on  the  claim 
form,  or  on  a form  to  be  attached,  will  be 
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a place  for  the  insured  to  sign  a statement 
to  the  effect  that  the  total  family  income 
does  not  exceed  the  limits  ($4200),  the 
amount  specified  for  total  family  income  in 
the  Tennessee  Plan.  This  measure  is  in- 
tended to  have  the  patient  provide  a signed 
statement  of  his  income  to  further  tighten 
up  on  possibilities  of  misrepresentation  in 
the  total  family  income  of  those  insured. 
(3)  Approved  raising  the  maximum  limit  in 
the  Tennessee  Plan  from  $200  to  a $300 
schedule  of  fees  for  surgery.  This  repre- 
sents an  approximate  15' , increase.  (4) 
The  House  approved  the  addition  of  an  In- 
Hospital  Medical  Care  Supplement  for  pay- 
ment of  medical  care.  The  supplement  will 
be  optional  to  the  patient.  (5)  Another  sup- 
plement which  will  be  optional,  is  a fee 
schedule  covering  payment  for  radiological 
treatment  of  malignant  diseases. 

The  effective  date  of  the  new  plan  will  be 
July  1,  1959.  This  gives  the  insurance  un- 
derwriters ample  time  to  formulate  and 
present  their  policy  forms,  and  to  change 
over  all  existing  policies  in  effect  under  the 
plan.  More  than  one  million  persons  are 
covered  under  the  Tennessee  Plan. 

Medicare 

Medicare  procedures  for  patient  identifi- 
cation tighten  up  on  January  1.  After  that 
date  the  only  acceptable  identification  card 
will  be  Defense  Department  Form  1173. 
The  form  and  serial  numbers  must  be  re- 
corded in  Items  6 and  7 of  the  Medicare 
Claim  Form.  The  only  exceptions  are  emer- 
gencies in  the  case  of  children  under  ten 
where  either  old  identification  or  parents 
cards  may  be  used. 

The  Military’s  medical  care  program  was 
one  year  old  on  December  7th.  To  date, 
according  to  the  Defense  Department,  the 
government  has  paid  more  than  300,000  phy- 
sicians’ bills  amounting  to  $22,000,000  and 
over  200,000  civilian  hospital  bills  totaling 
$21  million.  The  Defense  Department  points 
out  that  a combined  total  of  payments  is 
running  under  the  estimated  $76  million  per 
year  for  the  program,  however,  it  was  stated 
that  a large  backlog  of  claims  exist. 

Administrative  cost,  according  to  the 
Medicare  Office,  has  been  about  30  of  total 
expenditures  which,  a spokesman  said,  was 


about  as  expected.  Almost  40%  of  Medi- 
care patients  have  been  maternity  cases. 
The  Air  Force  leads  the  services  with  41% 
of  eligible  dependents  participating;  the 
Navy  is  next  with  32%,  the  Army  with 
25 , and  the  Public  Health  Service  with 
2 percent. 

Memphis-Shelby  County  Society  to  Seek 
Reasons  for  Car  Accidents 

In  a project  recently  announced,  the 
Memphis-Shelby  County  Medical  Society 
plans  to  begin  an  investigation  of  why  peo- 
ple have  accidents.  Officers  of  the  Society 
state  that  the  project  coidd  be  far-reaching. 
Results  of  the  study  could  easily  produce 
recommendations,  backed  by  a fact-finding 
medical  body,  designed  to  tighten  driver’s 
license  examination  laws. 

A No.  1 objective  of  the  study,  said  Dr. 
Bland  Cannon,  Chairman  of  the  Society’s 
Committee  on  Public  Policy  and  Legislation, 
is  to  see  what  the  medical  profession  can  do 
to  help  prevent  accidents  and  save  lives. 
Dr.  John  D.  Hughes,  the  Society’s  President- 
Elect,  said  the  group’s  entire  membership 
is  “100  per  cent  behind  the  project.” 

Refresher  Course  in  Internal  Medicine 

A two-day  “refresher  course”  for  Tennes- 
see doctors  on  problems  in  Internal  Medi- 
cine was  conducted  on  December  6-7  at  the 
University  of  Tennessee  Memorial  Research 
Center  and  Hospital  at  Knoxville.  The 
symposium  was  the  first  of  its  type  held  in 
Knoxville.  Such  courses  previously  were 
presented  at  the  U-T  Medical  Units  in 
Memphis.  Sponsored  by  the  U-T  Hospital’s 
Department  of  General  Practice,  the  sym- 
posium is  accepted  by  the  American  Acad- 
emy of  General  Practice  for  postgraduate 
credit. 

Co-sponsors  of  the  symposium  were:  The 
Tennessee  Valley  Academy  of  General  Prac- 
tice, the  U-T  Graduate  School,  and  the  U-T 
College  of  Medicine,  through  the  U-T  Di- 
vision of  University  Extension. 

Loans  to  Medical  Students 

A loan  fund  to  help  deserving  medical 
students  from  Davidson  County  complete 
their  education  has  been  established  by  the 
Nashville  Academy  of  Medicine  and  David- 
son County  Medical  Society.  Applications 
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for  such  loans  were  accepted  beginning  De- 
cember 1,  1957.  The  loans  will  be  limited 
to  $1000  a year  which  can  be  lent  either  to 
one  student  or  possibly  be  divided  among 
several,  according  to  need  as  determined  by 
a committee  of  the  Nashville  Academy.  No 
interest  will  be  charged  on  the  loans,  which 
will  be  secured  by  the  students’  personal 
notes;  repayments  will  start  not  more  than 
10  years  after  each  loan  is  made.  An  acad- 
emy spokesman  stated  that  it  was  the  So- 
ciety’s aim  insofar  as  possible  to  see  that  no 
qualified  applicant  from  Davidson  County 
is  unable  to  become  a physician  solely  by 
reason  of  lacking  the  needed  financial  as- 
sistance. 

Chattanooga  Area  Heart  Association 

The  Chattanooga  Area  Heart  Associa- 
tion in  cooperation  with  the  Chattanooga- 
Hamilton  County  Medical  Society  will 
conduct  the  Seventh  Annual  Heart  Sym- 
posium on  January  30,  1958.  Program 

speakers  are:  Dr.  Charles  P.  Bailey,  Profes- 
sor Thoracic  Surgery,  Hahneman  Hospital, 
Philadelphia;  Dr.  William  Dock,  Professor 
of  Medicine,  Medical  University  of  the  State 
of  New  York,  New  York;  and  Dr.  William 
Barry  Wood,  Jr.,  Vice  Chancellor  of  John 
Hopkins  University,  Baltimore. 

intensive  Treatment  Center  Dedicated 

On  December  1st,  at  Bolivar,  the  State  of 
Tennessee  dedicated  its  new  intensive  treat- 
ment building,  a facility  for  rapid  treatment 
and  rehabilitation  in  mental  health.  Speak- 
ers on  the  program  were:  Dr.  Harry  Solo- 
mon of  Boston,  president  of  the  American 
Psychiatric  Association;  C.  J.  Ruilmann, 
M.D.,  Commissioner  of  Mental  Health,  State 
of  Tennessee;  and  Dr.  J.  Paul  Baird,  Dyers- 
burg.  President  of  the  Tennessee  State 
Medical  Association.  The  new  center  can 
accommodate  200  patients,  100  men  and  100 
women,  in  the  ultra-pleasant  quarters  which 
face  on  an  open  court  without  the  usual 
dismal  reminders  of  a mental  institution. 
Dr.  Robert  T.  Hewitt,  chief,  hospital  consul- 
tation service,  National  Institute  of  Mental 
Health,  made  the  dedicatory  address,  prais- 
ing the  new  institution. 

Seminar  on  Isotopes 

A special  seminar  for  pathologists,  on  the 


diagnostic  uses  of  radioisotopes  has  been 
held  at  the  Oak  Ridge  Institute  of  Nuclear 
Studies  Medical  Division.  Co-sponsored  by 
the  ORINS  Medical  Division  and  the  Coun- 
cil on  Radioisotopes  of  the  American  So- 
ciety of  Clinical  Pathologists,  the  course  was 
the  first  of  its  kind  presented  in  the  area. 
Fifteen  pathologists  from  eleven  states  at- 
tended the  first  week  of  the  two-week 
course;  the  second  week  will  be  given  in 
February  1958  for  the  same  nar  dcipants. 

University  of  Tennessee 
College  of  Medicine 

The  Division  of  Chemistry  has  been 
awarded  funds  to  buy  two  complex  scien- 
tific instruments  for  research  projects.  The 
National  Science  Foundation  gave  $14,000 
toward  a double-beam  infra-red  spectro- 
photometer. Another  grant  of  $6,798  was 
made  by  the  National  Cancer  Institute. 

Vanderbilt  University  School  of  Medicine 

A $5,000  grant  has  been  made  by  Wyeth 
Laboratories. 

The  Atomic  Energy  Commission  an- 
nounced recently  that  a $15,000  grant  for 
assistance  in  the  field  of  medicine  had  been 
made  to  Vanderbilt.  The  grant  was  one  of 
eleven  made  to  educational  institutions  to 
equip  laboratories  for  training  in  the  ap- 
plication of  nuclear  technology  to  various 
sciences. 

The  U.  S.  Public  Health  Service  has 
awarded  18  research  grants  totaling  $200,000 
within  the  past  four  months  to  Vanderbilt 
University.  They  were  awarded  to  nine  de- 
partments in  the  medical  school  and  the 
biology  department  of  the  College  of  Arts 
and  Sciences.  Fourteen  of  the  18  grants 
were  concerned  with  basic  research  prob- 
lems, according  to  Dr.  John  B.  Youmans, 
Dean. 

★ 

Approximately  60  physicians  of  the  area 
registered  November  20th  for  the  first  of 
four  postgraduate  seminars  for  practicing 
physicians.  The  seminars  are  designed  to 
aid  doctors  in  keeping  up  with  advances  in 
medical  sciences.  Subjects  covered  included 
uses  of  the  newer  antibiotics,  the  present 
status  of  new  vaccines  including  those  for 


January,  1958 


PERSONAL  NEWS 


39 


flu  and  polio,  and  prevention  of  iron  de- 
ficiency anemia.  Other  one-day  sessions  in 
medicine,  surgery  and  obstetrics-gynecology 
are  scheduled  for  early  1958. 

Tennessee  at  the  Southern  Medical 
Association 

The  fifty-first  Annual  Meeting,  held  in 
Miami  Beach,  November  11-14,  was  the 
largest  in  the  history  of  the  Association. 
There  were  more  than  6,000  registrants  of 
whom  3,229  v.  _.e  physicians — 131  of  them 
from  Tennessee. 

Dr.  Charles  R.  Thomas,  of  Chattanooga, 
retired  as  Councilor  for  Tennessee  after 
serving  a five-year  term,  and  was  succeeded 
by  Dr.  A.  H.  Lancaster,  of  Knoxville,  whose 
term  as  Councilor  will  expire  with  the  1962 
meeting.  General  Officers  of  the  Associa- 
tion from  Tennessee  are  Dr.  R.  L.  Sanders, 
Memphis,  member  of  the  Board  of  Trustees, 
and  Dr.  R.  H.  Kampmeier,  Nashville.  Editor 
of  the  Southern  Medical  Journal. 

Tennessee  has  three  physicians  serving  as 
Section  Officers  this  year:  Dr.  Harwell  Wil- 
son, Memphis,  Chairman  of  the  Section  on 
Surgery;  Dr.  Tim  Manson,  Chattanooga, 
Vice-Chairman  of  the  Section  on  Gastro- 
enterology; and  Dr.  Torsten  Lundstrom, 
Mountain  Home,  Secretary  of  the  Section 
on  Physical  Medicine  and  Rehabilitation. 

Seventeen  physicians  from  Tennessee 
participated  in  the  scientific  programs  of 
various  Sections,  and  four  presented  Sci- 
entific Exhibits.  Successful  Alumni  Dinners 
were  held  during  the  meeting  by  the  Van- 
derbilt University,  School  of  Medicine  and 
the  University  of  Tennessee  College  of 
Medicine. 

The  1958  meeting  will  be  held  in  New 
Orleans,  November  3-6. 


The  American  College  of  Physicians  named  the 
following  Tennessee  doctors  as  fellows  of  the 
College  at  the  November  9-10,  1957,  meeting  of 
the  Board  of  Regents  of  the  College,  in  Phila- 
delphia. They  are:  Dr.  John  S.  Powers,  Jr.,  Kings- 
port: Dr.  Alvin  J.  Cummins  and  Dr.  Arthur  W. 
Julich,  Memphis;  Dr.  M.  J.  Mackinnon,  Mountain 
Home.  The  following  were  named  Associates  of 
the  College:  Dr.  Merrill  F.  Nelson,  Chattanooga; 


Dr.  Fred  D.  Ownby  and  Dr.  John  Thomas,  Nash- 
ville; and  Dr.  Frank  London,  Knoxville. 

Dr.  Clarence  Shaw,  Chattanooga,  spoke  on  the 
subject  "X-Ray  Therapy  in  Selected  Skin  Dis- 
eases” before  the  annual  convention  of  the  Ten- 
nessee Society  of  X-Ray  Technicians. 

Dr.  Raphael  N.  Paul,  Memphis,  has  been  ap- 
pointed Governor  for  Tennessee  in  the  American 
College  of  Cardiology. 

Dr.  James  W.  Limbaugh,  Lewisburg,  has  an- 
nounced the  opening  of  his  office  for  the  practice 
of  medicine.  He  will  be  connected  with  the 
Gordon  Hospital. 

Dr.  Marcus  Stewart,  Memphis,  is  the  new  presi- 
dent of  the  Clinical  Orthopedic  Society.  He  was 
recently  named  at  the  Society’s  meeting  in  Kansas 
City. 

Dr.  Harry  W.  Lawrence,  Jr.,  Chattanooga,  has 
announced  his  association  for  the  practice  of  sur- 
gery, with  Dr.  Cecil  E.  Newell.  Offices  will  be  at 
407  East  Fifth  Street. 

Newly  elected  officials  of  the  Nashville  Academy 
of  Medicine  and  Davidson  County  Medical  So- 
ciety are:  Dr.  Rollin  A.  Daniel,  Jr.,  president- 
elect; Dr.  Thomas  S.  Weaver,  re-elected  secretary- 
treasurer;  Dr.  Robert  Finks  and  Dr.  Joseph  Ivie 
were  elected  to  three  year  terms  on  the  Board  of 
Directors.  Dr.  Wm.  G.  Kennon  will  take  office  as 
president  in  January. 

Dr.  John  H.  SafTold,  Knoxville,  has  been  re- 
elected chief  of  staff  at  the  U-T  Hospital.  The  new 
staff  secretary  is  Dr.  John  Kesterson,  Knoxville. 

1958  Officers  for  the  Sullivan-Johnson  County 
Medical  Society  are:  Dr.  W.  A.  Wiley,  Kingsport, 
president;  Dr.  J.  E.  Phillips,  Bristol,  vice-president; 
and  Dr.  Joseph  Fleming,  Kingsport,  secretary- 
treasurer. 

Dr.  William  H.  Wall,  Jr.,  Clarksville,  announces 
the  opening  of  his  office  for  the  practice  of  med- 
icine in  that  city.  His  practice  will  be  limited  to 
obstetrics  and  gynecology. 

Dr.  Claude  Snoddy,  Chairman  of  the  Coffee 
County  Hospital  Medical  Staff,  was  a recent 
speaker  at  the  graduation  exercises  for  the  prac- 
tical nurses  at  Coffee  County  Hospital. 

Dr.  Amos  Christie,  Nashville,  has  been  chosen  to 
receive  the  John  Phillips  Memorial  award,  to  be 
presented  in  April  at  the  meeting  of  the  American 
College  of  Physicians. 

Dr.  Rufus  Morgan,  Pikeville,  has  been  re- 
elected mayor. 

Dr.  William  K.  Swann,  Knoxville,  is  the  new 
chief  of  staff  of  Children’s  Hospital,  succeeding 
Dr.  Oliver  W.  Hill.  He  will  be  assisted  by  Dr. 
Richard  B.  Willingham,  vice  chief  of  staff.  Dr. 
Clifford  Walton,  Knoxville,  was  named  secretary. 
Other  officers  who  are  chiefs  of  staff  are:  Dr.  C. 
Sanford  Carlson,  orthopedic  surgery;  Dr.  Charles 
R.  Zirkle,  general  surgery;  Dr.  John  F.  Mohr,  in- 
ternal medicine;  Dr.  George  S.  Mahon,  laboratory, 
and  Dr.  Gibbs  M.  Provost,  dentistry. 

Dr.  Homer  Venter,  Jr.,  Chattanooga,  has  been 
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elected  a fellow  of  the  American  Academy  of 
Pediatrics. 

Dr.  T.  J.  Hill,  Jr.,  announces  the  opening  of  his 
office  for  the  practice  of  medicine  in  Rutledge. 
He  will  be  associated  with  Dr.  L.  C.  Bryan. 

Dr.  Richard  L.  DeSaussure,  Jr.,  Memphis,  has 
been  elected  Secretary-Treasurer  of  the  Congress 
of  Neurological  Surgeons  at  the  recent  annual 
meeting  in  Washington. 

Dr.  Edward  M.  Kelman  has  joined  the  Blount 
Memorial  Hospital  laboratory  staff  as  an  associate. 

Dr.  Powell  M.  Trusler,  has  assumed  the  presi- 
dency of  the  Hamblen  County  Medical  Society, 
succeeding  Dr.  James  W.  Richardson.  Other  new 
officers  include:  Dr.  John  11.  Kinser,  vice-president 
and  Dr.  Y.  A.  Jackson,  secretary-treasurer. 

Dr.  Beach  A.  Brooks,  Chattanooga,  is  now  as- 
sociated with  Dr.  J.  Culpepper  Brooks  in  the  prac- 
tice of  medicine  in  the  medical  arts  building.  Dr. 
Brooks  is  an  internist. 

Dr.  Rudolph  M.  Landry,  Chattanooga,  has  been 
named  to  the  advisory  board  of  the  alumni  as- 
sociation of  the  Mayo  Foundation. 

Dr.  Walter  Frank  Sidwell  has  opened  his  of- 
fice for  the  practice  of  medicine  in  Livingston. 

Dr.  Robert  A Knight,  Memphis,  orthopedic  sur- 
geon, was  chosen  president-elect  of  the  American 
Academy  for  Cerebral  Palsy  at  the  recent  meeting 
in  New  Orleans. 

Dr.  C.  D.  Hawkes,  Memphis,  has  been  named 
president  of  the  Southern  Electroencephalography 
Society. 

Dr.  C.  B.  Glim,  Memphis,  recently  addressed  the 
West  Tennessee  Association  of  Medical  Record 
Librarians.  His  subject  was  “Cardiac  Surgery.” 

Dr.  John  I).  Moore,  Knoxville,  has  been  named 
president-elect  of  the  Knoxville  Academy  of  Med- 
icine. Dr.  Oliver  W.  Hill,  Jr.,  Knoxville,  will  as- 
sume the  presidency  for  1958.  Other  officers 
elected  were  Dr.  George  Mahon,  vice-president 
and  Dr.  Ralph  II.  Monger  re-elected  secretary- 
treasurer.  Dr.  Alvin  Weber  was  elected  to  the 
Judicial  Council. 

Dr.  Duane  M.  Carr,  Memphis,  has  been  named 
president-elect  of  the  Baptist  Hospital  Staff.  He 
will  succeed  Dr.  C.  E.  Gillespie. 

Dr.  W.  G.  Rhea,  Paris,  participated  recently  in 
a surgical  section  meeting  of  the  Southern  Med- 
ical Association. 

Dr.  L.  Spires  Whitaker,  Chattanooga,  was  a re- 
cent speaker  at  the  annual  banquet  of  the  Inter- 
denominational Federation  of  Business  Women’s 
Missionary  Circles. 

Dr.  Daugh  W.  Smith,  Nashville,  has  been  named 
President  of  the  Nashville  Surgical  Society. 

Dr.  E.  N.  Stevenson,  Memphis,  is  the  new  presi- 
dent of  the  West  Tennessee  Cancer  Clinic. 

Dr.  J.  K.  Twilla,  Smithville,  announces  the  open- 
ing of  his  office  for  the  practice  of  medicine.  He 
comes  from  Woodbury. 

Dr.  Harold  Feinstein,  Memphis,  has  been  elected 
president  of  the  medical  staff  of  St.  Joseph’s  Hos- 


pital. He  succeeds  Dr.  Win.  T.  Howard.  Other 
new  officers  are:  Dr.  James  F.  Collins,  vice- 
president;  and  Dr.  W.  H.  Gragg,  Jr.,  secretary. 
Dr.  George  Paullus  was  named  chief  of  the  gen- 
eral practice  section.  All  are  from  Memphis. 

Dr.  Wallace  Bigbee  has  joined  the  staff  of  the 
Gibson  County  Health  Department. 

Dr.  John  W.  Ellis,  Jefferson  City,  announces  the 
opening  of  his  office  for  the  practice  of  medicine. 

Dr.  Crawford  W.  Adams,  Nashville,  announces 
the  removal  of  his  office  to  the  Medical  Arts  Build- 
ing, with  practice  limited  to  cardiology  and  vas- 
cular disease. 


Postgraduate  Course  on  Diseases  of  the 
Chest 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  will 
sponsor  the  11th  Annual  Postgraduate  Course  on 
Diseases  of  the  Chest  at  the  Warwick  Hotel,  Phila- 
delphia, March  3-7,  1958.  The  most  recent  ad- 
vances in  the  diagnosis  and  treatment  of  chest 
diseases — medical  and  surgical — will  be  presented. 
The  tuition  fee  is  $75  including  round  table  lunch- 
eons. 

Further  information  may  be  obtained  from  the 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

★ 

The  Fourth  Southern  Postgraduate  Course  on 
Diseases  of  the  Chest  will  be  conducted  at  Grady 
Memorial  Hospital,  Atlanta,  Georgia,  March  10- 
14,  1958.  Tuition  fee  for  this  course  is  $75.00  also 
including  round  table  luncheons. 

Postgraduate  Courses 
Offered  by  University  of  Tennessee 
College  of  Medicine 

The  Postgraduate  Department  will  offer  the  fol- 
lowing courses  during  the  remainder  of  the  fiscal 
year  1957-1958. 

January  17,  18,  1958 — Medical  Technology 
January  20,  24 — Pediatrics 
January  29,  30,  31 — Office  Psychiatry 
February  17,  18 — Crown  and  Bridge  Prosthesis 
February  19,  20,  21 — Advances  in  Hematology 
February  26,  27 — Diagnosis  and  Management — 
Common  Skin  Diseases 
March  12,  13 — Complete  Denture  Prosthesis 
March  19,  20,  21 — Fluid  and  Electrolyte  Therapy 
in  Pediatrics 
March  24,  28 — Radiology 
April  9,  10,  11 — Fractures  and  Dislocations 
May  5,  16 — Clinical  Use  of  Radioisotopes 
Mayl9-23 — Recent  Advances  in  Internal  Medi- 
cine 
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l'OK  RESERVATIONS 

Write  to: 

MOUSING  BUREAU 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 

THREE  DAYS 
OF  GENERAL 

P.  O.  BOX  208 
GATLINBURG,  TENNESSEE 

SCIENTIFIC 

MEETINGS 

MONDAY 

GENERAL  SCIENTIFIC  MEETINGS 

TUESDAY 

MEETINGS  OF  SPECIALTY  SOCIETIES  (Afternoons) 

WEDNESDAY 

TECHNICAL  EXHIBITS 

9:00  a. m. -noon 

HOUSE  OF 

SUNDAY,  APRIL  20  AND  TUESDAY,  APRIL  22 

DELEGATES 

RIVERSIDE  HOTEL 

PRESIDENT'S 

A cocktail  party  will  be  sponsored  by  the  Knoxville 
Academy  of  Medicine  immediately  prior  to  the  Presi- 

BANQUET 

dent’s  banquet.  The  Knoxville  Academy  will  also  be 
hosts  for  a dance  that  will  follow  the  President’s  Night 

MONDAY  NIGHT, 

Program 

APRIL  21 

DR.  KENNETH  McFARLAND — 

PRESIDENTS 

A nationally  recognized  speaker.  Dr.  McFarland  is  edu- 

GUEST  SPEAKER 

cational  director  for  the  American  Trucking  Association, 
and  comes  to  us  through  the  courtesy  of  that  organiza- 
tion. He  will  present  a subject  of  real  interest. 

8:00  a.m.  to  4:30  p.m. 

HEADQUARTERS:  GATLINBURG  CIVIC 

REGISTRATION  DAILY 

AUDITORIUM 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  informa- 
tion and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 


Locations  Wanted 

A 28  year  old  single  physician,  Presbyterian. 
Graduate  of  University  of  Tennessee.  Priority 
IV-A.  Desires  associate  or  assistant  position  in 
general  practice  in  community  of  5,000-50,000. 
Available  immediately.  LW-276 


A 23  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee.  De- 
sires general  practice  in  community  of  2,000- 
10,000  in  middle  or  west  Tennessee.  Available 
April  1,  1958.  LW-277 


A 29  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Desires 
general  practice  in  community  of  6,000-25,000. 
Available  April,  1958.  LW-295 


A 30  year  old  married  physician,  Methodist. 
Graduate  Tulane  University.  Priority  V-A.  De- 
sires general  clinical  or  associate  practice  in  com- 
munity of  5,000-10,000.  Available  July,  1958. 

LW-296 


A 31  year  old  married  physician,  Christian. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Desires  Internal  Medicine  practice  in  community 
of  50,000  in  east  or  middle  Tennessee.  Available 
July,  1958.  LW-297 

♦ 

A 36  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Has  one  year  psychiatric  residency. 
Desires  location  near  or  in  Nashville  in  general 
practice.  Either  permanent  or  temporary. 

LW-298 


A 31  year  old  single  physician,  Roman  Catholic. 
Graduate  of  University  of  Pennsylvania.  Priority 
IV.  Desires  general  practice  with  some  ortho- 
pedics in  group  or  partnership.  Available  im- 
mediately. LW-281 


A 28  year  old  married  physician,  Presbyterian. 
Graduate  of  Tulane  Medical  School.  Now  com- 
pleting service.  Desires  general  practice  in  large 
community  in  clinic  or  industry.  Available  July, 
1958.  LW-299 


A 39  year  old  married  physician,  Baptist.  Grad- 
uate of  Chicago  Medical  School.  Priority  IV. 
Member  South  East  Society  of  Neurology  and 
Psychiatry.  Desires  private,  clinical  or  associate 
practice  in  psychiatry.  Available  July,  1958. 

LW-283 


Physicians  Wanted 


Community  in  mid-central  Tennessee  needs 
physician  to  replace  present  one  who  is  leaving 
to  enter  group  practice.  New  clinic,  equipped  and 
available  at  low  rent.  Good  location.  PW-89 


A 47  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Now  com- 
pleting service.  Desires  associate  or  clinical  gen- 
eral practice.  Would  consider  industrial.  Avail- 
able  immediately.  LW-286 


A 30  year  old  married  physician,  Protestant. 
Graduate  of  University  of  North  Carolina.  Pri- 
ority IV.  Desires  practice  in  Internal  Medicine 
in  community  of  at  least  50,000.  Available  June, 
1958.  LW-287 


A 37  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Desires  general  practice  in  commu- 
nity over  5,000.  Available  immediately.  LW-291 


A 32  year  old  married  physician,  Methodist. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Desires  practice  in  Internal  Medicine  in  commu- 
nity of  20,000  to  150,000.  Available  July,  1958. 

LW-292 


Large  clinic  in  northwestern  Tennessee  has 
opening  for  Pediatrician  with  minimum  of  2 years 
residency  and  1 year  rotating  internship.  Excel- 
’ent  opportunity  in  established  location.  PW-91 


Local  position  for  desirable  young  physician 
with  administrative  ability.  An  opportunity  to  do 
public  relations  with  the  medical  profession  and 
lay  people.  Two-year  tenure  required.  Excellent 
introduction  into  medical  circles.  PW-93 


Large  company  located  in  Nashville  desires  as- 
sistant medical  director  with  experience  in  cardi- 
ology. Company  has  17  bed  hospital  and  fully 
equipped  clinic.  Position  requires  1 year  previous 
experience.  PW-94 


East  Tennessee  community  of  7,000  desires  phy- 
sician to  take  care  of  general  practice  and  OB, 
no  surgery.  Excellent  opportunity  for  physician 
looking  for  desirable  location.  PW-95 


Middle  Tennessee  community  desires  physi- 
cian. No  other  physician  located  there.  Excellent 
size  and  opportunity  in  community  of  rapid 
growth  and  young  families.  PW-100 


A 27  year  old  married  physician,  Presbyterian. 
Graduate  of  University  of  North  Carolina  School 
of  Medicine.  Now  completing  service.  Desires 
location  in  general  practice  in  east  Tennessee 
community.  Available  January,  1958.  LW-294 


Anesthesia  Residency — A p p r o v e d two  year 
training  program,  365  bed  teaching  hospital.  Sal- 
ary plus  maintenance.  Immediate  appointment. 

PW-101 
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Here  is  a paper  which  should  be  read  and  pondered  by  each  physician  who  orders 

or  does  hematologic  studies. 


EXTRAVAGANCE,  WASTE  AND  MISUSE 
OF  Tl  IE  CLINICAL  LABORATORY* 

L.  W.  DIGGS,  M.D.,f  Memphis,  Tenn. 


Laboratories  exist  for  the  sake  of  patients. 
If  unnecessary  tests  are  performed,  if  the 
tests  are  done  by  untrained  personnel  and 
if  poor  methods  and  unstandardized  instru- 
ments are  used,  the  cost  of  medical  care  is 
increased  without  benefit  and  often  with 
harm  to  the  patient.  Failure  to  do  indicated 
laboratory  procedures,  on  the  other  hand, 
may  make  it  impossible  to  establish  an  ac- 
curate diagnosis  and  may  lead  to  ineffective 
treatment  and  needless  expense.  It  is  the 
purpose  of  this  paper  to  discuss  some  of  the 
errors  involved  in  the  ordering,  execution 
and  reporting  of  laboratory  tests  with  par- 
ticular reference  to  hematologic  procedures. 

Routine  Erythrocyte  Counts 

One  of  the  most  common  examples  of 
waste  and  extravagance  in  the  laboratory 
is  the  inclusion  of  the  red  cell  count  along 
with  the  hemoglobin  concentration  in  the 
routine  blood  study  or  “C.B.C.”  There  is 
no  more  reason  for  performing  two  tests  for 
the  detection  of  anemia  at  the  time  of  first 
examination  of  the  patient  than  there  would 
be  to  weight  the  patient  on  two  scales.  The 
erythrocyte  count  is  time  consuming  and  in- 
accurate. In  the  hands  of  the  average  tech- 

*Read in  part  on  the  panel  discussion,  at  the 
meeting  of  the  Tennessee  State  Medical  Associa- 
tion, April  10,  1957,  Nashville,  Tenn. 

fFrom  the  Department  of  Medicine,  University 
of  Tennessee  College  of  Medicine,  and  the  Depart- 
ment of  Medical  Laboratories,  University  of  Ten- 
nessee— City  of  Memphis  Hospitals,  Memphis, 
Tenn. 


nician  working  under  the  conditions  of  a 
busy  laboratory,  the  error  of  this  count  is 
approximately  20  per  cent.  In  the  hands  of 
an  expert  technologist  working  under  ideal 
conditions  with  certified  equipment,  the 
error  is  approximately  10  per  cent. 

The  erythrocyte  count  should  be  elim- 
inated as  a routine  screening  test  and  its 
use  reserved  for  the  determination  of  mean 
corpuscular  values  on  those  patients  who 
have  significant  anemia,  as  detected  by  the 
more  accurate  and  less  expensive  hemato- 
crit or  hemoglobin  estimation. 

Routine  Preoperative  Hemorrhage  Studies 

Another  example  of  laboratory  tests  for 
which  the  patient  is  charged,  but  from 
which  he  receives  practically  no  benefit  or 
protection,  is  the  routine  preoperative  bleed- 
ing time  and  coagulation  time.  Hospitals 
that  require  routine  preoperative  tests  for 
hemorrhagic  disease  force  the  adoption  of 
time-saving  and  inaccurate  methods  which 
frequently  will  reveal  no  abnormality  even 
in  the  presence  of  known  hemorrhagic  dis- 
ease. The  bleeding  time  is  usually  per- 
formed by  puncturing  the  thick,  elastic  and 
self-closing  skin  of  the  finger-tip.  The  co- 
agulation time  is  usually  done  by  squeezing 
a little  blood,  well  mixed  with  tissue  throm- 
boplastin from  the  same  puncture  wound 
and  placing  the  blood  in  capillary  tubes 
which  are  broken  at  intervals  until  the  clot 
is  formed.  Both  procedures  are  usually 
completed  in  5 minutes.  If  the  bleeding 
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time  were  performed  by  the  more  accurate 
Ivy  method,  if  the  coagulation  time  were 
done  by  the  multiple  tube  method  and  if 
the  character  of  the  clot  were  noted,  the 
time  required  would  be  30  or  more  minutes. 
The  average  laboratory  does  not  have  the 
technical  staff  to  perform  hemorrhagic 
studies  by  approved  methods  on  all  surgical 
patients. 

In  the  past,  the  finger-tip  bleeding  time 
and  coagulation  time  afforded  some  degree 
of  medicolegal  protection,  because  they 
were  tests  in  common  usage,  but  today  such 
procedures  would  not  be  accepted.  Unless 
acceptable  methods  are  used,  the  routine 
hemorrhage  studies  should  be  eliminated. 

The  recommended  procedure  for  predict- 
ing the  tendency  to  bleed  at  the  time  of 
operation  would  be  to  inquire  about  easy 
bruising,  spontaneous  bleeding  from  mucous 
surfaces,  hemorrhagic  phenomena  follow- 
ing trauma,  and  abnormal  bleeding  in  other 
members  of  the  family.  A preoperative 
physical  examination  should  also  be  done. 
The  routine  laboratory  tests  indicated  are 
not  the  bleeding  time  and  coagulation  time, 
but  the  hematocrit,  the  white  cell  count  and 
the  examination  of  the  blood  smear,  includ- 
ing the  evaluation  of  the  number  of  throm- 
bocytes. If  there  was  abnormal  bleeding 
from  the  skin  puncture  wound  at  the  time 
of  collecting  blood  for  the  above  procedures, 
this  should  be  recorded,  thus  giving  the 
patient  the  advantage  of  the  bleeding  time 
that  he  now  gets  without  extra  work  and 
without  extra  cost. 

If  there  is  a personal  or  family  history  of 
abnormal  bleeding,  if  the  patient  is  appre- 
hensive about  blood  loss,  if  he  thinks  he  is 
“an  easy  bleeder,”  or  if  there  are  physical 
signs  or  abnormalities  in  the  blood  as  re- 
vealed by  the  screening  laboratory  tests,  a 
hemorrhage  study  should  be  done  using  the 
best  possible  methods.  The  battery  of  tests 
recommended  are  given  in  table  1.  Other 
tests  such  as  serum  prothrombin  activity, 

Table  I 

HEMORRHAGE  STUDY 

Bleeding  time  (Ivy  method) 

Capilla  ry  fragility  (Tourniquet  test) 

Coagulation  time  (4-tube  method) 

Observation  of  clot 
Thrombocyte  count  (slide  method) 

Plasma  prothrombin  activity  (Quick's  method) 


thromboplastin  generation  and  tests  for  anti- 
coagulants are  indicated  in  rare  instances, 
but  these  tests  are  not  practical  in  the  aver- 
age hospital. 

Hemoglobin 

The  estimation  of  hemoglobin  in  many 
laboratories  is  often  faulty  because  the  in- 
struments are  not  standardized.  The  most 
simple  and  readily  available  method  of 
detecting  errors  in  hemoglobin  and  of 
standardizing  the  instrument  is  to  com- 
pare the  hematocrit  readings  of  normal 
individuals  with  the  hemoglobin  value 
from  the  same  individuals.  The  hemo- 
globin expressed  in  grams  per  100  ml. 
should  be  one-third  of  the  volume  of  packed 
red  blood  cells  expressed  in  ml.  per  100  ml. 
Thus,  if  the  hematocrit  value  were  45  ml., 
the  hemoglobin  should  be  15  Gm./lOO  ml., 
if  the  hematocrit  were  42  ml.,  the  hemo- 
globin should  be  14  Gm.,  etc. 

The  hemoglobin  method  recommended 
for  any  laboratory  in  which  sufficient  tests 
are  done  to  employ  a technician  is  the  cyan- 
methemoglobin  photoelectric  method.  The 
principal  advantages  of  the  cyanmethemo- 
globin  method  are  that  the  pigment  is  stable 
and  that  standards  can  now  be  purchased 
commercially.  (Acuglobin,  Ortho  Pharm. 
Corp.)  The  contents  of  one  ampule,  cor- 
responding to  a known  concentration  of 
hemoglobin,  is  placed  in  a standard  tube 
and  the  dial  reading  is  taken.  From  this 
reading,  it  is  simple  to  calculate  how  many 
points  on  the  photoelectric  dial  correspond 
with  one  gram  of  hemoglobin. 

"M.  D.  Anemia'' 

A frequent  error  in  the  practice  of  med- 
icine is  the  diagnosis  of  anemia  and  the  in- 
stitution of  therapy  in  patients  who  do  not 
have  anemia.  Iatrogenic  anemia  (“M.  D. 
anemia”)  is  often  caused  by  too  great  a re- 
liance on  a single  red  cell  count  or  hemo- 
globin estimation,  which  are  subject  to  wide 
errors  in  the  methods  of  collection,  sam- 
pling, instruments  used,  observations,  calcu- 
lations and  reporting.  Treatment  of  anemia 
should  never  be  started  on  the  basis  of  a 
single  determination. 

Physicians  often  fail  to  realize  that  there 
are  biologic  ranges  of  normal  values  for  any 
given  test  and  that  there  are  differences  in 
the  values  for  males  and  females,  and  for 
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adults  and  children.  A hemoglobin  value 
of  12  Gm.  per  100  ml.  and  a red  cell  count 
of  4,000,000  in  a woman  or  child  is  normal. 
Considering  the  possible  technical  errors 
of  methods,  a hemoglobin  value  of  9 Gm. 
and  a red  cell  count  of  3,000,000  is  not  neces- 
sarily abnormal,  unless  confirmed.  It  is 
tempting  for  the  physician,  examining  a 
patient  who  is  tired  or  nervous,  or  “not  feel- 
ing well,”  and  who  has  no  localizing  signs, 
to  start  treatment  for  anemia  or  to  order 
transfusions  because  the  erythrocyte  values 
are  less  than  the  average  values  for  young 
male  athletes.  Often  this  leads  to  long  and 
expensive  therapeutic  measures  which  are 
not  indicated,  do  not  relieve  symptoms  and 
which  may  lead  to  the  development  of  deep- 
seated  psychoses. 

Treatment  for  Pernicious  Anemia  in 
the  Absence  of  Pernicious  Anemia 

Included  among  the  most  serious  wastes 
and  abuses  of  the  laboratory  is  the  diag- 
nosis of  pernicious  anemia  without  adequate 
laboratory  tests  and  the  institution  of 
courses  of  injections  of  B,.,  or  liver  extract 
without  first  establishing  the  diagnosis  of 
pernicious  anemia.  The  majority  of  anemias 
are  either  microcytic  or  normocytic  and  re- 
quire iron  or  the  treatment  of  the  primary 
disease.  In  these  conditions  B,_,  or  its 
equivalent  is  not  indicated  and  is  of  no 
value.  No  patient  should  be  given  B, . un- 
less the  anemia  is  macrocytic.  If  the  pa- 
tient has  pernicious  anemia  he  will  require 
treatment  and  periodic  hematologic  studies 
for  the  rest  of  his  life.  Such  treatment 
should  not  be  started  without  adequate 
studies  which  should  include  in  addition  to 
a complete  history  and  physical  examina- 
tion, the  determination  of  mean  corpuscular 
values,  critical  study  of  the  blood  smear, 
gastric  analysis  after  histamine  stimulation 
and  tests  for  a hemolytic  type  of  jaundice. 
If  the  diagnosis  is  correct  and  treatment  is 
started,  there  should  be  a significant  in- 
crease in  reticulocytes  and  a return  to 
normal  erythrocyte  values  within  4 to  6 
weeks. 

The  majority  of  patients  with  true 
pernicious  anemia  require  no  more  than  one 
parenteral  injection  of  B, . or  its  equivalent 
per  month.  Any  physician  who  gives  B,_, 
every  day  or  every  other  day,  or  once  a 


week  under  the  diagnosis  of  pernicious 
anemia,  or  who  continues  to  give  B, , with 
no  improvement  in  the  anemia  is  guilty  of 
malpractice  or  of  inexcusable  ignorance. 

If  the  patient  has  been  diagnosed  as  hav- 
ing pernicious  anemia  without  adequate  evi- 
dence and  has  already  been  started  on 
parenteral  injections  of  B, , or  its  equivalent, 
the  medication  should  be  discontinued  for 
several  months  and  the  blood  studies  made 
at  intervals  of  one  month  to  prove  or  to  dis- 
prove the  necessity  of  continuing  B,.,  ther- 
apy. The  absorption  and  excretion  of  Co';" 
labeled  B,.,  can  now  be  employed  to  con- 
firm or  to  refute  the  diagnosis  of  pernicious 
anemia  in  patients  whose  diagnosis  is 
masked  by  antipernicious  anemia  drugs. 

Errors  in  Examination  of  the  Blood  Smear 

Many  physicians  are  content  to  receive  a 
report  of  the  blood  smear  in  terms  of  the 
differential  count  of  white  blood  cells,  and 
do  not  require  their  technicians  to  examine 
the  erythrocytes  and  thrombocytes  and  to 
include  a report  of  abnormalities  of  these 
important  elements.  In  the  appraisal  of 
anemia  the  morphology  of  erythrocytes  is 
of  greater  importance  than  the  differential 
count  of  leukocytes.  In  conditions  such  as 
pernicious  anemia,  iron  deficiency  anemias, 
thalassemia,  spherocytosis,  sickle  cell 
anemia,  ovalocytosis,  lead  poisoning  and 
malaria,  the  study  of  the  red  cells  may  re- 
veal abnormalities  of  diagnostic  importance. 

The  examination  of  the  blood  smear 
serves  as  a continual  check  on  the  accuracy 
of  the  red  cell  count,  hemoglobin  estima- 
tion and  hematocrit.  If,  in  typing  the 
anemia,  there  is  an  increase  in  the  mean 
corpuscular  volume  and  the  mean  corpuscu- 
lar hemoglobin,  the  cells  should  appear 
large  and  dark.  If  the  anemia  is  microcytic 
and  hypochromic  the  cells  should  be  small 
and  pale.  One  technician  should  do  the 
hemoglobin,  red  cell  count  and  hematocrit 
on  a given  specimen  and  the  same  tech- 
nician should  also  examine  the  smear.  A 
report  that  lacks  correlation  should  not  be 
recorded. 

Bone  Marrow 

Bone  marrow  examinations  are  of  great 
value  in  the  diagnosis  and  management  of 
numerous  diseases,  but  are  also  subject  to 
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numerous  abuses.  They  are  often  ordered 
on  patients  on  whom  the  diagnoses  are  ob- 
vious by  the  history,  physical  examination 
and  examination  of  the  peripheral  blood,  as 
in  leukemias  with  elevated  cell  counts,  in 
polycythemia,  pernicious  anemia,  hypo- 
chromic microcytic  anemias  and  the  heredi- 
tary hemolytic  anemias.  In  conditions  char- 
acterized by  eosinophilia,  the  bone  marrow 
smears  reveal  eosinophilia,  but  usually  add 
no  new  information.  In  diseases  in  which 
there  is  enlargement  of  the  lymph  nodes, 
with  no  alteration  in  the  peripheral  blood, 
lymph  node  biopsy  and  not  bone  marrow 
examination  is  indicated.  The  major  indi- 
cations for  bone  marrow  examination  are 
conditions  in  which  there  is  unexplained  ab- 
normality in  the  peripheral  blood,  particu- 
larly leukopenia,  anemia  of  a nonregenera- 
tive  type  and  thrombocytopenia.  Other  in- 
dications are  unexplained  splenomegaly 
and  hepatomegaly  and  unexplained  fever. 
Specific  indications  are  the  suspicion  of 
myeloma,  histoplasmosis,  hemochromatosis, 
lipoid  dystrophies  or  myelosis. 

The  performance  of  the  bone  marrow  ex- 
amination after  specific  therapy  has  been 
started  in  patients  is  a common  mistake 
that  physicians  make.  The  bone  marrow  in 
a patient  with  pernicious  anemia  is  less  diag- 
nostic after  a few  hours  of  therapy  or  after 
transfusion.  The  treatment  of  leukemia 
with  Aminopterin  or  6-mercaptopurine  may 
temporarily  make  the  marrow  cytology  es- 
sentially normal. 

One  of  the  most  common  errors  in  bone 
marrow  technics  is  making  smears  which 
are  too  thick  for  critical  appraisal.  The 
physician  who  aspirates  the  marrow  should 
place  a very  small  drop  of  the  fluid  on  a 
slide  and  should  have  the  smears  made  by 
a technician  who  is  skilled  in  this  procedure. 

Consultants  prefer  to  stain  the  smears  sent 
to  them  in  their  own  laboratories,  provided 
the  smears  can  be  delivered  within  a few 
days  after  collection. 

In  the  interpretation  of  marrow  it  is  es- 
sential to  have  a smear  of  the  peripheral 
blood  which  was  made  at  the  same  time  the 
marrow  specimen  was  collected.  Often  the 
differential  count  of  the  peripheral  blood 
is  of  aid  in  interpreting  the  marrow  find- 
ings, particularly  in  a situation  in  which 
there  are  relatively  few  cells  and  the  possi- 


bility of  dilution  with  peripheral  blood.  In 
the  early  stages  of  chronic  leukemia  the 
marrow  findings  may  be  equivocal,  but  in 
conjunction  with  the  peripheral  blood  may 
be  diagnostic. 

The  patient  receives  maximal  benefit  from 
bone  marrow  examination  if  sections  of 
marrow  tissue  are  available.  This  is  par- 
ticularly true  in  disease  such  as  metastatic 
malignancy,  conditions  characterized  by 
tubercules  or  granulomas,  and  in  hypoplastic 
and  myeloproliferative  disease.  Every  time 
the  marrow  is  aspirated,  the  fluid  that  re- 
mains in  the  syringe  should  be  allowed  to 
clot  and  the  button  of  the  clot  should  be 
placed  in  fixative  and  sent,  along  with 
smears  of  marrow  and  peripheral  blood,  to 
the  consultant.  If  marrow  biopsy  is  done, 
the  surgeon  should  first  aspirate  the  mar- 
row and  make  smears  before  opening  the 
marrow  cavity  to  obtain  the  biopsy  speci- 
men. Whether  the  internist  aspirates  mar- 
row or  the  surgeon  performs  a biopsy, 
smears  of  marrow  and  peripheral  blood  and 
tissue  sections  should  be  available  for  in- 
terpretation. 

Essential  Information  for  Consultants 

The  services  of  the  consultant  hematolo- 
gist are  often  seriously  handicapped  be- 
cause the  referring  physician  does  not  pro- 
vide essential  information,  and  sometimes 
does  not  even  identify  the  nature  of  the 
material  sent,  give  the  name  or  age  of  the 
patient,  or  date  of  collection  of  the  speci- 
men. To  send  a bone  marrow  and/or 
peripheral  blood  smear  to  a consultant  with- 
out sending  an  accompanying  summary  of 
the  patient’s  history,  previous  treatment  and 
pertinent  information  regarding  the  physi- 
cal and  laboratory  findings,  reduces  the  con- 
sultant to  the  level  of  a technician  who  is 
forced  to  limit  the  consultation  to  the  re- 
porting of  morphology  and  the  making  of 
anatomic  diagnosis.  There  are  a few  speci- 
mens which  are  sufficiently  abnormal  to  al- 
low a definitive  clinical  diagnosis  on  the 
basis  of  morphology  alone.  Knowledge  of 
the  nature  of  the  problem  will  often  make 
it  possible  for  the  consultant  to  make  valua- 
ble suggestions  concerning  possible  disease, 
treatment  and  additional  indicated  diag- 
nostic procedures.  The  greatest  value  of 
marrow  reports  is  often  the  exclusion  of 
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certain  suspected  conditions  such  as  mye- 
loma, leukemia  or  aplastic  anemia. 

Grouped  Laboratory  Tests 

In  certain  situations  it  is  less  expensive 
and  more  informative  to  perform  batteries 
of  tests  at  the  same  time,  rather  than  to  per- 
form individual  tests  on  different  days.  A 
single  venipuncture  may  suffice  to  do  mul- 
tiple blood  tests  which  are  better  interpreted 
as  a group  and  in  relation  to  each  other 
than  as  isolated  findings.  Suggested  group- 
ing for  hemorrhagic  studies,  anemia  study 
and  hemolytic  studies  are  given  in  tables  1, 
2 and  3. 


Table  2 

ANEMIA  STUDY 

Hematocrit 

Hemoglobin  estimation  Mean  corpuscular  volume 

Erythrocyte  count  Mean  corpuscular  hemo- 

globin 

Reticulocyte  count  Mean  corpuscular  hemo- 
globin concentration 

Leukocyte  count 
Blood  smear 


Table  3 

HEMOLYTIC  STUDY 
Anemia  study  plus: 

Serum  bilirubin,  one-minute  and  total 
Moist  preparation  for  sickling  (sodium  metabi- 
sulfite method) 

Coombs'  test 
Urobilinogen  in  urine 
Hypotonic  fragility  test 

Report  Forms 

One  of  the  defects  in  laboratory  pro- 
cedures is  the  use  of  printed  report  forms 
which  include  too  many  items  and  which  do 
not  allow  sufficient  space  for  recording  un- 
usual observations.  Printed  forms  should 
be  simple  and  should  include  tests  of  a more 
routine  nature,  tests  which  are  most  fre- 
quently repeated  or  tests  in  which  numbers 
or  plus  and  minus  signs  are  adequate.  At 
least  half  of  the  printed  forms  should  be 
left  blank  for  the  recording  of  additional  ob- 
servations. Report  forms  with  small  boxes 
for  numbers  are  not  adequate  for  the  re- 
porting of  an  anemia  or  leukemia  study,  or 


tests  used  in  hemorrhagic  disease.  For  in- 
stance, the  recording  of  the  bleeding  time  in 
terms  of  minutes  only  may  be  incomplete, 
for  there  may  be  recurrence  of  bleeding 
after  cessation,  the  appearance  of  a hema- 
toma under  the  skin,  or  excessive  bleeding 
from  one  puncture  wound  and  a normal 
bleeding  time  from  the  control  puncture 
wound. 


Summary 

The  most  common  errors  in  the  per- 
formance of  laboratory  tests  which  lead  to 
waste  and  extravagance  are  the  inclusion  of 
the  erythrocyte  count  in  the  so-called 
“C.B.C.,”  the  routine  preoperative  hemor- 
rhage studies  and  the  entrusting  of  labora- 
tory tests  to  personnel  who  are  not  properly 
trained  and  supervised. 

Errors  in  the  diagnosis  of  anemia  and 
waste  of  medical  dollars  in  unnecessary 
treatment  are  due  to  too  great  a reliance  on 
single  determination,  failure  to  take  into 
consideration  the  range  of  normal  biologic 
variation  for  males,  females,  adults  and  chil- 
dren, lack  of  standardization  of  hemo- 
globinometers,  and  failure  to  type  the 
anemia  before  institution  of  therapy.  One 
of  the  most  flagrant  forms  of  malpractice  is 
the  diagnosis  and  treatment  of  pernicious 
anemia  in  patients  without  adequate  labora- 
tory evidence.  Long  continuation  of  ther- 
apy of  any  type  which  is  ineffective  is  an- 
other common  error. 

Money  spent  in  bone  marrow  examina- 
tion is  wasted  if  the  procedure  is  performed 
in  patients  who  do  not  need  the  test,  if  the 
smears  are  too  thick  or  improperly  stained, 
if  peripheral  blood  smears  and  tissue  sec- 
tions are  not  available,  and  if  the  consultant 
is  not  furnished  with  essential  facts. 

The  cost  of  certain  tests  can  be  reduced 
and  the  interpretation  made  more  reliable 
when  the  tests  are  done  in  groups  rather 
than  as  single  tests  and  separately. 

Time  and  skill  spent  in  tests  is  often 
wasted  because  of  rigid  and  fixed  printed 
forms  which  do  not  allow  adequate  space 
for  the  recording  of  unusual  and  often  sig- 
nificant findings. 
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The  control  of  the  diabetic  is  of  exceeding  importance  when  measured  in  long-term  health  anti 

freedom  from  the  late  complications. 

MODERN  TREATMENT  OF 
DIABETES  MELLITUS* 


E.  CHARLES  SIENKNECHT,  M.D.,  Knoxville,  Tenn. 


It  is  estimated  that  there  are  approxi- 
mately two  million  diabetics  in  the  United 
States  who  will  live  an  average  of  twenty 
years  each.  This  rather  astounding  figure 
on  the  prevalence  of  the  disease  guarantees 
that  all  of  you  will  find  it  necessary  to  diag- 
nose diabetes  mellitus  and  requires  that  you 
know  the  basic  fundamentals  of  treatment. 
The  scope  of  this  paper  is  to  present  a sum- 
mary of  the  modern  treatment  of  diabetes 
mellitus.  It  is  emphasized  that  the  modern 
treatment  is  not  necessarily  a new  treat- 
ment. I will  present  what  are  considered 
to  be  the  basic  safe  principles  of  treatment 
of  diabetic  patients  today. 

The  fundamental  fact  upon  which  treat- 
ment is  based  is  that  available  insulin  is 
inadequate  to  meet  metabolic  demands  in 
the  diabetic  patient.  The  aim  of  therapy 
should  be  to  provide  health,  happiness  and 
normal  nutrition  on  a regimen  which  keeps 
the  patient  approximately  sugar  free.  This 
should  be  done  by:  (1)  correcting  metabolic 
abnormality  by  the  use  of  diet,  and  insulin, 
(2)  attaining  and  maintaining  ideal  body 
weight,  and  (3)  preventing  complications, 
especially  the  avoidance  of  infections. 

Authorities  differ  on  the  degree  to  which 
the  patient  should  be  kept  sugar  free.  One 
group  believes  in  the  elimination  of  glyco- 
suria as  much  as  possible  with  the  restora- 
tion of  the  blood  sugar  to  normal  levels. 
They  feel  it  is  best  to  prescribe  a very  strict 
regimen;  particularly  since  the  strict  regi- 
men will  normally  vary  a little  and  that 
by  doing  it  in  this  way  excesses  will  be 
avoided.  Another  group  believes  in  a rela- 
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tively  free  diet,  prescribing  enough  insulin 
to  insure  the  metabolism  of  100  to  200  grams 
of  carbohydrate  per  day.  They  feel  this 
is  especially  good  in  children  and  in  patients 
with  cardiovascular  disease.  Although  this 
plan  of  treatment  may  be  necessary  in  a 
few,  it  obviously  does  not  correct  the  me- 
tabolic difficulties  and,  with  the  degree  of 
glycosuria  which  they  allow,  it  increases 
the  prevalence  of  urinary  infections  in  these 
patients.  The  third  group  takes  a middle 
road  between  the  two  above  groups,  ad- 
hering to  the  first  plan  as  much  as  possible 
but  not  being  so  strict  in  their  regimen  as 
the  first  group  is.  Although  this  paper  does 
not  go  into  the  “whys”  and  “wherefores” 
of  the  reasoning  of  these  groups,  I feel  that 
each  diabetic  patient  should  be  controlled 
as  nearly  perfectly  as  possible  in  order  to 
accomplish  the  aims  of  therapy.  Adequate 
control  of  the  diabetic  patient  may  be  said 
to  be  present  if  less  than  10%  of  the  in- 
gested carbohydrate  is  excreted.  It  is  a fact 
that  vascular  complications  occur  earlier  in 
poorly  regulated  diabetics.  Glycosuria  re- 
mains the  best  barometer  of  control  except 
in  advanced  renal  disease.  Although  there 
is  a difference  of  opinion  regarding  carbo- 
hydrate metabolism  in  diabetes,  all  authori- 
ties agree  on  the  importance  of  normal  lipid 
and  cholesterol  metabolism. 

Diet 

Satisfactory  control  of  a diabetic  cannot 
be  established  unless  the  patient  is  on  a 
known  diet.2  This  is  one  constant  which  the 
physician  must  have  in  order  to  properly 
regulate  and  follow  his  diabetic  patient. 
Too  many  physicians  consider  the  diabetic 
diet  to  be  an  obstacle  which  they  are  unable 
to  surmount  and  for  this  reason  they  pay 
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too  little  attention  to  the  diet,  only  telling 
the  patient  not  to  eat  sweets  or  presenting 
a very  inadequate  diet  chart  with  inade- 
quate explanation  to  the  patient.  The  com- 
putation of  a diabetic  diet  is  not  difficult. 
Every  physician  should  be  able  to  do  this 
easily.  One  basic  fact  is  that  this  diet  must 
be  established  according  to  the  ideal  weight 
of  the  patient,  not  the  present  weight,  and 
the  total  calories  in  the  diet  are  based  on 
this.  The  maintenance  diet  of  the  patient 
should  be  based  on  20  to  25  calories  per  kilo- 
gram of  ideal  body  weight.  The  lower  fig- 
ure should  be  used  for  an  obese  individual 
and  the  higher  figure  for  an  individual  of 
normal  weight.  Fifty  to  75'  < should  be 
added  to  this  normal  maintenance  for  the 
thin  individual  for  whom  a weight  gain  is 
desirable  or  for  a patient  doing  manual 
labor.  Obviously,  the  patient’s  course  must 
be  followed  and  the  diet  altered  to  fit  exist- 
ing circumstances  when  an  obvious  initial 
error  has  been  made.  The  protein  content 
of  the  diet  should  be  based  on  the  use  of 
1.0  to  1.5  Gm.  per  kilogram  of  body  weight 
for  adults  and  2 to  3 Gm.  per  kilogram  of 
body  weight  for  children.  The  amount  of 
carbohydrate  varies  markedly  with  different 
authorities  on  the  subject.  Certainly  more 
than  100  Gm.  must  be  metabolized  daily  to 
avoid  ketosis.  One  hundred  seventy-five 
to  250  Gm.  is  adequate  for  most  adults.  A 
good  rule  of  thumb  to  follow  is  that  40% 
of  the  total  dietary  intake  should  be  in  the 
form  of  carbohydrate.  The  amount  of  fat 
in  the  diet  is  the  amount  necessary  to  make 
the  total  calories  after  the  protein  and  car- 
bohydrate quantities  have  been  figured. 
Thus,  in  the  individual  who  is  to  lose 
weight,  the  amount  of  fat  will  be  smaller 
and  in  the  individual  who  is  to  gain  weight 
the  amount  will  be  larger.  The  total  daily 
dietary  intake  can  then  be  divided  into 
feedings  for  the  patient.  I feel  that  it  is 
extremely  important  to  divide  this  in  such 
a way  that  the  patient  can  and  will  eat  the 
diet  as  prescribed.  Many  patients  will  de- 
sire a bedtime  feeding;  others  will  require 
a bedtime  feeding,  according  to  the  type 
and  amount  of  insulin  given.  Although  it 
is  well  to  divide  the  diet  approximately 
evenly  during  the  waking  hours,  it  is  not 
absolutely  necessary.  A more  cooperative 


patient  will  be  the  result  if  a little  time  is 
taken  initially  in  finding  out  when  the  pa- 
tient wants  to  eat,  following  his  previous 
dietary  pattern  as  much  as  possible.  Insu- 
lin administration,  when  necessary,  can  be 
altered  in  such  a way  to  cover  the  variations 
in  dietary  patterns.  The  addition  of  vita- 
min B to  the  diet  is  important,  particularly 
in  patients  on  low  calorie  diets.  There  are 
good  fixed  diets  available  for  the  use  of 
your  diabetic  patients  and  once  you  have 
determined  the  dietary  pattern,  most  cases 
will  fall  into  one  of  the  categories  provided 
in  the  multiple  choice  of  diets  provided  by 
the  American  Diabetic  Association.  I think 
it  is  important  to  simplify  the  diet  for  the 
patient  as  much  as  possible.  If  a diabetic 
diet  sometimes  sounds  very  complicated  to 
us,  think  of  how  it  sounds  to  the  patient 
who  has  no  dietary  knowledge  whatsoever. 
Enthusiasm  of  the  patient  for  the  diet  will 
usually  be  contagious  from  the  physician 
prescribing  the  diet.  There  is  no  physician 
who  is  unable  to  accomplish  this  portion  of 
the  treatment  if  adequate  time  is  taken. 

Insulin 

The  administration  of  insulin  to  the  dia- 
betic patient  for  control  of  his  diabetes  is 
the  culmination  of  one  of  the  great  medical 
discoveries  in  medical  history.  The  patient 
should  be  impressed  with  the  privilege  of 
having  such  a fine  medicine  available,  as 
compared  to  the  days  when  it  was  not  avail- 
able. The  indications  for  the  use  of  insulin 
are  clear-cut:  (1)  failure  to  maintain  a nor- 
mal fasting  blood  sugar  on  diet  alone,  and 
(2)  the  presence  of  ketonuria  or  ketonemia. 
The  following  table  indicates  the  types  and 
time-actions  of  the  available  insulins  today. 

Table  I 


Maximum  Action 
(Hours  after 

Time  of  Insulin  Injection) 

Duration 

(Hours) 

Crystalline  zinc  insulin 

4-6 

6-8 

Globin  insulin 

6-10 

12- 18 

NPH  insulin 

8-12 

18-24 

Protamine  zinc  insulin 

14-20 

24-36 

Insulin  zinc  suspensions: 
Semilente 

4-6 

12-16 

Lente 

10-12 

24 

Ultralente 

16-18 

30-36 

Taken  from:  Harrison, 

T.  R.,  Principles  of  In- 

ternal  Medicine.3 
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It  is  emphasized  that  any  insulin,  how- 
ever, may  vary  in  different  persons  with  its 
rate  of  absorption  and  other  unknown  fac- 
tors. One  may  predict  in  general  the  time 
action  of  this,  but  each  case  must  be  con- 
sidered separately  for  the  fine  regulation 
which  should  be  our  aim  when  insulin  is 
administered.  All  of  you  realize  the  impor- 
tance of  not  giving  injections  at  the  same 
site  day  after  day  and  avoiding  giving  the 
insulin  either  too  superficially  or  too  deeply. 

In  the  individual  requiring  insulin,  there 
are  different  ways  to  establish  the  proper 
insulin  dosage.  First,  one  may  start  with 
an  initial  dosage  of  10  units  of  delayed- 
action  insulin  per  day  and  increase  this  5 
units  per  day  until  adequate  control  is  ob- 
tained. The  second  method  is  to  use  regular 
insulin  only,  giving  one  dose  three  times 
daily  before  meals  until  proper  regulation 
is  obtained  on  this  three-dose  method;  then, 
since  the  longer  acting  insulins  are  more 
economical  than  regular  acting  insulin,  one 
may  take  two-thirds  of  the  total  dosage 
given  for  a full  twenty-four  hour  period  and 
give  this  in  one  injection  of  delayed-action 
insulin  in  the  morning  before  breakfast.  A 
third  method  is  to  estimate  the  output  of 
sugar  in  grams  in  the  urine  per  twenty-four 
hours  and  to  give  one  unit  of  insulin  for 
each  2 Gm.  of  glucose  excreted;  this  is  given 
as  a dose  once  daily.  Initially  urines  should 
be  checked  for  sugar  four  times  daily,  and 
insulins  altered  accordingly  in  an  effort  to 
keep  the  urine  as  sugar  free  as  possible.  If 
a patient  is  to  take  strenuous  exercise  dur- 
ing a given  day,  such  as  the  athlete  during 
a strenuous  contest  or  a manual  laborer  on 
the  day  that  he  works,  he  should  reduce  the 
insulin  for  that  day  or  should  increase  the 
carbohydrate  accordingly. 

Insulin  reactions  constitute  a threat  which 
should  be  foreseen  by  both  physician  and 
patient.  The  patient  should  be  instructed 
in  the  symptoms  and  treatment  of  insulin 
reactions.  In  younger  patients  who  require 
60  or  more  units  of  NPH  or  Globin  insulin 
per  day,  it  has  been  found  that  they  can  be 
better  regulated  by  using  two  injections 
per  day  rather  than  one,  giving  four-fifths 
of  the  total  dose  in  the  morning  before 
breakfast  and  one-fifth  of  the  dose  in  the 
evening  before  dinner.  By  testing  urines 


for  sugar  before  breakfast  and  before  din- 
ner, these  two  doses  may  then  be  altered 
in  such  a way  that  better  control  can  be 
obtained. 

It  is  a very  important  fact  that  physicians 
often  fail  to  start  patients  on  insulin  soon 
enough.  The  taking  of  insulin  by  injection 
seems  to  be  a condition  which  the  patient 
would  like  to  avoid  at  all  costs.  Too  often 
the  physician  is  swayed  by  the  patients’ 
desire  and  will  allow  a patient  to  carry  a 
blood  sugar  much  higher  than  normal,  and 
even  have  glycosuria,  rather  than  begin  the 
use  of  insulin.  It  is  a known  fact  that  high 
blood  sugars  progressively  decrease  the 
ability  of  the  body  to  metabolize  carbohy- 
drate, and  if  the  condition  of  hyperglycemia 
is  allowed  to  go  on  long  enough  the  patient 
is  insured  of  taking  insulin  for  the  rest  of 
his  life.  On  the  other  hand,  if  insulin  is 
started  early  and  the  blood  sugar  brought 
to  normal  and  kept  at  normal  levels,  the 
patients  will  often  regain  their  ability  to 
metabolize  carbohydrate  to  the  point  where 
insulin  may  be  discontinued.  It  is  well  to 
emphasize  this  point  to  the  borderline  pa- 
tient requiring  insulin  so  that  the  proper 
treatment  may  be  started  with  a hope  of 
definite  improvement  rather  than  a fatalis- 
tic viewpoint.  The  only  exception  to  this 
fact  is  in  the  obese  individual  in  whom 
weight  reduction  is  a must  for  proper  con- 
trol. It  has  been  pointed  out  by  Duncan4 
that  losing  weight  in  this  type  of  person  is 
more  difficult  after  insulin  has  been  started 
than  before  it  is  started;  therefore,  if  keton- 
uria  is  not  present,  these  patients  should 
be  reduced  to  their  ideal  weight  if  possible 
prior  to  starting  insulin.  When  the  ideal 
weight  has  been  attained,  it  oftentimes  is 
also  noted  that  insulin  will  not  be  necessary. 
Another  important  point  to  notice  in  re- 
gards to  insulin  administration  is  that  psy- 
chic trauma  increases  insulin  requirements. 

There  are  certain  complications  of  insulin 
therapy  with  which  one  should  be  familiar. 
Local  reactions  at  the  site  of  insulin  injec- 
tions are  usually  reddened  areas  without 
itching.  These  spontaneously  subside  ap- 
parently by  spontaneous  desensitization  and 
present  no  particular  problem.  True  allergy 
to  insulin  is  present  in  some  instances  in 
which  a local  reaction  will  be  present  with 
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itching  of  the  site.  In  these  cases  another 
animal  insulin  should  be  tried  or  Lente  in- 
sulin used.  Insulin  lipodystrophy  occurs 
occasionally;  an  atrophy  of  the  subcutane- 
ous fat  occurring  at  the  site  of  injection  of 
insulin,  pitting  occurring  at  the  sites.  The 
only  treatment  necessary  for  this  is  to  avoid 
these  sites  in  subsequent  administration. 
Insulin  sensitivity  occurs,  particularly  in 
juvenile  diabetics,  and  results  in  quick 
hypoglycemia.  The  cause  for  this  must  be 
recognized  and  appreciated;  an  adequate 
division  of  the  insulin  dose  will  usually  set- 
tle this  problem.  Insulin  resistance  is  said 
to  be  present  if  a patient  needs  more  than 
200  units  of  insulin  per  day.  This  condition 
occurs  primarily  in  the  following  condi- 
tions: acidosis,  shock,  neoplasms,  infections, 
Cushings  syndrome,  acromegaly,  hyperthy- 
roidism and  severe  stress.  Transient  presby- 
opia may  occur  which  is  due  to  a decreased 
elasticity  of  the  lens  following  insulin  ad- 
ministration. This  gradually  subsides  after 
a period  of  two  to  four  weeks,  and  leaves 
no  residual  change.  It  is  only  important 
that  correction  of  this  difficulty  not  be  at- 
tempted by  refraction  for  glasses  during 
this  period  of  time. 

Sulfanylureas 

The  advent  of  the  sulfanylureas  has 
brought  an  entirely  new  approach  in  the 
treatment  of  diabetes  by  an  orally  adminis- 
tered compound  rather  than  by  an  injection 
of  insulin.  The  one  which  you  know  best 
is  tolbutamide,  marketed  as  Orinase.  The 
following  are  a few  proven  facts  about  this 
compound.  (1)  Patients  with  a slight  need 
for  exogenous  insulin,  or  patients  who  pro- 
duce enough  endogenous  insulin  can  be 
controlled  by  the  use  of  this  compound.  (2) 
There  is  no  response  if  the  pancreas  is  ab- 
sent, as  in  alloxan-produced  diabetes,  or  in 
the  juvenile  diabetic.  (3)  The  adrenal  and 
pituitary  systems  are  not  affected.  (4)  The 
mode  of  action  of  this  drug  is  unknown  but 
it  definitely  is  not  like  insulin.  (5)  There 
are  few  toxic  side  effects;  the  ones  which 
occur  are  dermatitis,  leukopenia  and  a de- 
pressed iodine  uptake  by  the  thyroid.  (6) 
This  drug  can  decrease  hyperglycemia  and 
glycosuria  in  75  to  85%  of  the  adult-type 
diabetics.  It  may  be  substituted  for  20  to 
40  units  of  insulin.  One  to  two  grams  per 


day  is  the  usual  dose  for  maintenance.  On 
withdrawal  of  the  drug,  the  effect  persists 
for  days  or  weeks.  The  only  advantage  to 
Orinase  is  that  it  is  given  orally. 

Although  a drug  of  oral  administration 
for  the  control  of  diabetes  is  desirable,  it 
should  not  be  an  unfavorable  compromise 
in  the  control  of  diabetes.  There  are  def- 
inite disadvantages  to  the  use  of  this  drug. 
(1)  It  is  ineffective  in  the  complications  of 
diabetes,  particularly  in  the  presence  of 
trauma,  infections  and  shock.  (2)  It  is  not 
of  benefit  in  juvenile  diabetes.  (3)  It  has 
no  effect  in  the  older  age  group  if  ketonuria 
occurs  when  insulin  is  withdrawn.  (4)  The 
hazards  of  prolonged  therapy  with  this 
drug  have  not  been  evaluated.  Since  it  is 
a sulpha-type  drug,  the  possibility  of  a 
collagen-type  of  disease  must  be  considered 
in  the  long  term  use  of  this  drug.  It  is  ob- 
vious that  the  greatest  field  of  its  usefulness 
is  in  those  patients  who  could  be  controlled 
by  diet  and  weight  loss,  and  who  otherwise 
would  require  no  drug  at  all.  Thus,  its 
largest  use  is  in  the  control  of  obese  dia- 
betic patients  who  do  not,  or  will  not,  re- 
duce. Since  80%  of  diabetic  patients  are 
overweight  at  the  beginning  of  therapy,  this 
obviously  leaves  a large  field  in  which  this 
drug  is  of  potential  use,  and  a supplemen- 
tary agent  would  be  commendable.  How- 
ever, oral  drugs  must  not  encourage  the 
continuance  of  the  obese  state,  and  this 
seems  to  be  exactly  what  is  happening. 
Whatever  advantage  this  drug  has,  it  is  not 
more  effective  than  present  treatment,  and 
it  is  not  a substitute  for  insulin.  If  insulin 
were  not  available,  and  if  insulin  were  not 
the  ideal  physiologic  agent  for  use,  and  if 
overweight  could  not  be  controlled  by  diet, 
then  there  would  be  more  justification  for 
a wider  clinical  adoption  of  this  drug.  Ef- 
fective agents  are  at  hand  for  the  proper 
control  of  diabetes  so  it  is  well  to  proceed 
slowly  in  the  adoption  of  new,  unproven 
therapy.  This  drug  is  still  experimental, 
and  trials  on  the  diabetic  population  are  not 
justified  at  the  present  time.  However,  if 
any  of  you  are  going  to  use  this  drug  on 
your  patients,  I would  strongly  urge  you  to 
use  the  Orinase  response  test  as  a guide  to 
the  patients  who  can  be  shifted  to  this  drug. 
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to  this  test  correlates  well  with  maintenance 
and  that  it  is  a reliable  guide  in  the  selec- 
tion of  patients  to  whom  Orinase  may  be 
given  in  treatment. 

Training  the  Diabetic 

In  treating  the  diabetic  patient  after  a 
proper  diet  has  been  prescribed  and  after 
the  proper  insulin  has  been  chosen  for 
usage,  the  training  of  the  diabetic  patient 
must  be  considered.  The  cooperation  of 
the  patient  is  the  most  important  factor  in 
the  control  of  diabetes.  The  psychologic 
approach  to  the  patient  with  diabetes,  so 
he  will  properly  accept  his  disease  and  co- 
operate in  its  control  is  probably  the  one 
most  important  factor  in  the  treatment  of 
the  diabetic  patient.  This  part  of  the  treat- 
ment is  one  which  the  physician  himself 
must  shoulder  and  for  which  he  must  be 
directly  responsible.  The  patient  should  be 
told  the  nature  of  the  basic  disorders  of 
diabetes  to  give  him  a more  proper  under- 
standing of  his  condition.  He  should  be 
taught  to  test  his  own  urines  and  give  his 
own  insulin.  The  patient  must  know  how 
to  prepare  his  own  diet  and  control  the 
regulation  of  his  diet.  He  must  understand 
the  complications  which  may  arise  and  how 
to  meet  these  complications.  Emotional 
stress  should  be  explained  to  him  and  its 
effect  on  the  blood  sugar  level  and  urine 
sugar  level.  General  hygienic  measures 
are  exceedingly  important,  particularly  in 
regards  to  cleanliness,  oral  hygiene,  and 
care  of  the  feet.  Although  the  above  steps 
in  the  training  of  the  diabetic  patient  are 
more  easily  accomplished  in  a hospital,  they 
obviously  do  not  have  to  be  done  in  a hos- 
pital. 

Complications 

Although  the  discussion  of  treatment  for 
the  complications  of  diabetes  does  not  fall 
within  the  scope  of  this  paper,  nor  within 
the  time  allotted,  there  are  a few  points 
which  I want  to  emphasize.  One  is  that 
tuberculosis  develops  much  more  commonly 
in  the  diabetic  than  in  the  nondiabetic.  For 
this  reason  every  diabetic  should  have  a 
yearly  X-ray  examination  of  his  chest.  An- 
other is  that  gangrenous  changes  in  the  ex- 
tremities of  the  diabetics  is  not  always  due 
to  vascular  causes.  Gangrene  may  also  fol- 


low neuropathic  changes  and  these  must  be 
suspected  if  there  are  bilaterally  symmetri- 
cal gangrenous  areas.  These  cases  of  gan- 
grene due  to  neuropathic  causes  respond 
much  better  to  surgery  than  do  those  due 
to  vascular  causes  and  therefore  it  is  ex- 
tremely important  to  recognize  these.  Fin- 
ally, you  are  all  aware  that  arteriosclerosis 
is  a feared,  yet  common,  complication  in 
diabetics.  It  is  not  known  whether  the 
genesis  of  this  is  due  to  cholesterol  or  high 
molecular  lipids  as  the  most  important  fac- 
tor. However,  it  is  known  that  the  best 
prophylaxis  to  date  for  this  condition  is, 
(1)  a diet  high  in  protein  and  low  in  fat, 
and  (2)  good  diabetic  control. 

In  regard  to  surgery  in  diabetics,  it  is  in- 
teresting that  today  the  mortality  rate  is 
about  the  same  in  diabetics  and  in  non- 
diabetics. The  surgical  risk  of  a diabetic 
patient  is  increased  if  any  of  the  following 
conditions  are  present:  (1)  poor  diabetic 
control,  (2)  obesity,  (3)  arteriosclerosis,  and 
(4)  cardiovascular  disease.  In  preparing 
the  diabetic  patient  for  surgery  and  in  the 
diabetic  treatment  postoperatively,  we  must 
remember  a few  cardinal  facts.  The  first 
is  that  shock  and  trauma,  even  in  the  ab- 
sence of  food  intake,  will  increase  the  in- 
sulin requirement  rather  than  decrease  it, 
at  least  temporarily.  Second,  these  patients 
must  receive  at  least  150  Gm.  of  carbohy- 
drate daily  to  prevent  ketosis.  Third,  in 
order  to  avoid  the  possibility  of  insulin 
shock  during  operation  or  immediately  post- 
operatively, some  increase  in  the  normal 
blood  sugar  level  should  be  allowed,  though 
being  certain  that  the  patient  does  not  de- 
velop ketosis  or  enough  glycosuria  to  pro- 
duce any  degree  of  dehydration.  The  actual 
plan  of  insulin,  glucose  and  electrolyte  ad- 
ministration can  vary  markedly  with  dif- 
ferent physicians  and  different  patients  if 
the  above  rules  are  kept  in  mind. 

In  regards  to  diabetes  in  pregnancy,  it  is 
important  to  note  that  there  is  a very  slight 
increased  risk  for  the  diabetic  mother  to- 
day, although  fetal  mortality  is  still  six 
times  that  in  a nondiabetic.  Toxemia  of 
pregnancy  occurs  in  12  to  15%  of  diabetic 
mothers.  White  has  advocated  the  use  of 
estrogen  and  progestrone  in  those  diabetic 
mothers  with  imbalance  of  normal  sex  hor- 
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mone  and  has  published  reports  of  marked 
decrease  in  the  infant  mortality.  However, 
it  is  important  to  note  that  excellent  dia- 
betic control  was  present  in  all  of  her  cases 
and  an  equal  fetal  survival  has  been  ob- 
tained without  hormones  by  good  diabetic 
control  during  pregnancy.  Early  and  ade- 
quate insulin  therapy  is  important  to  pre- 
vent fetal  pancreatic  damage  and  therefore 
increasing  the  possibility  of  diabetes  in  later 
life.  The  diagnosis  of  true  diabetes  mel- 
litus  in  the  pregnant  diabetic  is  very  im- 
portant, since  a decreased  renal  threshold 
is  not  unusual,  and  glycosuria  here  does  not 
necessarily  imply  diabetes  mellitus.  Re- 
peated fasting  blood  sugars  and  glucose  tol- 
erance tests  will  clarify  this  problem.  In 
addition  to  early  and  adequate  insulin, 
treatment  of  pregnant  diabetics  should  in- 
clude a high  protein  intake  of  at  least  2 Gm. 
per  kilo  per  day,  with  added  calcium,  iodine 
and  iron.  Insulin  should  be  administered 
throughout,  usually  two  injections  of  NPH 
insulin  daily  being  the  most  efficacious. 
With  a low  renal  threshold  to  sugar,  it  may 
be  impossible  to  keep  the  urine  sugar-free. 
However,  one  should  insure  utilization  of 
at  least  200  Gm.  of  carbohydrate  per  day, 
particularly  during  the  first  trimester  of 
pregnancy.  Most  authorities  agree  on  the 
use  of  cesarean  section  at  the  thirty-fifth  to 
thirty-sixth  week. 

Childhood  Diabetes 

Diabetes  in  childhood  presents  a some- 
what different  problem  than  the  treatment 
of  adult  diabetics.  Five  percent  of  all  dia- 
betics fall  into  the  juvenile  diabetic  group. 
This  type  of  diabetes  is  usually  more  severe, 
is  more  rapid  in  onset  and  progress,  and  has 
wider  fluctuation  of  blood  sugar.  The  pa- 
tient is  usually  seen  first  in  acidosis  and 


coma,  and  protein  depletion  is  usually  great. 
Such  patients  may  need  3 Gm.  of  protein 
per  kilogram  of  body  weight  per  day.  It 
is  felt  that  restoration  of  normal  growth 
and  freedom  from  acidosis  is  more  impor- 
tant than  keeping  the  patient  sugar-free.  It 
is  important  to  develop  a healthy  person- 
ality in  the  child,  particularly  in  regards  to 
his  diabetes.  Greater  latitude  in  the  diet 
is  often  of  more  help  here  than  the  chemi- 
cal advantage  of  undue  concern  over  less 
important  matters.  Satisfactory  criteria  of 
management  of  the  juvenile  diabetic  are: 
(1)  to  maintain  an  ideal  weight  and  growth 
rate,  (2)  to  develop  and  maintain  a healthy 
psychologic  development,  (3)  to  avoid  acid- 
osis, coma  and  insulin  reaction,  and  (4)  to 
maintain  normal  cholesterol  and  lipids. 

Summary 

The  present  day  concepts  for  the  treat- 
ment of  diabetic  patients  has  been  dis- 
cussed. Some  aspects  have  been  discussed 
in  much  more  detail  than  others  because 
of  their  importance  and  because  of  cur- 
rently changing  concepts.  I sincerely  hope 
that  this  discussion  will  be  of  some  help  to 
you  in  the  management  of  your  diabetic 
patients. 
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USES  AND  ABUSES  OF  ANTIBIOTICS 
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My  contribution  to  this  panel  on  Anti- 
biotics will  be  to  discuss  several  aspects  of 
the  topic  which  are  especially  pertinent  to 
the  treatment  of  infants  and  young  children. 

When  Should  Antibiotics  Be  Used 
in  Pediatrics? 

In  introducing  our  remarks  on  this  topic, 
it  is  pertinent  to  recall  that  the  occurrence 
of  a certain  number  of  infections  in  infants 
and  children  is  a physiologic  and  even  bene- 
ficial process.  Children  not  only  have  the 
well-known  and  well-recognized  “childhood 
diseases”  including  measles,  mumps  and 
chicken-pox,  they  also  have  many  other  in- 
fections some  of  which  are  clinically  recog- 
nizable while  others  are  subclinical  and 
without  symptoms.  In  this  manner,  they 
gradually  build  up  antibodies  and  achieve 
a state  of  immunity  to  a great  many  micro- 
organisms. 

Whereas  the  average  adult  may  have  only 
one  febrile  illness  every  four  or  five  years 
or  even  less  often,  the  average  infant  and 
young  child  will  have  some  two  to  six  of 
such  illnesses  each  year.  Therefore,  those 
of  us  who  treat  children  are  faced  daily 
with  the  child  who  has  fever.  For  each  of 
these  children  with  fever  we  must  examine 
and  decide  whether  or  not  we  are  to  give 
antibiotic  drugs.  If  antibiotics  were  indi- 
cated in  all  of  these  children,  we  could 
simply  send  them  all  to  the  nearest  drug 
store  where  the  various  drugs  could  be  se- 
lected by  the  patient  according  to  flavor, 
perhaps,  from  dispensing  machines!!  Re- 
grettably, in  many  instances  and  situations, 
either  due  to  a lack  of  interest  of  the  phy- 
sician or  due  to  the  pressure  of  other  prob- 

♦Presented  as  a part  of  a panel  discussion  at 
the  meeting  of  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  Tennessee,  April,  1956. 


lems,  many  patients  get  antibiotics  almost 
according  to  this  scheme  of  things. 

However,  assuming  that  the  physician  has 
the  time,  facilities  and  interest  to  examine 
these  children,  how  does  he  decide  just  who 
gets  an  antibiotic.  In  answer,  there  is  no 
single  hard  and  fast  rule  but  certain  cri- 
teria are  presented  which  we  find  to  be 
helpful. 

1.  History  and  Physical  Examination.  If, 
on  such  examination,  there  is  no  evidence 
of  pneumonia,  bronchitis,  tonsillities,  sinus, 
ear  or  lymphnode  infection,  dysentery,  uri- 
nary tract  infection,  or  meningitis,  we  have 
ruled  out  the  majority  of  the  bacterial  con- 
ditions requiring  antibiotics.  If  on  exami- 
nation, we  can  find  only  “a  little  red  throat,” 
and  the  child  does  not  appear  too  ill,  and 
the  mother  is  intelligent  enough  to  stay  in 
contact  with  us  in  the  event  new  symptoms 
appear,  we  feel  the  child  should  be  treated 
expectantly,  using  appropriate  symptomatic 
medication.  Our  judgment  in  such  matters 
can  be  augmented  and  strengthened  by  the 
following  simple  laboratory  tests. 

(a)  Urinalysis.  Even  one  drop  of  urine 
may  be  squeezed  out  of  a diaper,  or  re- 
covered with  a dropper  from  the  examining 
room  floor,  or  from  the  examining  table 
and  can  be  placed  on  a slide  under  the 
microscope.  In  general,  the  absence  of  pus 
cells  in  this  drop  will  rule  out  a urinary 
infection  when  a more  satisfactory  speci- 
men cannot  be  obtained. 

(b)  The  white  blood  count.  Usually,  if 
the  white  blood  count  is  less  than  10,000 
the  chances  are  that  the  child  has  a viral 
infection  and,  as  such,  will  not  be  benefitted 
by  any  of  the  antibiotic  drugs  now  avail- 
able. Accordingly,  we  can  much  better 
treat  the  child,  even  with  a 104  fever,  with- 
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out  dispensing  or  injecting  antibiotics  if  his 
white  blood  count  is  normal.  (If  a differ- 
ential smear  is  done  and  there  is  a relative 
increase  in  lymphocytes,  the  chances  that  it 
is  a viral  infection  are  further  enhanced.) 

We  make  it  a practice  to  carry  a couple 
of  white  blood  cell  pipettes  with  us  on 
house  calls  with  some  0.1  normal  hydro- 
chloric acid  so  we  can  stick  the  finger  of 
the  child,  taking  the  pipette  back  to  the 
office  where  our  nurse  or  technician  can 
check  the  count  for  us.  Another  advantage 
of  using  this  laboratory  aid,  is  that  the  par- 
ents, knowing  of  this  practice,  will  fre- 
quently bundle  up  their  young  child  and 
bring  him  into  the  office  for  examination 
rather  than  demanding  or  requiring  a house 
call.  We  do  not  object  to  making  house 
calls.  However,  the  diagnosis  in  a child 
with  fever  is  based  on  three  main  types  of 
examination, — the  history,  the  physical  ex- 
amination, and  the  laboratory  examination. 
In  the  home  only  the  first  two  of  these  are 
possible. 

2.  ‘‘What’s  going  around,'’:  Another  factor 
which  helps  us  decide  about  giving  a child 
antibiotic  drugs  is  the  type  of  infection  pre- 
vailing in  the  community.  For  example, 
during  each  of  the  past  four  summers,  we 
have  had  a fairly  large  outbreak  in  our 
community  of  herpangina,  a viral  throat  in- 
fection. This  infection  is  due  to  the  Cox- 
sackie  virus,  type  A.  It  is  characterized  by 
a moderately  high  fever,  and  a vesicular 
eruption  on  the  tonsillar  pillars  and  on  the 
palate.  The  fever  usually  lasts  two  to  three 
days.  The  disease  has  no  significant  com- 
plications and  its  course  is  not  affected  by 
the  antibiotic  drugs.  Thus,  when  we  see  a 
child  with  a beginning  fever  and  a “little 
red  throat,”  and  know  that  this  infection 
is  prevalent  in  our  community,  we  can  much 
more  confidently  give  such  a child  our  fa- 
vorite symptomatic  remedy,  saving  the  anti- 
biotics for  another  day. 

On  the  other  hand  there  are  times  when 
certain  bacterial  infections  which  require 
antibiotic  drugs  become  prevalent.  Such 
a situation  existed  in  our  community  dur- 
ing the  winter  of  1955-56  and  again  in  1956- 
57.  During  these  periods,  we  had  large 
outbreaks  of  group  A,  beta  hemolytic  strep- 
tococcal infections.  The  presence  of  this 


infection  was  suggested  by  the  occurrence 
of  considerable  clinical  scarlet  fever  and 
confirmed  by  obtaining  positive  throat  cul- 
tures for  the  organism  from  a large  number 
of  children.  Consequently,  our  threshold 
of  suspicion  for  this  infection  was  extremely 
high.  Any  child,  especially  in  the  school 
age  group,  who  had  a sore  throat,  was  con- 
sidered to  have  a streptococcal  infection 
until  proven  otherwise.  The  children  with 
this  infection  were  treated  with  adequate 
doses  of  penicillin  for  a minimum  of  ten 
days.  Such  a course  of  treatment  lessens 
the  chances  of  relapse  or  of  the  subsequent 
development  of  acute  nephritis  or  rheu- 
matic fever.  It  also  reduces  the  chances  of 
the  child  becoming  a carrier. 

While  on  the  subject  of  streptococcal  in- 
fections, it  should  be  emphasized  that  any 
child  who  has  had  rheumatic  fever  should 
take  continuous  prophylactic  penicillin  or 
sulfadiazine  for  an  indefinite  number  of 
years.  Many  studies  have  proved  conclu- 
sively that  the  incidence  of  rheumatic  fever 
in  repeated  attacks  and  subsequent  crip- 
pling rheumatic  heart  disease  is  reduced 
to  a fraction  of  what  it  might  be  without 
such  prophylaxis.  The  dosage  usually  rec- 
ommended is  250,000  units  of  almost  any 
type  of  penicillin  by  mouth  once  daily,  or 
0.5  Gm.  of  sulfadiazine  twice  daily;  600,000 
to  1,200,000  units  of  Bicillin  appears  to  work 
just  as  well  when  given  by  injection  every 
two  to  four  weeks.  The  injection  therapy 
has  certain  obvious  drawbacks  but  may  be 
more  feasible  in  children  or  families  who 
have  a hard  time  remembering  to  buy  or 
take  the  oral  medications. 

Special  Problems  in  Pediatrics  Which  Cause 
Failures  of  Antibiotic  Medication 

One  of  the  commonest  problems  my  as- 
sociates and  I see  in  our  clinic,  or  which  any 
pediatrician  or  general  practitioner  sees  in 
his  practice,  is  the  infant  or  young  child 
who  “keeps  a cold.”1  By  cold,  the  mother 
may  mean  a “rattling”  in  the  nose,  “runny” 
nose,  stuffy  nose,  “rattling”  in  the  throat, 
cough  or  even  wheezing.  Although  there 
is  usually  coexisting  infection  and  a differ- 
ential diagnosis  of  this  condition  includes 
many  conditions,  as  is  so  well  described  by 
Glaser,2  allergy  is  the  most  common  under- 
lying cause  of  this  type  of  complaint.  Some 
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of  these  infants  and  children,  regardless  of 
what  is  done,  continue  to  have  trouble. 
However,  a number  of  these  little  patients 
can  be  greatly  benefitted  by  good  allergic 
management.  By  allergic  management,  I 
do  not  mean  to  imply  skin  tests  and  injec- 
tions, although  these  may  have  a place  in 
the  management  of  certain  children.  In 
our  experience,  the  most  important  princi- 
ple in  management  is  the  avoidance  of  the 
things  to  which  the  child  is  most  likely  to 
be  sensitive.  According  to  Buffum,1  in  the 
wheezing  infant  under  one  year,  the  causa- 
tive agent  is  usually  one,  or  a combination 
of  the  following  three  things:  (1)  house 
dust  and  feathers;  (2)  bacterial  infection; 
and  (3)  foods,  especially  cow's  milk  prod- 
ucts. 

The  younger  the  baby  is  the  more  likely 
that  he  may  be  sensitive  to  cow’s  milk,  as 
has  been  so  well  documented  by  Clein'  and 
others.  The  best  way  to  find  out  whether 
or  not  these  babies  are  sensitive  to  milk  is 
to  simply  take  them  off  their  cow’s  milk 
formula  and  use  one  of  the  milk  substitutes 
such  as  Mull-Soy  or  Sobee.  At  the  same 
time,  it  may  be  important  to  get  rid  of  the 
infant’s  (or  of  the  parents’)  feather  pillows, 
teddy  bears,  wool  rugs,  heavy  drapes,  and 
other  dust  catchers  and  to  clean  the  sleep- 
ing room  with  an  oil  rag  and  mop.  When 
these  things  are  done,  in  conjunction  with 
the  use  of  properly  selected  antibiotic  drugs, 
many  smoldering  ear,  sinus,  and  bronchial 
infections  may  be  effectively  cleared  up. 
In  other  more  resistant  cases  it  may,  in 
addition,  be  necessary  to  remove  the  ade- 
noids and  to  give  monthly  injections  of 
gamma  globulin. 

A second  problem  we  see  very  commonly, 
which  is  associated  with  a failure  or  partial 
failure  in  treatment  with  the  antibiotic 
drugs,  is  that  of  middle  ear  conditions.  In 
our  experience  middle  ear  disease  is  the 
most  common  complication  of  respiratory 
infections  in  the  infant  and  young  child. 
While  it  is  true  that  antibiotic  drugs  usually 
bring  the  temperature  to  normal  and  lessen 
the  pain,  in  many  instances  they  do  not 
completely  eradicate  the  infection.  It  is 
imperative  for  the  physician  to  carefully 
follow  the  appearance  of  the  ear  drum  by 
repeated  examinations  until  the  drum  has 


returned  to  normal.  It  is  important  for  the 
antibiotic  drug  to  be  continued  in  full  dos- 
age until  the  infection  is  completely  clear. 
It  is  also  of  utmost  importance  for  the  old 
surgical  principal  of  incision  and  drainage 
to  be  used  where  abcess  formation  occurs, 
or  where  there  is  a residual  sterile  effusion 
remaining  in  the  middle  ear.  Failure  to  re- 
move such  fluids  from  the  middle  ear  may 
lead  to  the  formation  of  adhesions  with  con- 
ductive hearing  loss.  Rutherford’’  and 
others'1  even  feel  that  the  incidence  of  such 
hearing  loss  is  greater  now  than  it  was  prior 
to  the  advent  of  the  antibiotic  drugs  be- 
cause these  drugs  have  a “masking”  effect 
on  the  infection,  relieving  certain  of  the 
symptoms  but  failing  to  eradicate  the  in- 
fection completely. 

Summary 

In  the  summary  of  my  remarks  on  anti- 
biotics in  pediatrics,  1 would  like  to  leave 
the  following  thoughts  with  you. 

1.  Every  child  with  a cold  and  fever  does 
not  need  an  antibiotic  drug.  By  careful 
examination  and  good  clinical  judgment,  se- 
lection of  those  who  actually  need  these 
drugs  can  be  accurately  determined. 

2.  In  the  child  who  “keeps  a cold”  in  spite 
of  antibiotic  therapy,  attention  to  an  under- 
lying respiratory  allergy  is  usually  of  great 
importance. 

3.  Antibiotics  are  not  an  unmixed  bless- 
ing in  managing  ear  problems  of  children. 
When  they  are  used  as  a substitute  for 
myringotomy,  permanent  damage  of  hear- 
ing may  result  even  though  the  infection  is 
cured  or  becomes  quiescent. 
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Schizophrenia 

DR.  G.  H.  AIVAZIAN:  Today  we  shall  dis- 
cuss schizophrenia  with  special  emphasis  on 
treatment.  Although  basic  concepts  of 
etiology  still  lean  heavily  towards  psycho- 
genic factors,  in  therapy  physical  methods 
(electroshock,  insulin-shock  therapy)  and 
drugs  have  been  and  still  are  used  more  ex- 
tensively than  psychotherapy.  The  reasons 
for  this  seemingly  paradoxical  attitude  are 
two-fold,  namely,  the  relative  ease  of  ap- 
plication and  satisfactory  results  as  com- 
pared to  psychotherapy.  The  patient  se- 
lected for  presentation  is  a good  example  in 
this  respect.  She  illustrates  the  importance 
of  emotional  factors  in  predisposition,  in  her 
unsatisfactory  interpersonal  relationship,  as 
well  as,  the  precipitation  of  the  present  ill- 
ness. Therapeutic  response  to  Thorazine,  on 
the  other  hand,  has  so  far  been  remarkable. 

Now,  Miss  Hatfield  will  give  us  a sum- 
mary of  the  social  history. 

MISS  GERTRUDE  HATFIELD  (Psychiatric  So- 
cial Worker):  The  patient,  Mrs.  H.,  is  a 26  year 

old  white  married  woman  who  has  one  child. 
This  information  was  obtained  from  the  patient’s 
second  husband  who  appeared  intelligent  and  re- 
liable. Informant’s  awareness  of  the  patient’s 
illness  began  in  October,  1955.  At  that  time  pa- 
tient began  discussing  her  earlier  life,  emphasiz- 
ing the  hardships  she  had  to  endure  and  the  in- 
ferior feelings  she  has  had  because  of  the  family’s 
poor  financial  status.  She  then  began  to  relate 
current  conversations  and  happenings  with  what 
had  occurred  in  the  past.  She  felt  that  her  neigh- 
bors and  friends  were  observing  her  and  trying  to 
find  some  wrong  for  which  they  could  ridicule  or 
condemn  her.  She  also  felt  that  the  church  mem- 
bers were  sneering  at  her  because  they  considered 
themselves  superior  to  her.  The  patient  refused 
to  leave  the  house  as  she  believed  everyone  had 
turned  against  her.  Even  though  she  was  pro- 
viding excellent  care  for  her  baby,  she  became 
overly  concerned  with  what  others  were  thinking 
of  her  as  a mother.  She  appeared  bewildered,  not 
knowing  whether  or  not  she  was  doing  the  right 
thing  for  her  son.  This  behavior  appeared  im- 
mediately after  patient  received  a letter  from  her 
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older  sister.  In  this  the  sister  threatened  to  re- 
veal to  the  father  that  the  patient  had  lived  with 
a former  husband  for  three  months  prior  to  marry- 
ing him. 

The  patient’s  relationship  with  her  mother  has 
never  been  satisfactory  as  there  was  “some  jeal- 
ously between  the  two.”  The  mother  appeared 
to  be  partial  to  the  patient’s  older  sister  whereas 
the  patient  felt  closer  to  her  father.  The  family 
was  divided  into  two  opposing  camps  and  in  daily 
arguments  patient  tried  to  defend  the  father 
against  mother  and  sister  who  tried  to  “run  him 
down.”  After  the  parents’  divorce  in  1953,  patient 
went  to  live  with  her  father  because  she  felt  it 
was  her  duty  to  stay  with  him  and  comply  with 
whatever  he  wished.  For  the  same  reason,  after 
completing  college,  she  returned  home  and  re- 
luctantly accepted  a teaching  position  to  please 
her  father.  Yet,  the  patient  has  had  mixed  feel- 
ings towards  her  father.  On  the  one  hand  she  was 
very  fond  of  him;  on  the  other  she  was  afraid  of 
him.  She  remembers  many  incidents  when  she 
was  afraid  to  ask  or  to  do  what  she  wanted  be- 
cause, “father  would  punish  me.”  Patient’s  re- 
lationship with  her  older  sister  has  also  been 
ambivalent.  During  her  “teens,”  the  sister  had 
an  illegitimate  baby.  The  patient  was  so  ashamed 
about  this  that  she  consistently  denied  its  occur- 
rence. The  same  situation  reoccurred  when  the 
sister  was  in  college.  The  patient  then  felt  that 
she  was,  “being  eyed  and  talked  about  behind  her 
back.”  In  spite  of  these  negative  feelings  the  pa- 
tient admires  the  sister  for  her  independence  and 
self-reliance. 

Soon  after  the  parents’  divorce,  the  patient  went 
to  live  with  a 40  year  old  man.  They  lived  to- 
gether for  three  months  and  then  were  married. 
A year  later  she  divorced  him  on  grounds  of 
cruelty.  In  June,  1955,  she  married  her  present 
husband.  She  continued  to  teach  until  1956  and 
then  resigned  to  take  a business  course.  After 
completing  it  she  obtained  a job  as  a secretary. 
This  lasted  for  one  month  at  which  time  she  left 
because  she  felt  that  others  in  the  office  were 
against  her.  In  October,  1956,  the  patient  ex- 
pressed the  desire  to  see  a psychiatrist  and  was 
admitted  to  a private  hospital  for  one  week.  She 
was  found  to  be  pregnant  and  returned  home.  A 
baby  boy  was  born  in  June,  1957.  The  husband 
describes  the  present  marriage  as  being  a happy 
one  except  that  a lot  of  tension  and  strain  had 
been  caused  by  his  wife’s  illness.  He  states  that 
he  has  totally  given  into  her  demands  in  an  ef- 
fort to  make  their  lives  run  more  smoothly. 

The  previous  personality  is  described  as  quiet, 
friendly,  and  likeable.  She  never  had  close  friends 
among  her  schoolmates,  neighbors,  or  church  mem- 
bers. The  only  outside  activities  which  she  seemed 
to  enjoy  were  church-sponsored  affairs. 

DR.  AIVAZIAN:  Dr.  Liberakis  will  now 
briefly  discuss  the  mental  status. 

DR.  EUSTACE  LIBERAKIS:  This  26  year  old. 
white,  married  woman  was  admitted  to  Gailor 
Hospital  on  October  22,  1957,  as  a voluntary  pa- 
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tient.  At  the  time  of  admission  she  was  very 
anxious  and  confused  and  reiterated  her  need  for 
help  in  “changing  her  outlook  on  life.”  She 
seemed  to  be  aware  of  a gradual  change  in  her 
behavior  in  recent  years  but  believes  that  she  has 
been  “ill”  all  her  life.  She  was,  however,  un- 
able to  give  a coherent  account  of  these  changes 
or  to  elaborate  her  thoughts.  Most  of  her  state- 
ments were  left  incomplete  and  detached  from 
each  other.  Sentences  were  interrupted  with  long 
pauses  because  she  would  “run  cut  of  thought  and 
I have  to  stop  to  get  new  ones.”  Although  single 
ideas  were  expressed  fairly  clearly,  associations 
between  thoughts  were  loose  and  disconnected. 
She  was,  for  a while,  cautious  and  suspicious  to- 
wards the  examiner  for  fear  of  being  “ridiculed.” 
As  resistance  was  overcome  she  expressed  her 
thoughts  and  feelings  more  freely,  recalling  past 
incidents  and  often  merging  them  with  the  pres- 
ent. During  the  first  few  weeks,  thinking  was 
dominated  with  feelings  of  guilt,  suspicions, 
ruminations,  and  false  interpretations  of  the  re- 
marks and  attitudes  of  others.  The  guilt  feelings 
were  centered  on  her  past  sexual  activities  and 
the  lies  she  told  all  her  life  to  hide  her  background 
from  her  acquaintances,  and  to  hide  her  feelings 
of  inferiority. 

She  seemed  to  be  overwhelmed  with  numerous 
painful  childhood  experiences.  These  include 
separation  of  parents,  frequent  fights,  and  seeing 
her  baby  brother  thrown  by  the  mother  over  a 
stream  of  water  into  the  arms  of  her  boy  friend. 
At  such  times,  even  though  the  patient  felt  mad 
at  her  mother  and  wanted  to  say  or  do  something, 
she  was  afraid  to  express  her  thoughts  and  feel- 
ings. One  incident  stands  out  in  her  mind  most 
vividly  and  has  been  the  cause  of  much  concern 
throughout  the  years.  At  age  14  she  was  accused 
by  the  mother  of  having  had  sexual  relations  with 
her  father  and  was  told  that  everyone  knew  of 
“the  affair  with  her  father.”  The  same  accusa- 
tion was  once  made  in  the  presence  of  the  father 
who  was  “so  mad  that  he  slapped  mother.”  She 
has  often  wondered  whether  she  “stood  between 
her  father  and  mother.”  She  was  torn  between 
her  loyalty  to  the  father  and  her  love  and/or 
hatred  towards  the  mother.  Hostility  was  ex- 
pressed indirectly  on  many  an  occasion  by  re- 
fusing to  help  the  mother  in  housework  or  com- 
ing to  her  rescue  in  times  of  need.  Passive  re- 
sistance was  expressed  in  childish  ways  such  as 
refusing  to  eat  so  that  she  would  not  have  to  wash 
the  dishes.  In  recent  months  she  has  often 
wondered  whether  she  had  blamed  her  mother 
for  her  own  shortcomings.  To  compensate  for  the 
strong  inferiority  feelings,  patient  states  that  she 
has  resorted  for  many  years  to  fantasy  and  dis- 
tortion of  daily  events.  She  would  substitute  her- 
self for  the  key  figure  of  stories  she  had  heard  and 
tell  them  to  her  friends  as  if  they  had  occurred 
to  her.  These  falsifications  have  not  only  poorly 
met  her  needs  but  also  have  been  a source  of  ad- 
ditional conflict  and  strong  guilt  feelings. 

Thought  content,  before  as  well  as  during  the 


first  few  days  of  hospitalization,  was  dominated 
with  overt  delusions.  She  had  the  feeling  that 
everything  that  was  done  on  the  ward  was  planned 
with  special  regard  to  her,  and  interpreted  many 
casual  remarks  as  meaningful  or  directed  against 
her.  In  retrospect  she  thinks  teachers  at  the  high 
school  where  she  taught  talked  about  her  in  a 
derogatory  manner  because  they  were  jealous  of 
her  good  work.  She  includes  everyone  in  her  sys- 
tem of  delusions  and  false  interpretations:  ac- 
quaintances, strangers,  doctors,  the  husband,  and 
patients  in  this  hospital.  Vague  and  fleeting 
auditory  hallucinations  were  experienced  on  one 
occasion.  These  were  described  as  unidentified 
voices  talking  in  a casual  manner  about  her  say- 
ing, “Here  she  is,  Here  she  is!” 

DR.  AIVAZIAN:  What  was  the  clinical 
picture  in  1956? 

DR.  LIBERAKIS:  The  clinical  impression 
was  obsessive-compulsive  ruminative  state 
and  the  Rorschach  diagnosis,  paranoid 
schizophrenia. 

DR.  AIVAZIAN:  What  were  the  obses- 
sive compulsive  features? 

DR.  LIBERAKIS:  Rumination  about  the 
conduct  of  her  sister,  her  own  lies,  and  guilt 
feelings  about  her  sex  life. 

DR.  JAMES  A.  TAYLOR:  Was  she  actu- 
ally sick  while  in  high  school? 

DR.  LIBERAKIS:  The  patient  feels  that 
she  was  ill  all  the  time  but  did  not  realize 
it  then. 

DR,  ELIZABETH  BARKER:  She  has  ex- 
tremely bad  eyesight.  She  couldn’t  afford 
glasses.  She  really  could  not  see  a lot  of 
what  was  going  on  which  probably  con- 
tributed to  her  projections  upon  the  environ- 
ment. 

Excerpts  from  interview  between  Dr. 
Aivazian  and  Mrs.  H. 

DR,  AIVAZIAN:  Would  you  please  tell  us 
how  you  happened  to  come  to  the  hospital? 

MRS.  H:  (Patient  anxious  and  tremulous) 
I was  referred  here  by  Dr.  T.  He  told  me 
I was  ill  and  needed  help.  I came  in  volun- 
tarily because  I did  want  to  improve  my 
outlook  on  life  and  my  behavior  pattern. 

DR.  AIVAZIAN:  Would  you  describe  your 
behavior  pattern? 

MRS.  H.:  Well,  there’s  so  much  1 don’t 
know  where  to  start.  The  main  thing  was 
for  a long  time  in  my  life  I would  tell  things 
. . . lies.  I would  get  ill-at-ease,  I would  go 
ahead  and  tell  a tale,  making  myself  the 
heroine.  I have  always  been  ill-at-ease  with 
people.  Well,  I would  take  any  story  and 
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I would  tell  it  later  as  if  it  had  happened  to 
me.  I did  that  for  a while.  (Patient  gave  a 
few  examples.) 

DR.  AIVAZIAN:  How  did  you  feel  when 
you  changed  and  personalized  these  stories? 

MRS.  H.:  When  I got  home,  away  from 
it,  I felt  highly  guilty.  I would  be  scared 
that  people  would  find  out.  I prayed  to 
God  for  forgiveness.  The  next  time  I got  in 
a crowd,  got  ill-at-ease,  the  same  thing  hap- 
pened. 

DR.  AIVAZIAN:  How  did  you  feel  when 
you  refrained  from  telling  tales? 

MRS.  H.:  I felt  good  (Faint  smile.)  There 
weren’t  too  many  times  though — I just 
wanted  to  pat  myself  on  the  back. 

DR.  AIVAZIAN:  Do  you  know  what  made 
you  tell  those  lies? 

MRS.  H.:  I felt  almost  an  impulse  that  I 
had  to  be  exciting — make  myself  the 
heroine.  I had  an  awful  homelife  and  my 
parents  never  did  get  along  in  any  way.  We 
just  had  a terrible  raising  so  to  speak  and 
I have  always  felt  that  my  mother  resented 
me  and  thought  that  dad  was  partial  to  me. 
I also  felt  that  mother  was  turning  people 
against  me. 

DR.  AIVAZIAN:  When  did  you  first  notice 
that? 

MRS.  H.:  When  I was  ten  or  eleven. 

DR.  AIVAZIAN:  And  since  then? 

MRS.  H.:  Yes,  as  long  as  I lived  with 
mother  I felt  like  she  was  trying  to  turn 
people  against  me. 

Here  patient  gave  examples  from  early 
life  when  mother  accused  her,  sided  with 
others,  or  whipped  her  for  no  reason.  As 
a result,  “When  I was  twelve  years  old  and 
after  that,  I completely  turned  against 
mother  and  we  more  or  less  just  had  war 
there  for  many  years  while  I was  going 
through  adolescence.” 

DR.  AIVAZIAN:  What  was  your  reaction 
to  all  this? 

MRS.  H.:  I started  working  against  her, 
I’m  afraid  to  say.  I tried  to  get  my  brothers 
and  sisters  and  my  friends  to  be  in  on  my 
side  of  this  war.  We  were  just  a very  un- 
happy group  of  people,  constantly  fighting 
one  way  or  another.  Brothers  and  sisters, 
sister  against  sister,  there  has  never  been 
any  happiness  in  our  family. 

DR.  AIVAZIAN:  Was  your  mother  par- 


ticularly against  any  one  member  of  your 
family? 

MRS.  H.:  I believe  she  was  jealous  of  me 
and  dad.  She  resented  the  fact  that  daddy 
would  turn  to  me  for  companionship  and 
someone  to  talk  to.  I’m  afraid  that  he  was 
partial  to  me  and  that  she  was  very  resent- 
ful of  that. 

DR.  AIVAZIAN:  How  old  were  you  when 
your  dad  turned  to  you  for  companionship? 

MRS.  H.:  As  far  back  as  I can  remember. 
Oh,  even  before  I noticed  it  mother  pointed 
it  out  to  me.  (Patient  talked  with  apparent 
anxiety  about  mother’s  accusations,  ex- 
amples given.) 

DR.  AIVAZIAN:  What  was  your  father’s 
reaction  to  the  situation? 

MRS.  H.:  Well,  daddy  was  highly  selfish  in 
many  ways.  He  never  was  intimate  and 
talked  personally  with  any  one  of  us.  He 
was  determined  and  did  not  neglect  us,  yet 
he  was  selfish.  I love  him  better  than  I do 
mother — (family  relationships  were  dis- 
cussed at  length). 

DR.  AIVAZIAN:  Can  you  tell  us  some- 
thing about  your  high  school  and  college 
life? 

MRS.  H.:  I was  maladjusted.  I felt  in- 
ferior to  others,  had  one  close  friend  but  I 
don’t  suppose  I was  really  close  to  her  in 
that  I was  not  intimate  with  her.  I really 
wasn’t  close  to  anyone.  I was  unhappy, 
very  unhappy.  I was  afraid  of  people  and 
that’s  why  when  I look  back  I think  I might 
have  been  ill,  mentally  ill  from  the  time  I 
was  in  high  school. 

DR.  AIVAZIAN:  If  you  “look  back”  you 
say  you  see  something  in  retrospect? 

MRS.  H.:  Well,  I wrote  a story  while  I 
was  in  high  school.  It  was  the  story  of  my 
life  and  1 remember  as  if  it  were  yesterday 
thinking:  “Well,  I’ve  written  the  story  of 
my  life  and  I’m  going  to  have  to  end  it 
somehow,”  and  I hated  mother  at  that  time, 
I was  very  angry  at  her  and  I had  more  or 
less  colored  it  to  show  her  how  awful  she 
had  been.  When  I got  to  the  end  of  the 
story  I said  that,  “My  life  is  still  going  on 
how  can  I end  it  and  so  I ended  it  then  with 
Mottie  Mae,  or  whatever  name  I used,  kill- 
ing her  mother  but  I had  no  idea  at  all  of 
killing  mother  or  wanting  to  kill  her.”  (Pa- 
tient was  obviously  upset  and  defensive. 
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The  detailed  account  of  her  short  story,  her 
feelings  and  present  attitude  is  an  excellent 
example  of  unresolved  Oedipal  complex. 
Love  for  father,  competition  with  mother, 
fear  of  retaliation,  elimination  of  the  com- 
petitor in  fantasy.) 

Regarding  present  illness. 

DR.  AIVAZIAN:  When  did  you  first 
realize  that  you  were  in  need  of  help? 

MRS.  H.:  In  1955  when  I got  myself 
caught  up  in  a mess  of  lies,  I was  so  nervous, 

I was  unable  to  get  along  at  school,  I was 
unable  to  get  along  with  my  husband’s  folks 
and  my  own  folks. 

DR.  AIVAZIAN:  How  do  you  account  for 
this  sudden  change? 

MRS.  H.:  I got  married.  I had  to  make 
so  many  new  adjustments,  I felt  like  they 
were  turning  against  me  and  it  was  just  too 
much  at  once  for  me  to  adjust  to. 

DR.  AIVAZIAN:  What  made  you  think 
that  your  sister  was  turning  against  you? 

MRS.  H.:  Well,  I received  a letter  from 
my  youngest  sister  threatening  me  that  she 
would  let  dad  know  that  I was  not  “pure.” 

DR.  AIVAZIAN:  Did  you  feel  that  you 
had  lived  a pure  life? 

MRS.  H.:  No,  I haven’t.  (Obvious  signs  of 
anxiety.)  (Pause.  . . .) 

DR.  AIVAZIAN:  Yes?  (with  an  encourag- 
ing nod) . 

MRS.  H.:  1 had  a complete  breakdown. 
People  around  me  were  making  remarks  all 
the  time  about  me,  criticized  me,  and  threat- 
ened me. 

DR.  AIVAZIAN:  Did  you  hear  their  re- 
marks? 

MRS.  H.:  They  would  tell  me  that.  Some 
of  the  teachers  would  make  remarks  that 
showed  me  I was  making  a hit  with  the 
boss. 

DR.  AIVAZIAN:  Were  you  also  able  to 
know  what  they  were  thinking? 

MRS.  H.:  Yes,  I’m  too  sensitive.  I can 
see  all  the  intent  that  goes  with  an  expres- 
sion, or  I think  I do.  (Examples  were  cited.) 

DR.  AIVAZIAN:  You  have  told  us  very 
little  about  your  husband. 

MRS.  H.:  Well,  I believe  that  I just  have 
one  and  that  is  that  ...  he  is  wonderful. 

DR.  AIVAZIAN:  Wonderful? 

MRS.  H.:  He  really  is.  His  is  what  I 
would  consider  a mentally-well  person.  He 
is  very  well  balanced. 


DR.  AIVAZIAN:  Have  you  benefitted 
from  your  stay  here? 

MRS.  H.:  Oh,  yes  sir.  I know  I have 
come  a long  way.  I trust  people  ...  I don’t 
feel  as  compelled  to  make  conversation.  I 
still  feel  this — I get  nervous  and  tense  in- 
side ...  I don’t  think  mother  is  against  me 
now  and  I think  she  is  anxious  to  be  a 
mother  to  me. 

DR.  AIVAZIAN:  What  makes  you  think 
that  your  mother  has  changed? 

MRS.  H.:  Well,  when  my  baby  was  born 
she  called  me,  she  called  my  husband,  to 
see  how  everything  was.  She  has  been  in- 
terested in  us.  I really  think  she  wants  to 
be  my  mother  now. 

DR.  AIVAZIAN:  In  the  past  you  were 
convinced  that  your  mother  was  against 
you.  Now  you  are  convinced  that  she  is  for 
you,  yet  she  is  the  same  person. 

MRS.  H.:  Well,  she  is  for  me  because  now 
I’m  in  a position  I can  help  her,  don’t  you 
see? 

DR.  AIVAZIAN:  In  other  words  she  is 
motivated  with  selfish  reasons. 

MRS.  H.:  I know  my  mother  is  motivated 
with  selfish  reasons.  She  is  for  me  now  that 
I'm  in  a good  position,  I’ve  got  a good  hus- 
band, I’ve  got  a good  home  now. 

DR.  AIVAZIAN:  Do  you  think  she  loves 
you  now? 

MRS.  H.:  No,  (very  categorically). 

DR.  AIVAZIAN:  What  do  you  feel  has 
brought  about  the  improvement  you  have 
just  described? 

MRS.  H.:  My  baby,  the  very  morning  after 
my  baby  was  here  I started  realizing  that  I 
had  just  been  living  from  one  lie  to  an- 
other and  that  I was  afraid  of  people  and 
the  frame  of  mind  that  I was  in  then,  I was 
in  no  condition  to  raise  that  little  boy.  Also, 
one  interview  in  particular  with  my  doctor. 

DR.  AIVAZIAN:  Can  you  tell  us  more 
about  it? 

MRS.  H.:  I was  asked  if  I had  ever  done 
anything  in  the  last  few  years  that  was  good. 
I had  been  telling  about  all  the  bad  things. 
It  cheered  me  up  to  know  that  I have  done 
a few  good  things. 

DR.  AIVAZIAN:  How  do  you  feel  about 
the  future? 

MRS.  H.:  Oh,  quite  confident.  I feel  so 
much  better  already  that  I hope  to  return 
home  soon. 
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Discussion  Following  Interview 

DR.  AIVAZIAN:  The  interview  was  very 
productive  in  that  it  clearly  elucidates  the 
symptomotology,  its  relationship  to  trau- 
matic childhood  experiences,  and  the  im- 
mediate stress  factor  which  precipitated  the 
illness.  The  dynamics  revolves  primarily 
around  the  patient-mother-father  relation- 
ship (unresolved  Oedipal  complex)  and  its 
repercussions  on  the  quality  of  relationships 
established  outside  the  family  unit.  The 
patient’s  response  to  treatment  has  been  re- 
markable. The  sudden  and  radical  reversal 
of  symptoms  and  the  degree  of  insight  man- 
ifested in  many  ways  seem  to  be  too  good. 
Before  starting  the  general  discussion  it  will 
be  best  at  this  time  to  hear  Dr.  Liberakis’ 
views  on  diagnosis,  dynamics,  and  the  treat- 
ment so  far. 

DR.  LIBERAKIS:  Clinically,  this  is  a 
typical  case  of  schizophrenic  reaction,  para- 
noid type.  From  early  life  the  patient  was 
confronted  by  a hostile  “mother  figure” 
which  forced  her  to  adopt  a passive,  sus- 
picious attitude  not  only  toward  the  mother 
to  begin  with  but  later  on  toward  everyone. 
She  avoided  competition  for  fear  of  failure 
and  preferred  to  withdraw  rather  than  com- 
pete. The  accusation  of  “an  affair  with  the 
father”  raised  doubts  in  her  own  mind  about 
the  nature  of  this  relationship  and  later  on 
probably  was  responsible  for  the  feelings  of 
guilt  about  the  kind  of  love  she  had  for  the 
father  and  the  hatred  she  felt  for  the 
mother.  Thus,  the  trend  seems  to  be  from 
an  insecure  position  to  one  of  feelings  of  in- 
feriority, later  on  a suspicious  attitude  to- 
wards people  followed  by  false  interpreta- 
tion of  people’s  attitude,  to  finally,  a full- 
blown psychotic  state.  The  main  defense 
mechanisms  used  were  denial,  displacement 
and  projection  which  ultimately  broke  down 
under  constant  stress.  The  patient  appears 
to  be  a favorable  candidate  for  psychother- 
apy because  of  her  motivation  for  treatment 
and  the  kind  of  response  to  therapy  she  has 
shown  thus  far. 

DR.  AIVAZIAN:  What  are  the  stress  fac- 
tors you  refer  to? 

DR.  LIBERAKIS:  The  immediate  stress 
was  the  sister’s  letter.  The  threat  here  was 
loss  of  father’s  esteem  and  love  for  the  pa- 
tient. Marriage,  pregnancy  and  childbirth 
were  also  important  stress  factors  which 


have  been  working  over  a period  of  time 
because  they  intensified  her  feelings  of  in- 
adequacy, insecurity  and  inferiority  in  in- 
terpersonal relationships. 

In  therapy,  Thorazine  and  psychotherapy 
were  used  simultaneously.  Psychotherapy 
was  supportive  and  consisted  of  ventila- 
tion, life  history  review,  reassurance  and 
occasional  brief  explanations.  After  a de- 
tailed physical  check-up  and  laboratory 
tests,  including  C.B.C.  and  B.S.P.,  Thora- 
zine was  administered  orally,  100  mg.,  q.i.d. 
the  first  day  and  increased  thereafter,  400 
mg.,  a day  up  to  1800  mg.  At  the  maximum 
dosage  patient  had  a grand  mal  type  of  con- 
vulsive seizure  whereupon  the  daily  dose 
was  reduced  by  one-half  and  has  been  main- 
tained to  date.  The  response  to  treatment 
has  so  far  been  prompt  and  satisfactory  not 
only  in  symptomatic  relief  but  also  in  in- 
terpersonal relationships. 

DR.  TAYLOR:  I would  like  to  know  the 
reason  for  the  amount  of  Thorazine  she  re- 
ceived. 

DR.  LIBERAKIS:  The  massive  dosage 
method  was  used  with  the  hope  of  curtail- 
ing the  duration  of  treatment. 

DR.  ADNON  GUVENER:  What  is  the 
standard  dosage  of  Thorazine  and  how  long 
should  it  be  maintained? 

DR.  AIVAZIAN:  There  does  not  appear  to 
be  any  standard  dosage  of  Thorazine  in  the 
treatment  of  schizophrenia.  Some  use  200 
to  250  mg.  a day,  others  use  moderately 
large  doses  up  to  800  mg.  a day,  and  some 
raise  the  dose  to  the  limit  of  tolerance  or 
until  toxic  symptoms  appear.  According  to 
experience,  both  in  this  country  and  in  Eu- 
rope, the  majority  of  patients  seem  to  re- 
spond favorably  to  small  doses  if  the  drug 
is  administered  long  enough,  that  is  weeks 
to  several  months.  According  to  Feldmen 
a plateau  of  efficacy  is  maintained  at  the 
250  mg.  a day  level  regardless  of  further 
increases  in  the  amount  of  medication  given. 
However,  patients  who  fail  to  respond  to 
small  doses  may  improve  on  larger  doses. 
With  the  massive  dosage  method,  with 
Thorazine  or  Sparine,  in  our  experience 
favorable  results  can  be  obtained  within  a 
shorter  period  of  time.  The  maintenance 
dose  should  be  determined  on  an  individual 
basis  where  the  dosage  previously  used, 
therapeutic  results,  residual  symptoms  and 
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tolerance  serve  as  guides.  The  optimum 
amount  then  should  be  administered  as  long 
as  symptoms  are  apt  to  reappear. 

DR.  WILLIAM  WALKER:  How  common 
are  seizures  and  other  complications? 

DR.  HARVEY  C.  REESE:  This  is  the  first 
Thorazine  convulsion  we  have  had.  We  re- 
quested that  she  be  investigated  for  any 
organic  damage.  Clinically  there  is  none 
evident. 

DR.  LIBERAKIS:  Physical,  neurologic, 
and  EEG  did  not  reveal  any  evidence  of 
organic  damage  following  the  seizure. 
Thorazine,  therefore,  was  continued. 

DR.  AIVAZIAN:  The  incidence  of  serious 
complications  with  Thorazine  is  relatively 
1 o w though  estimates  percentage-wise 
vary.  Thus:  jaundice  has  been  reported  in 
1.9  to  3'<  of  cases,  blood  changes  in  1.9%, 
Parkinsonism  in  3 to  4'  ( , convulsions  in 
0.9'  < . The  reported  death  rate  is  extremely 
low.  Treatment  of  complications  consist 
primarily  of  a drastic  reduction  or  with- 
drawal of  the  drug  in  use  and  supportive 
measures  in  case  of  liver  damage  or  blood 
dyscrasias. 

Why  was  she  given  Thorazine  therapy 
and  not  insulin-coma  therapy? 

DR.  LIBERAKIS:  For  three  reasons.  First, 
the  intensity  of  symptoms  and  the  level  of 
anxiety  the  patient  showed  at  the  time  of 
admission.  Second,  satisfactory  results  ob- 
tained in  the  treatment  of  similar  cases  in 
this  hospital  with  massive  doses  of  Thora- 
zine or  Sparine,  and  thirdly,  insulin  coma 
therapy  was  eliminated  because  of  our 
estimate  of  the  duration  of  the  present  ill- 
ness which  we  consider  to  be  of  longer  than 
two  years. 

DR.  REESE:  The  incoherent  speech,  para- 
noid ideas,  delusions,  ideas  of  reference,  hal- 
lucinations, the  disorganized  personality 
and  poor  affect  make  this  a classical  picture 
of  schizophrenic  reaction,  paranoid  type. 
Defenses  have  been  broken  into  pieces  re- 
sulting in  confusion,  helplessness  and  hope- 
lessness. The  dynamics  seems  quite  clear 
though  knowledge  about  her  past  life  is 
gained  only  from  her  and  it  seems  reliable 
unless  it  is  an  example  of  well  systematized 
delusions.  It  would  seem  that  the  main  rea- 
sons for  the  lack  of  resolution  of  the  Oedipal 
complex  are,  (1)  hostile,  sexually  preoc- 
cupied mother  who  projected  these  things 


upon  her  daughter,  and  (2)  a father  who 
needed  the  support  of  his  daughter  in  the 
battle  with  his  wife.  The  mother  was 
probably  paranoid  herself  and  the  patient 
said,  “I  realize  that  I have  been  in  a similar 
condition  to  my  mother.”  Incidentally  the 
patient’s  first  husband  was  considerably 
cider  than  she  and  had  all  the  attributes  of 
a father  figure  for  her.  At  the  present  time 
she  has  given  up  many  of  her  pathologic 
ideas  and  feelings.  I think  that  she  has  im- 
proved but  am  not  very  optimistic  about  the 
prognosis.  The  chronicity  of  the  illness 
makes  me  wonder  how  much  stress  she  can 
endure  when  she  returns  to  her  home  en- 
vironment. She  got  well  too  fast  and  this 
in  itself  raises  questions  as  to  the  real  depth 
of  improvement. 

DR.  AIVAZIAN:  I quite  agree  with  Dr. 
Reese  that  one  of  the  most  interesting  fea- 
tures is  the  clarity  of  the  dynamics.  Her 
short  story  is  one  of  the  best  examples  of 
an  unresolved  Oedipal  complex  I have  come 
across.  The  rivalry  between  daughter  and 
mother  for  the  father’s  love  and  fear  of 
punishment  by  the  stronger  competitor  (the 
mother)  are  well  explained.  The  fear  of 
rivalry  and  its  consequences  permeate  the 
patient’s  entire  life.  The  fear  of  retribution, 
if  a negative  attitude  is  adopted  toward 
anyone,  is  seen  clearly  in  her  account  of 
high  school  and  college  days  as  well  as  later 
on  in  life. 

MRS.  JEAN  C.  CHAMBERS:  (Psychiatric 
Social  Worker):  The  patient  felt  rejected  by 
her  mother  and  turned  to  her  father.  Un- 
fortunately she  did  not  get  much  response 
from  him  either.  Sibling  rivalry  exists  but 
it  is  of  secondary  importance  because  the 
real  rival  is  the  mother  but  competition 
with  the  sister  safer.  I can’t  possibly  con- 
ceive of  her  ever  having  made  a satisfactory 
identification  with  either  sex.  How  is  she 
able  to  do  as  well  as  she  has?  What  are 
her  sources  of  strength? 

DR.  FU’AD  ASHKAR:  In  the  previous 
personality,  in  addition  to  passivity  and 
withdrawal,  extreme  suspiciousness,  the 
main  characteristic  of  the  paranoid  per- 
sonality is  seen.  Orientation  thereafter  and 
development  in  the  course  of  time  has  been 
toward  paranoid  reaction  until  finally  a full- 
blown schizophrenic  reaction  has  become 
apparent.  However,  it  seems  to  me  that  if 
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ORGANIZATIONAL  NEWS 


County  Society  Officers 
And  Delegates  Re- 
quested from  County 
Society  Secretaries 


• Most  County  Medical  Societies  have  elected  officers  for 
1958  as  well  as  delegates  to  the  House  of  Delegates  of  TSMA. 
It  is  important  that  this  information  be  sent  to  the  office 
of  the  Executive  Secretary,  112  Louise  Avenue,  Nashville,  at 
the  earliest  opportunity.  The  forms  requesting  this  in- 
formation were  sent  to  retiring  county  society  secretaries. 
These  reports  are  needed  for  publication  in  the  Journal  and 
in  various  reports  going  to  the  House  of  Delegates. 


New  Tax  Ruling  on  • A new  ruling  by  the  Internal  Revenue  Service  may  mean 

Medical  Groups  that  doctors  practicing  as  an  association  are  entitled  to 

the  same  tax  deferment  privileges  as  corporation  employees 
regarding  annuities.  In  the  now  famous  Kintner  case,  a 
federal  court  of  appeals  ruled  that  a group  of  doctors, 
formerly  associated  as  partners,  would  be  entitled  to  tax 
treatment  as  a corporation  after  they  banded  together  in  an 
association.  Until  now,  however,  the  IRS  has  held  that  it 
would  not  follow  the  Kintner  decision,  but  would  consider  a 
similar  association  as  a partnership,  and  partners  can't  be 
employees  under  a pension  plan.  Now  IRS  is  reversing 
itself  ; it  will  not  deny  the  favored  tax  status  to  an 
association  of  doctors  simply  because  indications  are  the 
association  was  formed  to  obtain  pension  plan  benefits  for 
members  of  the  association. 

If  IRS  maintains  this  policy,  the  effect  will  be  to  allow 
doctors  forming  an  association  (in  line  with  IRS  criteria 
yet  to  be  established)  to  enjoy  approximately  the  same 
annuity  advantages  they  would  under  the  Jenkins-Keogh  and 
similar  bills  now  pending  in  Congress.  The  sponsors  would 
have  to  meet  two  tests:  the  association  would  have  to 
qualify  for  the  federal  tax  benefits,  while  at  the  same  time 
avoiding  the  charge,  under  state  law,  of  engaging  in  the 
corporate  practice  of  medicine.  (A.M.A.  Washington  Letter) 


123rd  Annual  Meeting 


House  of  Delegates 
Session  on  Afternoon 
Of  April  20 


General  Scientific 
Meetings 


• The  123rd  Annual  Meeting  of  the  Tennessee  State  Medical 
Association  is  scheduled  for  Gatlinburg,  April  20-23.  Head- 
quarters will  be  at  the  Civic  Auditorium. 

• The  House  of  Delegates  will  meet  at  1:00  p.m.  (E.S.T.) 
on  Sunday,  April  20  in  the  Civic  Auditorium  and  continue 
with  its  business  throughout  the  afternoon.  Registration  for 
the  House  of  Delegates  will  begin  at  11:00  a.m.  on  Sunday, 
April  20.  By  beginning  the  session  of  the  House  on  Sunday 
afternoon,  it  will  enable  any  member  to  attend  church  on 
Sunday  morning  or  to  arrange  their  schedule  for  arrival  for 
the  first  session  of  the  House. 

• The  general  scientific  meetings  will  be  conducted  on  the 
mornings  of  April  21-22-23,  with  the  afternoons  of  the  same 
days  available  for  the  programs  of  the  specialty  groups, 
which  will  meet  concurrently  with  the  Association. 

Specialty  societies  will  have  three  afternoons  for  their 
scientific  meetings  and  are  urged  to  conduct  their  social 
hours  and  banquets  on  either  the  evenings  of  April  22  or  23. 


President’s  Banquet 


Good  Facilities 
Available 


Make  Your 
Reservations  Now 


Fourteen  Specialty 
Societies  Meet 
Concurrently  with 
TSMA 


Results  of  AMA  House 
Of  Delegates  Meeting 
In  December 


Medicare  Conference 
Highlights  Indemnity 
Discussion 


Two  Key  Issues 
Discussed 


• The  Knoxville  Academy  of  Medicine  is  sponsoring  a social 
hour  in  the  Riverside  Hotel  immediately  preceding  the  Presi- 
dent's Banquet.  At  the  conclusion  of  the  banquet,  the 
Knoxville  Academy  is  sponsoring  a dance  for  all  members  in 
the  Riverside  Hotel.  The  banquet  will  be  held  in  the  main 
dining  room  of  the  Riverside  with  Dr.  Kenneth  McFarland  of 
Topeka,  Kansas,  being  the  guest  speaker.  His  subject  will 
be  "Ropes  of  Gold."  Dr.  McFarland,  a nationally  known 
speaker,  has  been  made  available  to  the  Tennessee  State 
Medical  Association  through  the  courtesy  of  the  American 
Trucking  Association,  for  which  he  is  educational  director. 

• Perhaps  the  best  facilities  for  any  meeting  conducted  in 
Tennessee  will  be  made  available  at  Gatlinburg.  In  addition 
to  the  beautiful  natural  scenery,  a new  specious  civic 
auditorium  will  be  used  for  general  headquarters,  regis- 
tration, technical  exhibits  and  scientific  meetings.  Three 
large  hotels  and  two  motels  are  available  for  convenience 

of  members. 

• For  reservations,  write  to:  Housing  Bureau,  Tennessee 
State  Medical  Association,  P.  0.  Box  #208,  Gatlinburg, 
Tennessee.  A $10.00  deposit  with  your  reservation  request 
is  required  for  confirmation. 

• During  the  three-day  meeting,  other  attractions  will  in- 
clude meetings  of  the  various  specialty  organizations  and 
the  annual  meeting  of  the  Tennessee  Medical  Foundation  and 
the  Woman's  Auxiliary.  In  the  March  Journal,  full  details 
of  the  scientific  program  and  other  features  of  the  annual 
meeting  will  be  announced. 

• More  than  five  thousand  persons  attended  the  eleventh 
annual  clinical  meeting  of  the  American  Medical  Association 
in  Philadelphia  December  3-6.  Several  controversial  matters 
were  determined  by  the  House,  among  these  being  (1)  free 
choice  of  physician  (2)  the  Forand  Bill  (HR  9467)  (3)  Asian 
Flue  vaccine  and  (4)  a "guiding  principles  for  an  occu- 
pational health  program  in  a hospital  employed  group." 

Please  refer  to  the  section  "National  News"  in  this  issue 
of  the  Journal. 

• Many  representatives  of  State  Medical  Associations  are 
unhappy  about  the  government's  controversial  medicare 
program.  At  a special  conference  sponsored  by  the  AMA  Task 
force  on  Dependent's  Medical  Care,  representatives  from 
practically  every  state  discussed  the  present  medicare 
program,  many  stating  their  preference  for  an  indemnity 
type  plan.  Colonel  Earl  C.  Lowry,  Deputy  Director  for 
Medicare,  stated  that  "indemnity  plans  have  been  discussed 
and  have  presently  been  abandoned."  Present  indications  are 
that  several  states  will  apply  for  an  indemnity  schedule 
when  contracts  are  re-negotiated. 

• Two  key  issues  dominated  the  three-hour  conference.  Top 
government  officials  contend  that  an  indemnity  insurance 
plan  is  unworkable  because  the  government  won't  launch  a 
program  without  knowing  in  advance,  what  it  is  going  to 
cost.  An  AMA  official  pointed  out  that  it  was  not  the 
intent  of  Congress  to  exclude  an  indemnity  type  plan.  Some 
conference  participants  point  out  that  in  certain  areas, 
the  fee  schedule  has  actually  raised  medical  care  costs,  the 
amount  allowed  being  higher  than  the  prevailing  local 

fee  schedule.  Defense  Department  officials  stated  that  all 
schedules  agreed  upon  were  "maximum"  fees. 
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THE  TENNESSEE  TEN 


• (The  following  is  a reprint  of  a copyrighted  article, 
published  in  the  January  20  issue  of  "Medical  Economics." 

It  appears  in  the  Journal  with  the  consent  of  the  Editors  of 
"Medical  Economics."  The  article  is  listed  in  the  table  of 
contents  of  the  magazine  thus:  "Front  Man  for  Federal  Health 
Insurance"  ; "This  Congressman  is  plumping  for  a medical- 
care-for-the-aged  bill  (HR  9467)  that  labor  helped  him 
write.  And  the  cost  doesn't  seem  to  worry  him."  The  article 
was  based  on  an  interview  by  Mr.  Lois  R.  Chevalier,  Medical 
Economics  Roving  Editor,  with  Representative  Aime  J.  Forand, 
(D.,  R.I.)  author  of  the  bill.) 

Q.  I understand  that  the  A.F.L.-C. 1.0.  people  helped  to 
draft  HR.  9467.  Is  that  so? 

A.  Yes,  I had  their  help.  I also  consulted  with  lots  of 
other  people.  I can't  tell  you  their  names,  because  many 
are  afraid  of  reprisals  if  identified. 

Q.  Did  you  get  any  help  from  the  medical  profession  through 
the  A.M. A. ? 

A.  It's  a waste  of  time  to  talk  to  the  A.M. A.  They  haven't 
approached  me.  I haven't  approached  them. 

Q.  What  about  the  American  Hospital  Association? 

A.  They've  come  out  as  supporting  the  idea  in  principle, 
although  they're  opposed  to  H.R.  9467  specifically.  They'd 
like  to  be  in  favor.  Only  they  fear  retaliation.  After 
all,  hospital  people  have  to  deal  with  doctors.  But  even 
doctors  aren't  as  opposed  to  this  bill  as  the  A.M. A.  would 
have  you  believe.  I've  had  letters  from  many  doctors  who 
favor  it. 

Q.  How  many  letters? 

A.  About  seventy-five,  I'd  estimate. 

Q.  How  many  of  the  doctors  came  out  in  favor  of  your  pro- 
posal? 

A.  They're  for  it  eight-to-one.  If  the  A.M. A.  would  do  an 
honest-to-God  survey  of  its  members — one  in  which  the  doctor 
didn't  have  to  reveal  his  identity — I'm  sure  the  profession 
wouldn't  oppose  the  bill.  Why  should  it?  The  measure 
states  specifically  that  there's  to  be  no  interference  with 
the  doctor  or  the  hospital.  After  all,  it  would  eliminate  a 
lot  of  hospital  deficits  and  a lot  of  bad  debts  on  doctors' 
books. 

Q.  How  much  do  you  estimate  the  program  would  cost? 

A.  No  one  knows  exactly.  But  the  bill  provides  for  in- 
creased funds.  The  wage  earners  and  employers  will  pay  for 
it.  And  that's  better  than  having  these  old  people  on  re- 
lief. The  Department  of  Health,  Education,  and  Welfare  will 
analyze  the  bill  and  estimate  the  costs. 

Q.  I note  that  the  bill  provides  payment  for  a surgeon's 
services  only  if  he's  certified  or  a Fellow  of  the  College 
of  Surgeons.  Why  have  you  included  that  provision? 

A.  We  knew  we'd  have  opposition  from  the  A.M. A.  We  thought 
it  might  help  if  we  proved  to  them  we're  willing  to  use 
their  own  set-up. 


Fee  Schedules 


What's  an  Internist? 


Never  Say  Die! 


Q.  I think  you'll  find  there  are  more  noncertified  men  than 
certified  men  in  the  A.M.A. 

A.  I'd  be  perfectly  happy  to  have  the  bill  read  "any  li- 
censed physician."  The  noncertified  men  have  a legitimate 
complaint  against  the  wording  as  it  is. 

• Q.  I notice  that  hospitals  and  surgeons  are  to  accept 
the  payments  under  the  program  as  payment  in  full.  How 
would  fee  schedules  be  determined? 

A.  That's  something  that  has  to  be  worked  out  in  the  ad- 
ministrative regulations.  The  Health,  Education,  and  Wel- 
fare people  will  have  to  draft  the  rules.  Then  our  commit- 
tee— the  House  Ways  and  Means  Committee — will  review  them, 
to  make  sure  they  aren't  contrary  to  the  intent  of  the  law. 
Q.  Why  does  the  bill  provide  payments  only  to  surgeons,  not 
to  other  doctors? 

A.  It  says  "...  such  medical  care  as  is  generally  fur- 
nished by  hospitals  as  an  essential  part  of  hospital  care 
for  bed  patients  ..." 

• Q.  But  that  doesn't  include,  for  example,  the  services 
of  an  internist. 

A.  Yes  it  does.  Your  interne  is  part  of  the  hospital  set- 
up. 

Q.  Oh  . . . Well,  what  about  the  patients?  What  does  your 
bill  do  for  the  very  many  old  people  whose  problems  and  ill- 
nesses are  not  surgical? 

A.  I admit  this  bill  isn't  perfect.  I introduced  it  late 
in  the  session  last  year,  so  we  could  have  hearings  on  it 
and  get  the  bugs  out.  There  have  been  many  suggestions  of 
other  things  we  should  cover.  By  the  time  we  finish  with 
it,  it  may  be  an  entirely  different  bill.  I don't  care  how 
many  changes  we  make,  just  so  we  reopen  the  question  of  So- 
cial Security  and  get  something  done  about  broadening  it. 

I feel  I represent  the  ordinary  people  who  can't  put 
aside  money  while  they're  raising  their  families.  They 
reach  65,  and  what  do  they  have?  Voluntary  insurance  can't 
do  the  job.  At  least  it  hasn't  yet.  And  they've  discussed 
the  problem  for  years. 

I don't  want  to  be  hasty.  Before  this  bill  becomes  a 
law,  the  voluntary  health  insurance  people  will  have  a 
chance  to  show  what  they  can  do.  I'm  for  them  if  they  can 
come  up  with  a better  plan.  But  it  seems  unlikely  that  they 
will . 

• Q.  Do  you  expect  the  bill  to  pass  this  year? 

A.  It's  impossible  to  say.  First  we  have  to  have  hearings. 
The  Ways  and  Means  Committee,  of  which  I'm  a member,  is 
hearing  the  tax  question  now.  We  have  300  people  who  want 
to  testify  on  it.  That's  forty  working  days  right  there. 
Then,  too,  we  have  the  Reciprocal  Trade  Agreements  Act  that 
expires  in  June.  I'm  certainly  going  to  press  for  hearings 
on  H.R.  9467.  But  I'm  not  sure  we'll  have  them. 

Q.  If  not,  then  what  will  you  do? 

A.  I'll  reintroduce  the  bill  in  the  next  Congress.  I intend 
to  keep  this  question  alive  until  something's  done  about  it. 
And  note  this:  I fully  expect  to  be  in  the  next  Congress. 
I've  had  this  job  for  twenty  years,  and  I'm  thinking  of  mak- 
ing a career  of  it. 
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good  rapport  can  be  established  the  satis- 
factory response  to  'treatment  obtained  so 
far  can  and  should  be  maintained  on  an 
outpatient  basis  with  psychotherapy  as  the 
main  tool  of  treatment. 

DR.  BARKER:  I think  this  patient  would 
respond  to  long-term  psychotherapy  just  as 
well  as  to  anything  else.  She  is  intelligent, 
highly  motivated  and  has  considerable  in- 
sight into  her  condition.  An  accepting  ther- 
apist would  probably  be  able  to  increase  her 
self-esteem  and  diminish  some  of  the  guilt 
feelings  and  also  give  her  a realistic  picture 
of  what  she  should  be  able  to  expect  of 
herself. 

DR.  GUVENER:  In  therapy,  I believe,  in 
addition  to  psychotherapy,  the  continuous 
use  of  Thorazine  is  indicated.  It  will  help 
maintain  the  symptomatic  relief  described 
and  facilitate  psychotherapy. 

MR.  JAMES  COOPER:  In  this  mornings’ 
interview,  one  of  the  most  outstanding  gains 
appears  to  be  the  degree  of  insight  this  pa- 
tient has  acquired. 

DR.  TAYLOR:  I’m  doubtful  about  the 
existence  of  real  insight.  She  looks  better, 
has  improved,  but  all  she  said  is  very  su- 
perficial. What  seems  like  insight  is  free 
projection,  blaming  others  but  not  a true 
understanding  of  her  own  part  in  the  re- 
lationship. She  has  always  wanted  to 
please  people  even  by  telling  lies.  Today 
she  may  be  doing  what  she  has  done  all  her 
life,  that  is,  trying  to  please  the  group  by 
exaggerating  or  being  untruthful  and  by 
over-emphasizing  her  improvement.  These 
factors  are  possibly  there  and  should  be 
carefully  considered  and  utilized  in  future 
psychotherapeutic  planning. 

DR.  REESE:  The  patient  has  a pleasing 
appearance,  is  interested  in  others,  is  moti- 
vated for  help  and  has  a good  relationship 
with  husband  and  the  baby.  These  are  ad- 
vantages and  potentials  for  further  benefit 
from  therapy.  I believe  that  she  would 
benefit  more  from  a female  therapist  who 
could  counteract  the  mother  and  not  be 
sexually  threatening  as  a male  therapist 


would  be.  At  the  present  time  the  patient 
does  not  overtly  show  the  ambivalence  of 
a schizophrenic  towards  the  mother  or  the 
father.  Her  statements  are  clear  cut.  She 
states  firmly  that  she  dislikes  one  and  loves 
the  other  even  though  he’s  a difficult  man. 
In  schizophrenic  patients  often,  with  im- 
provement, repression  reappears  as  an  af- 
fective and  effective  defense.  If  psycho- 
therapy is  to  be  attempted  Thorazine  should 
be  maintained  at  all  cost. 

DR.  TAYLOR:  If  I had  to  take  her  for 
treatment  I would  see  the  mother  before 
starting  it.  Understanding  the  mother  will 
help  therapy,  and  give  us  a chance  to  check 
the  truth  of  her  statements  about  the 
mother. 

DR.  AIVAZIAN:  The  effective  treatment 
of  schizophrenia,  as  the  discussants  have 
pointed  out,  requires  careful,  immediate, 
and  long-range  planning.  The  objectives 
are  two-fold,  first  symptomatic  relief  and 
removal  of  the  objectionable  manifestations 
of  the  illness  by  one  or  a combination  of 
biological  treatments:  EST,  1ST,  drugs,  and 
adjuvants  (occupational  and  recreational 
therapy,  etc.)  The  second  step  is  rehabili- 
tation and  social  readjustment,  the  keynote 
here  being  psychotherapy.  Each  step  in 
the  total  plan  should  merge  into  the  follow- 
ing and  be  carried  along  as  long  as  neces- 
sary. Only  at  the  proper  time  should  the 
emphasis  be  shifted  from  one  therapeutic 
technique  to  another  according  to  the  pa- 
tient’s needs  and  the  therapist’s  goals. 

With  Mrs.  H.,  now  that  satisfactory  symp- 
tomatic relief  has  been  achieved,  we  are 
ready  for  the  second  phase  of  treatment. 
A concerted  effort  will  be  made  through  in- 
tensive psychotherapy  to  help  the  patient 
gain  some  insight  into  her  condition,  that 
is  a better  understanding  of  her  illness,  and 
also  help  her  adopt  more  effective  ways  of 
adjustment  to  life  situations.  After  the 
groundwork  is  done,  she  then  will  be  dis- 
charged from  the  hospital  and  treatment 
continued  in  the  outpatient  department. 
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Eisenmerger's  Complex* 

Ralph  F.  Morton,  M.D.,  and  J.  Robert  Teabeaut,  M.D. 


W.  B W.,  a 2 year  old  Negro  boy,  was  admitted 
to  the  Pediatric  Service  of  the  John  Gaston  Hos- 
pital on  May  13,  1955,  because  of  fever,  cough  and 
respiratory  distress  of  one  week  duration.  The 
respirations  had  been  grunting  and  there  were 
short  episodes  of  coughing. 

He  had  had  some  residual  coughing  since  an 
attack  of  broncho-pneumonia  at  6 months.  He 
walked  at  one  year  and  apparently  developed 
normally.  Routine  immunizations  had  been  given. 

Fhysical  examination  showed  a well  developed 
and  nourished  Negro  baby  with  grunting  respira- 
tions and  flaring  nares.  T.  100.6  F.,  P.  128,  R.  30, 
B.  P 110/70.  The  face  and  eyelids  were  full  and 
puffy.  The  throat  was  hyperemic.  The  cardiac 
examination  was  recorded  only  as  showing  a reg- 
ular rate  and  rhythm  with  no  murmurs.  Respira- 
tory movements  were  symmetrical;  no  areas  of 
dullness  were  found;  prominent  rales  were  heard 
over  the  entire  right  chest.  No  abdominal  viscera 
were  felt.  Dorsal  aspects  of  the  feet  seemed 
edematous  but  did  not  pit.  No  lymphadenopathy 
was  noted.  Neurologic  examination  was  physio- 
logic. 

Laboratory  studies:  Hbg  12  Gm.%;  WBC  9,050 
per  cu.  mm.;  juveniles  8,  bands  6,  segs  46,  eos.  4, 
lymphs.  32,  mono.  4.  Urine:  pH  6,  sugar,  protein, 
and  microscopic  negative.  NPN  27  and  cholesterol 
132  mg./lOO  cc  Total  protein:  5.5  Gm.  and  al- 
bumin 3.3  Gm./lOO  cc.  Skin  tests:  histoplasmin 
negative,  P.P.D.  No.  1 negative,  No  2 only  indura- 
tion 1.5  cm.  at  48  hrs.  Stool  trypsin  positive  1:80. 
Cultures  of  bone  marrow  and  gastric  washings 
negative  for  tuberculosis  and  fungus. 

Course.  During  the  hospital  stay  the  tempera- 
ture soon  fell  to  normal  and  the  child  appeared 
improved  clinically.  He  was  treated  for  13  days 
with  penicillin,  triple  sulfas  and  Achromycin  in 
adequate  dosages.  During  the  2nd  and  3rd  week 
the  temperature  spiked  to  99  and  100  each  day 
and  up  to  103  one  afternoon.  During  the  last 
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week  of  hospital  stay  the  cough  returned  and  the 
child  appeared  more  ill.  On  the  38th  day  after 
admission,  the  patient  was  found  dead  in  bed  at 
6 a.m.  after  having  been  seen  sleeping  two  hours 
previously. 

DR.  RALPH  F.  MORTON:  May  we  see  the 
X-ray  films  now? 

DR.  C.  RHEA:  The  admission  PA  film  of  the 
chest  revealed  complete  opacification  of  the  left 
hemithorax  with  narrowing  of  the  intercostal 
spaces  (Fig.  1.)  Marked  right  hilar  densities 
were  noted  and  there  was  a diffuse,  soft,  mottled 
infiltrate  in  the  right  lung  field.  A left  lateral 
film  showed  the  majority  of  the  consolidation  and 
atelectasis  to  be  posterior.  (Fig.  2.)  A later 


Fig.  2 


chest  film  showed  the  opacification  on  the  left  side 
and  the  patchy  consolidation  in  the  right  lung 
fields,  with  no  significant  change.  A broncho- 
gram  on  the  left  side  showed  some  filling  of  the 
upper  and  lower  lobe  bronchi,  and  the  bronchi 
were  seen  to  be  distorted  and  deviated  markedly 
posteriorly.  This  configuration,  it  was  suggested, 
could  be  on  the  basis  of  a hypogenesis  of  the  left 
lung,  though  a very  large  mediastinal  mass  com- 
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pressing  the  left  lung  posteriorly  could  not  be 
excluded.  The  hilar  masses  on  the  right  were  con- 
sidered compatible  with  vascular  shadows  repre- 
senting the  majority  of  the  pulmonary  circulation 
going  to  this  lung  secondary  to  possible  left  pul- 
monary hypogenesis.  However,  at  fluoroscopy 
significant  pulsation  was  not  seen  on  the  right. 
Bronchograms  of  the  right  lung  showed  the  trachea 
and  main  stem  bronchus  to  be  deviated  posteriorly. 
An  angiocardiogram  was  technically  unsatis- 
factory. Due  to  the  left  lung  opacity  it  is  dif- 
ficult to  be  sure  of  the  left  heart  border  but  if 
it  can  be  seen,  the  heart  is  rather  remarkably  en- 
larged. 

DR.  MORTON:  After  having  seen  these 
films  I am  inclined  to  accept  the  interpreta- 
tion that  the  right  perihilar  shadows  are 
vascular  rather  than  enlarged  lymph  nodes 
or  a mediastinal  mass.  Also,  I wonder  if 
the  large  left  lung  field  density,  which  is 
rather  globular  may  not  represent  primarily 
heart  shadow. 

It  is  perhaps  improper  to  begin  this  dis- 
cussion by  criticizing  the  protocol,  however, 
I wonder  if  it  is  possible  to  make  a diag- 
nosis from  the  information  at  hand.  Pos- 
sibly this  is  all  the  history  which  could  be 
obtained,  however,  it  seems  that  at  least  one 
statement  is  contradictory.  It  is  recorded 
that  this  youngster  had  apparently  not  been 
ill  until  his  terminal  sickness.  Later  we 
learn  that  the  infant  had  bronchopneumonia 
at  six  months  of  age  and  had  residual  cough- 
ing until  his  final  illness.  It  seems  that  there 
must  have  been  some  abnormality  to  cause 
such  a persistant  cough.  I also  wonder  if 
this  baby’s  development  was  as  normal  as 
the  history  would  have  us  believe.  Our 
physical  examination  most  likely  could  have 
been  more  complete.  Conceivably  the 
youngster  was  too  ill  to  permit  adequate 
evaluation  initially,  but  it  would  have  been 
helpful  to  know  the  approximate  heart  size, 
whether  murmurs  were  present  at  any  time, 
whether  there  was  venous  distention,  and 
whether  the  chest  itself  was  symmetrical  or 
had  any  unusual  pulsations.  There  ap- 
parently was  considerable  respiratory  dis- 
tress, but  no  mention  is  made  of  cyanosis. 
The  liver  was  not  enlarged,  according  to  the 
protocol,  but  I wonder  if  hepatomegaly 
might  not  have  been  present. 

In  general,  we  have  a child  with  broncho- 
pneumonia at  the  age  of  six  months,  a resi- 
dual cough,  then  a terminal  illness  as- 
sociated with  cough,  dyspnea,  generalized 


puffy  edema,  no  more  than  low  grade  fever 
upon  admission,  and  a normal  white  count. 
To  account  for  these  symptoms,  I have  con- 
sidered the  following  in  my  differtial  diag- 
nosis: nephritis,  nephrosis,  angioneurotic 
edema,  toxicity  to  drugs,  severe  systemic  in- 
fections such  tuberculosis  or  histoplasmosis, 
chronic  starvation  and  malnutrition,  hypo- 
thyroidism, and  heart  failure  due  to  one  of 
several  causes. 

Many  features  should  exclude  most  of  the 
above  mentioned  entities,  but  I shall,  to  save 
time,  make  my  exclusions  on  the  basis  of 
the  minimal  information  which  we  have. 
The  blood  pressure  was  relatively  normal, 
the  NPN  was  normal,  and  the  urine  was  also 
not  remarkable.  These  I believe  would  ex- 
clude nephritis.  The  total  and  fractional 
serum  proteins  were  relatively  normal,  the 
cholesterol  was  normal,  there  was  no  pro- 
teinuria, and  no  lipoid  bodies  were  noted  in 
the  urine.  On  the  basis  of  these  facts,  I 
have  excluded  nephrosis.  Angioneurotic- 
edema  is  mentioned  only  in  passing,  as  I 
doubt  that  it  could  account  for  all  the  symp- 
toms mentioned  above.  I have  no  history  of 
drug  intake  nor  exposure  to  toxic  chemicals 
which  might  have  accounted  for  the  child’s 
illness.  Histoplasmosis  is  probably  excluded, 
though  not  completely,  by  the  negative  his- 
toplasmin  test.  The  tuberculin  test  is  posi- 
tive, the  X-rays  suggested  adenopathy  in 
the  right  hilar  area,  and  pleural  fluid  and 
pulmonary  infiltrates  were  present.  Tuber- 
culosis, then,  must  be  considered  as  possible, 
but,  again,  I doubt  that  it  accounts  for  this 
child’s  manifestations.  Hypothyroidism  is 
mentioned  only  in  passing  as  there  is  no 
evidence  for  its  presence.  Congestive  heart 
failure,  then,  remains  as  a possible  explana- 
tion for  this  child’s  illness  and  demise.  Con- 
gestive failure  in  infants  and  children  is  not 
infrequently  misdiagnosed  as  broncho- 
pneumonia. It  is  conceivable  that  the 
earliest  illness  and  the  residual  cough  were 
due  to  heart  failure  with  or  without  super- 
imposed infection  in  the  lungs.  Cardiac  dis- 
ease in  this  age  group  is  usually  due  to 
congenital  heart  disease.  We  know,  of 
course,  that  some  types  of  congenital  heart 
disease  are  associated  with  frequent  pul- 
monary infections  as  an  additional  feature. 
This  could  account  for  our  patient’s  illness 
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beginning  at  six  months  of  age.  The  dyspnea 
and  edema,  even  though  described  as  puffy, 
could  have  been  due  to  congestive  heart 
failure.  My  pediatric  colleagues  inform  me 
that  the  edema  of  heart  failure  occurring  in 
infants  is  not  uncommonly  puffy  rather  than 
soft  and  pitting  as  we  more  often  see  in 
adults.  I believe,  then,  that  our  patient’s 
demise  was  due  to  congestive  failure.  Our 
problem  now  is  to  determine  the  type  of 
primary  heart  disease. 

As  mentioned,  below  the  age  of  five,  the 
major  cause  for  heart  disease  is  congenital 
malformation.  No  mention  was  made  of 
cyanosis,  clubbing,  poor  feeding,  difficult 
swallowing,  stridor  nor  syncope — some  of 
the  frequent  manifestations  of  congenital 
cardiac  disease.  Because  of  the  absence  of 
these  features,  I shall  hurriedly  exclude 
such  malformations  as  vascular  rings  and 
early  cyanotic  lesions  such  as  tetralogy  of 
Fallot,  transposition  of  the  great  vessels, 
pulmonic  stenosis  with  septal  defects,  tri- 
cuspid atresia,  persistent  truncus  arteriosus 
communis  and  Ebstein’s  disease.  Auricular 
and  ventricular  septal  defects  and  patent 
ductus  arteriosus  are  not  infrequently  as- 
sociated with  recurrent  pulmonary  infec- 
tions. We  are  not  given  adequate  clinical 
information,  particularly  physical  findings, 
to  point  toward  one  of  these  three  heart  de- 
fects. I am  making  my  diagnosis  upon  the 
basis  of  one  laboratory  aid,  the  electrocardi- 
ogram. I realize  that  this  is  hazardous,  but 
in  this  particular  case  I have  practically 
nothing  else  to  point  to  a diagnosis.  I must 
admit  that  I had  no  idea  of  the  cause  of  this 
child’s  illness  until  1 saw  the  electrocardio- 
gram about  two  minutes  before  starting  this 
discussion.  I hope  that  my  interpretation  of 
this  laboratory  test  has  not  been  too  much 
in  error. 

In  the  last  year  we  have  found  that  by 
using  the  criteria  set  forth  by  the  group  at 
the  National  Institute  of  Cardiology  of  Mex- 
ico, we  can  frequently  predict,  with  reason- 
able accuracy,  the  type  of  congenital  heart 
defect  on  the  basis  of  electrocardiographic 
features.  This,  we  have  found,  is  frequently 
true  when  trying  to  distinguish  between  the 
septal  defects  and  patent  ductus  arteriosus. 
Because  of  lack  of  time  I shall  merely  say 
that  the  electrocardiogram  in  this  case  is 


quite  typical  of  that  seen  in  a relatively 
large  ventricular  septal  defect  with  pul- 
monary hypertension.  I would  like  to  point 
out  these  important  features.  Note  the  large 
equiphasic  QRS  complexes  in  leads  I,  II, 
AVF,  V4-V6  (Katz-Wachtel  sign,  mainly 
seen  with  ventricular  septal  defects).  (Fig. 
3.)  In  lead  V,  there  is  a QR  complex  which 


Fig.  3 


suggests  right  atrial  as  well  as  right  ventric- 
ular enlargement.  In  the  precordial  leads 
one  never  sees  true  left  ventricular  com- 
plexes, probably  because  of  marked  clock- 
wise rotation.  Lead  AVL  is  probably  closest 
to  representing  a left  ventricular  complex, 
though  even  here  there  is  a prominent  S 
wave.  The  fairly  prominent  negative  de- 
flection of  the  diphasic  P wave  in  V,  is  sug- 
gestive of  left  atrial  enlargement.  When 
one  has  this  electrocardiographic  picture 
with  ventricular  septal  defect,  the  left 
ventricle  should  also  be  enlarged.  On  the 
basis  of  these  findings  I would  suspect  a 
ventricular  septal  defect  of  considerable 
size  with  enlargement  of  all  four  heart 
chambers,  pulmonary  hypertension  of  con- 
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siderable  degree,  and  secondary  enlarge- 
ment of  the  pulmonary  arteries.  The  pul- 
monary arterioles  probably  will  be  nar- 
rowed due  to  either  persistence  of  fetal- 
type  vessels  or  secondary  obliterative 
changes. 

In  addition  to  the  ventricular  septal  de- 
fect and  other  findings  as  mentioned,  it  is 
possible  that  pulmonary  hypogenesis  of  the 
left  lung  exists  as  suggested  by  the  X-ray 
department.  When  one  congenital  defect 
exists,  others  may  be  expected.  Since  re- 
peated pulmonary  infections  were  probably 
present,  the  apparent  decrease  in  lung  vol- 
ume on  the  left  could  also  be  secondary  to 
infection,  fibrosis,  and/or  atelectasis. 

DR.  MORTON’S  DIAGNOSIS: 

(1)  Congenital  Heart  Disease — large  in- 
terventricular septal  defect 
Congestive  heart  failure 

(2)  Congenital  Hypoplasia  Left  Lung 

Final  Pathologic  Diagnosis:  Same  (Eisen- 

menger’s  Complex) 

DR.  J.  ROBERT  TEABEAUT:  On  first 
reading  the  protocol  I thought  Dr.  Morton 
would  be  pressed  to  conclude  that  the  pa- 
tient had  congenital  heart  disease,  and 
would  not  be  able  at  all  to  do  more  than 
guess  at  the  type.  However,  when  he  began 
to  analyze  the  electrocardiogram,  I was 
amazed  at  the  information  it  surrendered  to 
him  and  began  to  realize  that  the  pathologi- 
cal examination  in  this  case  would  only  be 
a confirmation  of  his  diagnosis. 

The  heart  of  this  moderately  edematous 
child  weighed  190  grams.  All  chambers 
were  greatly  dilated  and  there  was  marked 
hypertrophy  of  both  ventricular  walls  espe- 
cially striking  in  the  right  ventricle.  The 
ductus  arteriosus  and  foramen  ovale  were 


closed.  There  was  a very  large  high  inter- 
ventricular septal  defect  1.3  cm.  in  diam- 
eter. Because  of  the  absence  of  the  mem- 
branous septum  the  aortic  orifice  had  a com- 
mon opening  into  both  right  and  left  ventri- 
cles. There  was  remarkable  dilatation  of 
the  main  pulmonary  artery  but  its  branches 
and  the  pulmonary  veins  were  normal  on 
gross  and  histologic  examination.  The  tre- 
mendous size  of  the  heart  accounted  for  the 
globular  density  in  the  left  chest.  This  series 
of  findings  has  been  called  Eisenmenger’s 
Complex;  but  I think  it  is  apparent  that  the 
large  high  interventricular  defect  is  the  im- 
portant change  and  that  the  right  ventricu- 
lar hypertrophy,  pulmonary  artery  dilata- 
tion and  “overriding  aorta”  are  all  sec- 
ondary or  relative. 

As  was  suggested  by  the  X-ray  studies, 
there  was  left  lung  malformation.  This  en- 
tire lung  was  pushed  posteriorly,  appeared 
about  half  the  size  of  the  right  lung,  and 
there  was  probe-patent  but  marked  stenosis 
of  the  main  stem  bronchus.  After  evaluat- 
ing the  various  local  anatomic  factors  which 
might  have  produced  this,  it  was  decided 
that  this  was  a congenital  lesion.  Normal 
lymph  follicles  were  prominent  about 
bronchioles  in  microscopic  sections  of  this 
lung  and  there  was  atelectasis.  Both  lungs 
showed  congestion,  edema  and  hemosiderin 
laden  phagocytes.  The  abdominal  viscera 
showed  passive  congestion. 

Because  many  congenital  heart  lesions 
now  are  correctable  by  surgical  techniques 
it  is  important  to  re-emphasize  them.  Dr. 
Morton  has  given  us  a beautiful  demonstra- 
tion of  how  the  proper  analysis  of  simple 
laboratory  procedures  may  frequently  lead 
to  an  accurate  diagnosis. 
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Abstract  of  the  Proceedings  of  the  Special  Session  of  the 
House  of  Delegates  of  the  Tennessee  State  Medical 
Association,  Nashville,  December  15,  1957 


A special  session  of  the  House  of  Dele- 
gates was  called  to  order  at  10:00  a.m.  on 
December  15,  1957,  by  Dr.  R.  N.  Buchanan, 
Jr.,  Speaker.  The  meeting  was  conducted 
in  the  Andrew  Jackson  Hotel  in  Nashville. 

Following  the  call  to  order,  the  Executive 
Secretary  read  the  official  call.  “Notice  is 
hereby  given  for  a called  meeting  of  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Association  on  Sunday,  December 
15,  1957,  at  10:00  a.m.  in  the  Commodore 
Room,  Andrew  Jackson  Hotel  in  Nashville. 
The  purpose  of  the  meeting  will  be  to  de- 
termine action  that  is  to  be  adopted  on  the 
proposed  revisions  in  the  Tennessee  Plan. 
The  Prepaid  Insurance  Committee  has  for- 
warded to  all  county  society  representatives 
the  proposed  and  alternate  plans  of  the  sur- 
gical schedule  as  well  as  schedules  for  sup- 
plements on  In-Hospital  Medical  Care  and 
Radiological  Treatment  of  Malignant  Dis- 
eases. This  notice  is  going  to  delegates 
certified  as  of  April  1957  to  the  House  of 
Delegates.  If  the  official  delegate  cannot 
attend  this  special  meeting,  he  is  urged  to 
turn  this  letter  over  to  his  alternate  dele- 
gate. All  county  society  secretaries  are  re- 
quested to  see  that  either  the  delegate  or 
the  alternate  will  attend  so  that  every 
county  society  will  be  represented.  Issued 
this  the  12th  day  of  November,  1957.” 

Following  the  reading  of  the  call,  the 
speaker  requested  the  House  to  act  on  the 
matter  of  seating  representatives  from  the 
Insurance  Companies  who  are  underwriters 
of  the  Tennessee  Plan.  With  unanimous 
consent  of  the  House,  representatives  of  the 
Health  Insurance  Council  and  the  Tennes- 
see Hospital  Service  Association  were  in- 
vited to  sit  in  the  House  as  guests,  for  the 
purpose  of  answering  questions  if  called 
upon. 

The  Speaker  called  upon  the  Chairman 
of  the  Prepaid  Insurance  Committee,  Dr. 
James  A.  Kirtley,  for  the  recommendations 
of  the  Committee.  Dr.  Kirtley  outlined  the 
work  of  the  committee  and  expressed  his 
appreciation  to  each  member  of  the  Pre- 


paid Insurance  Committee,  for  outstanding 
work  and  time  spent  in  studying  the  prob- 
lem. 

Multiple  Policies 

Dr.  Kirtley  outlined  the  various  recom- 
mendations as  adopted  by  the  committee. 
Following  explanatory  remarks,  he  moved 
that  with  reference  to  multiple  insurance 
policies,  “that  any  patient  who  holds,  more 
than  one  health  insurance  policy  will  not 
be  eligible  for  full-service  benefits  under 
the  Tennessee  Plan.”  The  motion  was  sec- 
onded by  Dr.  Garrott  of  Cleveland.  Follow- 
ing discussions,  the  question  was  called  for, 
the  motion  was  put  to  a vote  and  carried 
and  the  motion  was  adopted. 

Policyholders  To  Sign  Statement  of  Income 

Dr.  Kirtley  stated  that  one  of  the  serious 
objections  to  the  present  Tennessee  Plan 
was  the  lack  of  adequate  information  about 
patient’s  incomes.  He  made  a motion  that 
“at  some  place  on  the  claim  form,  or  on  a 
form  to  be  attached,  will  be  a place  for  the 
insured  to  sign  a statement  to  the  effect  that 
the  total  family  income  does  not  exceed  the 
limits  of  the  Tennessee  Plan  which  are  to 
be  adopted  at  this  special  session.”  This 
measure  is  intended  to  have  the  patient  pro- 
vide a signed  statement  of  his  income  to 
further  tighten  up  on  the  possibilities  of 
mis-representation  in  the  total  family  in- 
come of  those  insured.  The  motion  was 
properly  seconded. 

After  discussion,  the  question  was  called 
for,  the  motion  was  put  to  a vote  and  car- 
ried and  the  motion  was  adopted. 

The  Speaker  called  upon  the  Chairman 
of  the  Prepaid  Insurance  Committee  to  con- 
tinue with  his  committee’s  recommendation. 
Dr.  Kirtley  stated  that  the  “Committee 
recommended  that  policyholders  who  are 
patients,  and  voluntarily  select  hospital  ac- 
commodations more  expensive  than  semi- 
private rooms  should  not  be  eligible  for 
service  benefits  under  the  Tennessee  Plan.” 
Dr.  Kirtley  stated  this  in  the  form  of  a mo- 
tion and  it  was  seconded  by  Dr.  Smith  of 
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Chattanooga.  The  motion  was  thoroughly 
discussed.  The  motion  before  the  House  on 
this  matter  was  to  the  effect  that  “if  a pa- 
tient voluntarily  selects  more  than  semi- 
private hospital  accommodations,  the  terms 
of  the  Tennessee  Plan  contract  would  not 
prevail.”  The  question  was  called  for,  the 
motion  was  put  to  a vote  and  failed  by  a 
vote  of  33  to  17.  The  motion  was  not 
adopted. 

Third  Party  Injury  Benefits 

Dr.  Kirtley  continued  with  his  commit- 
tee’s recommendation  stating  that  the  com- 
mittee believed  that  any  Tennessee  Plan 
policyholder  that  received  third  party  in- 
jury benefits  as  a result  of  either  in-court  or 
out-of-court  settlements  should  not  be  eli- 
gible for  full  service  benefits.  Dr.  Kirtley 
moved  that  “any  patient  who  receives  third 
party  injury  benefits  as  a result  of  either 
in-court  or  out-of-court  settlements  would 
not  be  eligible  for  full-service  benefits  under 
the  Tennessee  Plan.”  The  motion  was  duly 
seconded  and  following  discussion,  the  ques- 
tion was  called  for,  the  motion  was  put  to 
a vote,  and  the  motion  was  adopted. 

Income  Limits 

The  Chairman  continued  with  the  pres- 
entation of  the  Committee’s  recommenda- 
tion on  the  Surgical  Plan  I,  or  the  alternate 
Surgical  Plan  II  as  presented  to  all  dele- 
gates prior  to  the  special  session.  It  was 
pointed  out  that  the  committee’s  recommen- 
dation was  to  lower  the  total  family  income 
limits  of  the  Tennessee  Plan  from  the  pres- 
ent $4200  to  $3600  annually.  Dr.  Gene 
Kistler,  Chattanooga,  spoke  in  favor  of  low- 
ering the  income  limits. 

As  an  alternate  suggestion,  Dr.  Kirtley 
presented  the  Plan  II  surgical  schedule 
which  called  for  a $300  maximum  surgical 
fee  schedule,  leaving  the  income  limits  for 
single  individuals  at  $2400  per  year  and  the 
total  family  income  at  $4200  per  year  as  is 
presently  in  effect.  This  entire  question  was 
discussed  at  length  by  many  members  of 
the  House  of  Delegates.  At  the  conclusion 
of  the  discussion,  Dr.  Kistler  made  the  mo- 
tion that  “the  total  family  income  in  the 
Tennessee  Plan  be  reduced  from  $4200  to 
$3600  per  year,  and  that  a single  individual’s 
income  limit  remain  at  $2400  per  year.”  The 
motion  was  seconded  by  Dr.  Garrott  of 


Cleveland.  Further  discussion  followed  by 
a number  of  delegates.  Many  general 
statements  were  made  and  statistics  were 
presented  by  members  of  the  House  in  the 
arguments  on  the  question. 

Several  members  of  the  House  requested 
the  Speaker  to  call  upon  representatives  of 
the  insurance  industry  to  inform  members 
of  the  House  on  the  sale-ability  of  a pro- 
posed plan  with  the  income  limits  at  the 
levels  established  in  this  motion. 

The  question  was  asked  from  the  floor 
relative  to  how  many  doctors  had  with- 
drawn from  the  plan  in  the  past  several 
years.  It  was  reported  that  in  a fifteen 
month  period  52  physicians  had  resigned 
from  the  Plan  and  30  physicians  had  joined. 

Dr.  Kistler  stated  that  he  would  like  for 
the  motion  to  include  that  “this  was  the 
recommendation  of  the  Prepaid  Insurance 
Committee.”  At  the  conclusion  of  all  dis- 
cussions on  the  motion,  the  question  was 
called  for,  the  motion  was  put  to  a vote  and 
the  motion  was  defeated  44  to  11. 

House  Adopts  Plan  II 

Dr.  Kirtley  presented  the  alternate  pro- 
posal of  the  Insurance  Committee,  setting 
forth  the  fee  schedule  in  surgery  wherein 
the  maximum  schedule  was  raised  from 
$200  to  $300.  He  pointed  out  that  there 
were  some  duplications  and  errors  in  the 
schedule  and  requested  the  House  to  allow 
the  Insurance  Sub-Committee  to  clarify 
these  errors. 

Following  the  presentation,  Dr.  Julian 
Welch  of  Brownsville  moved  that  Plan  II 
be  adopted  which  will  leave  the  income 
limits  at  the  present  level  of  $2400  per  year 
for  single  individuals  and  not  more  than 
$4200  per  year  for  total  family  income,  and 
that  the  surgical  fee  schedule  under  Plan 
II  be  adopted.  The  question  was  called  for, 
the  motion  was  put  to  a vote  and  carried 
and  the  motion  was  adopted. 

In-Hospital  Medical  Care  Supplement 

The  Speaker  called  upon  Dr.  R.  M.  Finks 
to  explain  the  details  of  the  committee’s 
recommendation  on  In-Hospital  Medical 
Care.  Dr.  Finks  stated  that  the  plan  was  a 
$30.00  deductible  type  of  coverage  and 
which  the  maximum  insurable  limit  is  for 
$170  over  a period  of  36  days  hospitaliza- 
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tion.  He  explained  that  during  the  first  two 
days,  a physician  could  charge  directly  to 
the  patient  up  to  $30.00  for  the  first  two  days 
hospitalization.  After  the  first  two  days, 
the  insurance  will  take  over  under  the  cir- 
cumstances as  listed  in  the  proposal. 

Following  the  presentation,  Dr.  Finks 
moved  that  “the  In-Hospital  Medical  Care 
Supplement,  on  an  optional  basis  to  the 
purchaser,  be  included  in  the  revised  Ten- 
nessee Plan.”  The  motion  was  seconded  by 
Dr.  Caudill,  after  which  there  was  discus- 
sion. 

Dr.  Dawson  of  Blount  County  asked  the 
question  whether  or  not  this  plan  would 
cover  diagnostic  admissions.  He  stated  that 
the  group  that  he  represented  would  like 
to  see  some  differentiation  between  diag- 
nostic and  the  actual  treatment  in  hospital. 
He  also  stated  that  his  society  felt  some  pro- 
vision should  be  made  for  coverage  of 
anesthesia  administration  in  the  plan.  He 
also  questioned  the  possibility  of  a time 
limit  on  the  participating  agreement  of 
physicians  in  the  Tennessee  Plan. 

Dr.  Duane  Carr  of  Memphis  discussed  the 
motion  after  which  he  moved  that,  an 
amendment  be  added  to  Section  (b)  to  read 
as  follows:  “benefits  will  not  be  payable  for 
medical  services  received  prior  to  a surgical 
procedure  when  hospitalization  is  primarily 
for  operation.”  The  amendment  was  sec- 
onded by  Dr.  Kelly  of  Memphis.  The 
amendment  was  discussed.  At  the  close  of 
the  discussion,  the  question  was  called  for, 
(lie  motion  was  put  to  a vote  and  carried. 
Section  (b)  was  therefore  amended. 

Dr.  Carr  presented  an  amendment  to  Sec- 
tion (c)  on  In-Hospital  Medical  Care  to 
read  as  follows:  “benefits  will  not  be  pay- 
able for  medical  services  following  any 
surgical  procedure  unless  such  services  are 
for  conditions  co-existent  and  not  a part  of 
the  surgically  treated  disease.”  The  ques- 
tion was  called  for  on  the  amendment  on 
Section  (c),  the  motion  was  put  to  a vote 
and  carried  and  Section  (c)  was  amended 
as  stated  above. 

Section  (e)  was  also  amended  to  read 
“benefits  would  not  be  payable  for  pre-  or 
post-operative  care  except  as  in  Section  (b) 
and  (c)  or  for  medical  care  given  by  the 
operating  surgeon  or  his  assistant  surgeon.” 


Following  the  passage  of  the  amendments, 
the  original  motion  as  amended  was  p’aced 
before  the  House,  the  question  was  called 
for,  the  motion  was  put  to  a vote  to  adopt 
the  amended  In-Hospital  Medical  Care  Sup- 
plement, and  the  motion  was  adopted. 

Radiological  Schedule 

Dr.  Kirtley  made  a motion,  to  adopt  the 
Radiological  Coverage  as  an  optional  sup- 
plement to  the  Tennessee  Plan.  Dr.  Russell 
of  Clarksville  seconded  the  motion.  Dis- 
cussion followed. 

Dr.  Walter  Hankins  of  Johnson  City 
moved  that  the  Tennessee  Radiological  So- 
ciety Committee  re-submit  the  fee  schedule 
on  radiological  treatment  of  malignant  dis- 
ease to  the  Prepaid  Insurance  Committee 
with  a maximum  ceiling  of  $300.  The  ques- 
tion was  called  for,  the  motion  was  put  to 
a vote,  and  the  motion  was  adopted. 

Effective  Date  of  New  Plan 

Dr.  Kirtley  stated  that  it  was  his  belief 
that  Tennessee  Plan  policies  sold  after  July 
1,  1958,  should  take  under  consideration  all 
of  the  measures  passed  by  the  House  of 
Delegates  in  this  session.  He  made  a motion 
that  one  year  from  date,  that  all  old  type 
policies  should  be  discontinued  and  the  new 
plan  become  effective.  The  motion  was 
seconded  by  Dr.  Trabue. 

Members  of  the  House  asked  that  repre- 
sentatives of  the  insurance  industry  be 
heard  on  this  point.  Mr.  Dick  Eales  of  the 
Health  Insurance  Council,  Mr.  Schulze,  and 
Mr.  Ben  Haynes  from  Blue  Shield,  were 
heard  on  the  subject  of  the  effective  date. 
The  insurance  representatives  recommended 
that  a six  months  “tool  up”  period  be  given 
for  the  companies  to  draft  their  policies  and 
get  the  information  before  all  agents  in  the 
state.  Beginning  July  1,  1958,  all  old  plan 
policies  should  be  changed  over  to  the  new 
plan  upon  their  anniversary  dates.  Any 
new  policies  written  after  July  1,  1958, 
should  be  on  the  new  plan.  Dr.  Garner 
amended  the  motion  that  the  insurance 
companies  expedite  the  matter  as  quickly 
as  possible  not  to  exceed  the  time  limit  of 
18  months  from  December  15,  1957.  The 
question  was  called  for,  the  motion  was  put 
to  a vote  and  the  motion  was  adopted.  This 
action  will  place  the  new  plan  into  effect  by 
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not  later  than  July  1,  1959,  and  all  old  plan 
policies  will  be  changed  over  by  that  date. 

The  question  of  participating  physicians 
in  the  new  plan  was  discussed,  however,  the 
consensus  of  opinion  of  those  speaking  to 
the  point  were  that  the  physicians  of  the 
state  that  participate  in  the  present  plan 
have  signed  up  to  abide  by  the  rules  and 
regulations  of  the  Tennessee  Plan  with  the 
Tennessee  State  Medical  Association.  Any 
participating  member  has  the  right  to  re- 
sign, and  any  non-participating  member  can 
rejoin  the  plan.  The  motion  was  made  by 
Dr.  Fount  Russell  that  under  the  new  plan, 
participating  physicians  resign  a new  par- 
ticipating agreement.  The  question  was 
called  for,  the  motion  was  put  to  a vote  and 
defeated,  and  it  was  determined  that  the 
Association  will  continue  as  with  the  pres- 
ent participating  physicians  agreement  in 
the  plan,  unless  participating  physicians 
notify  the  TSMA. 

Medicare 

Dr.  Kirtley  pointed  out  that  the  House  of 
Delegates  one  year  ago  had  directed  that  the 
Executive  Committee  of  the  Prepaid  Insur- 
ance Committee  serve  as  the  committee  to 
act  upon  problems  dealing  with  the  de- 
pendents medical  care  program  (medicare). 
Dr.  Kirtley  stated  that  the  Executive  Sub- 
Committee  recommended  that  members  of 
the  House  of  Delegates  be  considering 
whether  or  not  Tennessee  should  continue 
on  a fixed  fee  schedule  under  Medicare  or 
operate  on  a no  contract  basis.  He  pointed 
out  that  several  states  were  participating  in 
the  Medicare  program  on  this  basis.  He 
asked  that  members  of  the  House  of  Dele- 
gates come  to  the  April  meeting  prepared  to 
act  on  this  matter.  He  stated  that  the  Sub- 
Committee  preferred  to  do  away  with  the 
fixed  fee  schedule  and  let  each  county  have 
their  own  committee  that  would  pass  on  any 
procedures  about  which  there  were  any  dis- 


cussions between  the  defense  department 
and  the  physician  involved.  His  statement 
was  more  in  the  form  of  an  announcement 
and  no  action  was  necessary. 

Other  Business 

Dr.  J.  Paul  Baird  asked  special  permission 
from  the  House  to  present  a matter  not  on 
the  agenda.  It  had  to  do  with  action  on  the 
Forand  Bill,  HR  9467.  The  Speaker  pointed 
out  that  it  would  take  unanimous  consent  of 
the  House  to  act  on  the  matter  inasmuch  as 
the  Chair  ruled  that  any  business  brought 
before  a called  session  and  not  previously 
announced,  could  not  be  presented.  Dr. 
Baird  moved  for  over-ruling  the  Chair  and 
asked  the  delegates  that  approved,  let  it  be 
known  by  standing  since  it  would  take  a 
unanimous  vote.  The  motion  failed.  Dr. 
Moore  J.  Smith  of  Chattanooga  made  in  the 
form  of  an  announcement,  an  appeal  that 
the  Board  of  Trustees  place  the  Association 
on  record  as  being  opposed  to  HR  9467. 

Dr.  A.  M.  Patterson  of  Chattanooga  made 
a motion  that  the  Prepaid  Insurance  Com- 
mittee be  commended  for  the  enormous  job 
of  outstanding  work  accomplished.  This 
motion  was  seconded  and  duly  adopted.  Dr. 
Galbraith,  a delegate,  requested  that  the  in- 
surance committee  consider  a schedule  for 
the  anesthestists  to  be  included  in  the  Ten- 
nessee Plan. 

Dr.  Kirtley  replied  that  his  committee 
would  be  glad  to  consider  it  and  requested 
that  the  anesthesiologists  association  sub- 
mit any  recommendations  to  the  committee 
that  it  wished. 

There  being  no  further  business  to  come 
before  the  special  session  of  the  House  of 
Delegates,  a motion  was  duly  made  and  sec- 
onded to  adjourn. 

The  special  session  of  the  House  adjourned 
at  1:20  p.m. 

R.  N.  Buchanan,  Jr.,  M.D.,  Speaker 
J.  E.  Ballentine,  Executive  Secretary 
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RECENT  OBSERVATIONS  ON  AN 
ANCIENT  SYNDROME 

(Editor’s  Note: 
Upon  this  page  the 
author  is  cautioned 
not  to  make  personal 
clinical  observations 
or  specify  preference 
f o r any  particular 
therapy.) 

(Author’s  Note: 
Precedent  and  cus- 
tom  have  to  be 
broken,  or  extended,  shall  we  say,  in  all 
good  houses  on  occasions  when  a clinical 
condition  warrants  the  use  of  this  page  to 
condense,  evaluate  and  modernize  the  no- 
menclature and  classification  of  an  old  dis- 
ease entity.) 

STATUS  ANATIDIUS 
(Migratory  Miasma  or  Mallard  Fever) 

By  definition,  this  disease  is  a moderate 
to  severe  psychoneurosis,  very  definitely 
limited  in  its  course,  based  on  Federal 
Statutory  Regulations  covering  migratory 
fowl,  ’though  there  is  usually  a prodrome 
before  November  10th,  and  certain  compli- 
cations or  altered  behavior  patterns  which 
are  extended  beyond  January  15th.  The 
explicit  limits  of  this  disease,  without  per- 
manent damage,  ’though  marked  by  annual 
recurrences,  is  the  chief  diagnostic  point 
which  characterizes  the  mania  and  also  of- 
fers an  encouraging  prognosis. 

The  clinical  picture  is  that  of  an  adult 
male,  usually  well  oriented  and  capable  of 
productive  work  for  ten  months  of  the  year, 
who  begins  to  manifest  certain  symptoms 
of  unrest  and  slight  alterations  of  customary 
behavior  patterns  around  home  and  office 
as  the  cold  winds  blow  the  remaining  leaves 
from  the  trees,  and  the  spectacular  migra- 
tions of  the  Anatidiae  are  first  seen.  With 
this  onset  the  course  is  usually  marked  by 
progressive  severity  of  symptoms  involving 
a multitude  of  bizarre  personality  altera- 
tions. Here  then  the  affected  individual 
makes  the  paradoxical  and  contrasting 
changes  from  the  steady  wage  earner,  the 
dutiful  and  attentive  husband,  and  the  zeal- 
ous church  and  civic  club  worker,  to  the 
great  hunter  type. 


He  has  become  obsessed  with  self  evalu- 
ated ideas  of  prowess  with  the  gun,  the  duck 
call,  small  boat  handling,  and  all  the  allied 
crafts  of  woodlore  and  stalking.  His  com- 
pulsion leads  him  to  depart  from  customary 
sleeping  habits,  personal  cleanliness  and 
grooming,  and  from  the  paths  of  honesty 
to  become  the  braggart  in  dirty  underwear, 
soiled  shirt,  and  muddy  hip  boots,  who 
characteristically  likes  to  remark  that  “he 
and  his  buddies  (similarly  affected)  got  into 
the  blind  at  daybreak,  killed  four  limits, 
and  were  back  at  work  at  9:30.”  Chronic 
sufferers  of  this  disease  will  never  state  how 
many  of  his  colleagues  bagged  four  limits 
or  whether  it  was  9:30  a.m.  or  p.m. 

The  most  constant  finding  characterizing 
the  condition  is  an  extreme  euphoria  ex- 
hibited throughout  the  season  leading  to 
the  belief  that  all  the  missed  shots  of  yes- 
terday will  be  replaced  by  the  perfection  of 
a double  or  a triple  today,  or  where  no 
ducks  were  found  the  day  before  that  he 
is  certain  to  witness  massed  thousands  in 
flight  or  to  hear  the  calls  and  uninhibited 
splashing  of  great  concentrations  feeding. 

Thus,  under  the  guise  of  “the  grand 
sport,”  recreation,  or  a stimulating  outdoor 
hobby,  this  peculiar  state  or  cyclic  change 
presents  itself  with  all  the  compulsive 
urges,  personality  changes,  illogical  conclu- 
sions and  obsessions,  in  such  a manner  as 
to  classify  the  condition  as  a definite  entity. 

There  is  no  cure  for  the  malady.  Force- 
ful restraint  and  curtailment  of  funds  will 
restrict  the  individuals  tendency  to  exhaust 
himself.  Prolonged  shock  treatment  of 
eight  weeks  duration  to  sub-levels  of  res- 
piratory paralysis  will  keep  him  out  of  the 
field.  Otherwise,  one  in  his  state  will  never 
give  up  the  compulsive  urges  until  senility 
or  total  physical  disability  resolves  them, 
for, 

“No  snow,  nor  rain,  nor  ice  and  sleet 
Can  keep  this  huntsman  off  his  feet, 

To  walk  or  wade  in  quest  of  ducks, 
While  brain  pathways  are  in  such  flux.” 

(Anon.) 


J.  Paul  Baird 
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THERAPY  OF  OBESITY 

The  art  of  medicine  requires  that  patients 
be  treated  as  persons  with  diseases  rather 
than  diseases  within  persons.  The  inability 
to  standardize  therapy  for  a particular  dis- 
order is  well  known  to  all  who  practice  such 
an  art.  Sidney  Burwell1  in  discussing  preg- 
nancy in  the  presence  of  rheumatic  heart 
disease,  emphasizes  the  differences  not  only 
between  men  and  women,  babies  and  adults 
but  also  the  differences  occurring  in  the 
same  person  at  different  times  physiologi- 
cally. These  facts  are  true  not  only  in  the 
pregnant  rheumatic  but  in  most  disorders 
including  obesity.  Yet  how  glibly  the  av- 
erage practitioner  examines  the  obese  pa- 
tient, hands  her  (or  him)  a reduction  diet, 
writes  (or  doesn’t  write)  a prescription  for 
one  of  the  many  appetite  “dullers”  or  stom- 
ach “filler-uppers”  and  tells  the  patient  to 
return  later  to  see  how  much  weight  has 
been  lost.  If  his  results  are  as  soul  satis- 


fying as  the  average,  no  more  than  25  out 
of  every  100  patients  so  treated  will  achieve 
the  desired  loss  of  avoirdupois  and  fewer 
will  maintain  satisfactory  reduction.  A 
therapeutic  procedure  as  unrewarding  as 
this  in  any  other  field  would  have  been  dis- 
carded long  ago,  and  yet  the  above  sequence 
of  events  will  take  place  tomorrow  in  cities 
and  in  towns  throughout  this  grand  land  of 
ours  and  the  same  soul-satisfying  results 
proclaim  the  futility  of  such  therapeutic 
endeavor. 

Albert  Stunkard-  reflects  on  the  inade- 
quacy of  treatment:  “Most  obese  patients 
will  not  stay  in  treatment  for  obesity.  Of 
those  who  stay  in  treatment,  most  will  not 
lose  weight,  and  of  those  who  do  lose 
weight,  most  will  regain  it.”  This  is  not 
an  evaluation  of  any  one  reduction  regimen 
but,  surprising  as  it  may  seem,  the  results 
of  treatment  are  pretty  much  the  same  re- 
gardless of  the  method  used.  It  would  seem 
that  some  other  factor  is  operating.  Stunk- 
ard studied  100  obese  patients  whose  course 
was  being  followed  in  regular  clinics  at 
New  York  Hospital.  Only  12  patients  lost 
as  much  as  20  pounds  during  the  course  of 
the  year  and  4 of  these  had  already  regained 
most  of  the  weight  they  had  lost.  Further- 
more, 28  of  the  100  patients  never  returned 
to  their  original  clinic  or  to  the  Nutrition 
Clinic  and  thus  lost  contact  with  two  thera- 
peutic relationships.  It  must  be  assumed 
that  many  did  not  return  because  of  shame 
since  they  had  failed  to  lose  weight.  This 
much  is  disheartening  but  the  danger  of 
inducing  severe  emotional  disturbance  can- 
not be  overlooked.  Over  50%  of  the  pa- 
tients in  this  group  reported  symptoms 
which  they  attributed  to  dieting  such  as 
nervousness,  anxiety,  restlessness,  weakness 
and  irritability. 

The  “other  factor”  which  may  be  operat- 
ing in  many  patients  is  the  psychologic  fac- 
tor. W.  W.  Hamburger1  classified  a group 
of  obese  patients  referred  to  him  for  psy- 
chiatric help  and  delineated  four  types  of 
hyperphagia  from  this  select  group.  The 
first  group  showed  over-eating  as  a response 
to  nonspecific  emotional  tensions.  They  ate 
more  when  tense  and  upset.  They  had 
learned  that  a snack  would  make  them  feel 
better  when  they  were  bored,  nervous,  anx- 
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ious,  blue  or  depressed.  Some  of  these  ate 
the  most  at  night,  as  recently  emphasized 
by  Stunkard,  Grace  and  Wolff1  as  part  of 
“the  night  eating  syndrome.” 

The  second  group  over-ate  as  a substitute 
gratification  in  intolerable  life  situations. 
Certainly  if  a person  can  respond  to  a tran- 
sient stimulus  of  grief,  love,  frustration  or 
anger  with  eating,  it  is  logical  to  assume 
that  he  might  chronically  over-eat  if  the 
emotional  stimulus  is  long  lived. 

The  third  group  exhibited  over-eating  as 
a symptom  of  an  underlying  emotional  ill- 
ness. This  is  the  group  that  may  precipitate 
symptoms  of  severe  mental  illness  if  atten- 
tion is  focused  on  over-eating  as  the  disease 
rather  than  as  a symptom  of  a much  more 
grave  disorder. 

Finally,  his  fourth  group  classified  hyper- 
phagia  as  an  addiction  to  food.  This  over- 
eating is  uncontrollable  and  constitutes  a 
true  compulsive  symptom.  It  often  exists 
from  early  childhood  and  appears  to  be  less 
related  to  external  life  events  or  to  tran- 
sient emotions.  The  analogy  to  alcohol  and 
other  addictions  is  appropriate  in  terms  of 
both  the  behaviour  and  personality  struc- 
ture of  these  patients. 

This  is  not  a plea  to  send  all  fat  persons 
for  psychiatric  evaluation.  Rather  it  is  a 
plea  to  devote  some  attention  to  emotional 
factors  at  the  same  time  the  physician  is 
studying  his  obese  patient’s  basal  metab- 
olism, glucose  tolerance,  thyroid  and  hy- 
pothalmic  functions.  In  the  course  of 
history  taking,  can  the  physician  detect 
fluctuations  in  appetite  and/or  body  weight 
in  relation  to  critical  life  experiences?  Is 
the  patient  aware  of  eating  when  not  hun- 
gry or  in  relation  to  strong  emotions?  Is 
the  patient  aware  of  conscious  environmen- 
tal pressures  with  v/hich  the  physician  can 
help  him?  Is  there  evidence  of  emotional 
illness,  especially  hysterical  syndromes  or 
depression,  or  unusual  cravings  for  which 
the  patient  could  be  helped  to  consult  a 
psychiatrist? 

As  Stunkard  says:  “The  treatment  of 
obesity  is  likely  to  become  more  successful 
the  less  the  physician  concerns  himself  with 
obesity  and  the  more  he  concerns  himself 
with  the  obese  person  and  his  problems  in 
living.” 
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★ 

AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 

It  is  two  years  since  the  last  comments 
on  this  subject  were  published  on  these 
pages.  All  physicians,  or  at  least  all  mem- 
bers of  the  American  Medical  Associa- 
tion, have  had  annual  reminders  that  the 
A.M.E.F.  is  a growing  and  active  organiza- 
tion. 

The  financing  of  medical  education  in  the 
past  decade,  in  the  face  of  rising  costs  and 
the  increased  needs  in  the  teaching  of  scien- 
tific medicine,  have  posed  problems,  which 
have  been  practically  insoluble,  to  medical 
school  administrators.  This  has  been  es- 
pecially true  in  the  light  of  proportionately 
decreasing  funds  in  many  schools  because 
of  fixed  income.  There  seemed  only  one 
way  to  turn  if  the  doors  of  many  of  the 
private  schools  were  to  be  kept  open.  This 
was  to  turn  to  the  Federal  Government  for 
support,  something  which  most  physicians 
would  have  dreaded  to  see;  this  is  true  for 
most  medical  educators  as  well. 

To  prevent  the  need  for  turning  to  Gov- 
ernment, the  National  Fund  for  Medical 
Education  was  organized  to  obtain  support 
for  medical  education  at  the  hands  of  in- 
dustry. In  1951,  the  A.M.E.F.  was  organized 
to  get  support  from  the  doctors,  and  during 
its  first  five  years  these  funds  were  chan- 
nelled to  medical  schools  through  the  Na- 
tional Fund.  In  1956,  the  Board  of  Directors 
of  A.M.E.F.  decided  to  make  its  contribution 
separately  to  highlight  the  contributions  of 
doctors  to  medical  education.  For  the  first 
four  years  the  A.M.A.  gave  one-half  million 
yearly  to  the  A.M.E.F.  In  the  fifth  year  it 
gave  $100,000  and  in  1956,  $225,000.  The 
individual  doctors’  contributions  have  risen 
from  $245,918  in  1951  to  $847,903  in  1956. 


A.  B.  S. 
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Since  the  A.M.A.  has  borne  the  promotional 
and  administrative  costs,  every  penny  con- 
tributed has  gone  to  medical  education. 
Furthermore,  the  A.M.E.F.  has  cooperated 
in  all  ways  in  the  development  of  alumni 
programs  aimed  to  give  money  to  the  school 
of  the  alumnus. 

The  profession  is  now  convinced  of  the 
continued  need  for  subsidy,  and  attempts 
have  been  made  to  impress  upon  all  doctors 
that  some  dollars  annually  is  little  enough 
to  pay  to  keep  our  schools  free.  Some  state 
associations  have  this  aim  as  an  organized 
effort  to  aid  medical  education.  The  Ari- 
zona, California,  Idaho,  Illinois,  Indiana, 
Nevada,  New  Jersey,  South  Carolina  and 
Utah  state  associations  have  the  courage  of 
their  convictions  and  levy  upon  each  mem- 
ber a contribution  which  is  included  in  their 
dues.  New  Jersey  turned  in  $25,000  col- 
lected via  dues.  The  societies  of  Connecti- 
cut, Kansas,  Massachusetts,  South  Carolina 
(now  having  an  annual  assessment),  and 
Virginia  have  made  such  contributions  that 
they  have  received  A.M.E.F.  Awards  of 
Merit.  The  Chattanooga-Hamilton  County 
Medical  Society  received  such  an  Award 
for  the  contributions  given  during  the  past 
year,  matched  by  funds  from  nonmedical 
sources.  Other  contributing  medical  organ- 
izations receiving  Awards  of  Merit  were 
the  American  College  of  Radiology,  Ameri- 
can Society  of  Anesthesiology,  and  the 
Southern  Medical  Association.  The  Woman’s 
Auxiliary  of  10  states  have  received  Awards 
for  their  efforts  in  behalf  of  A.M.E.F.  It 
is  heartening  to  see  this  increasing  evidence 
of  belief  in  the  “American  way  of  life”  and 
in  free  enterprise. 

In  1956,  49  Tennessee  doctors  contributed 
directly  to  the  A.M.E.F.,  and  729  made 
alumni  contributions  to  their  Alma  Mater 
to  a total  of  $31,525.17.  The  three  Tennessee 
medical  schools  together  received  several 
hundreds  of  dollars  more  than  this  from 
the  A.M.E.F.  separate  from  direct  contri- 
butions to  schools  by  their  alumni. 

This  is  the  time  to  make  out  income  tax 
reports  and  to  be  reminded  that  a gift  to 
the  A.M.E.F.  is  deductible  for  1958.  Why 
not  make  it  now?  It  is  needed. 

From  the  Oath  of  Hypocrates, — “I  swear 
by  Apollo,  The  Physician,  and  Aesculapius 
. . . to  reckon  him  who  taught  me  this  art 


equally  dear  to  me  as  my  parents,  to  share 
my  substance  with  him  and  relieve  his  ne- 
cessities if  required  . . 

R.  H.  K. 


Dr.  E.  G.  Sanders,  79,  Stantonville,  died  Decem- 
ber 25th  at  his  home. 

Dr.  George  H.  Harding,  74,  Nashville,  died  Jan- 
uary 10th  at  the  Baptist  Hospital. 

Dr.  Herschel  Victor  Hannings,  73,  Martin,  died 
December  26th  at  the  Obion  County  Hospital  in 
Union  City. 

Dr.  John  Snodgrass  Beasley,  77,  Centerville, 
died  December  25th  at  his  home  following  an  ex- 
tended illness. 

Dr.  Samuel  E.  McDonald,  81,  Bells,  died  January 
11  in  the  West  Tennessee  Tuberculosis  Hospital 
at  Memphis. 


Chattanooga-Hamilton  County  Medical 
Society 

The  Society  held  its  regular  meeting  on 
January  8th  at  the  Chattanooga  Golf  and 
Country  Club.  Dr.  J.  H.  Couliette,  techni- 
cal director  of  the  University  of  Chatta- 
nooga, was  the  principal  speaker,  h i s 
subject,  “Medical  Science’s  Significance  to 
Satellites.”  New  officers  were  installed; 
Dr.  Moore  J.  Smith,  Jr.,  as  the  new  presi- 
dent, Dr.  Carl  Hartung,  as  president-elect 
for  1959,  and  Dr.  Harry  A.  Stone  as 
Secretary-Treasurer. 

Consolidated  Medical  Assembly 

Two  Jackson  physicians  were  on  the  pro- 
gram of  the  Society’s  regular  meeting,  held 
cn  January  7th  at  the  New  Southern  Hotel. 
Dr.  William  H.  Roberts,  ophthalmologist, 
discussed  eye  problems,  and  Dr.  Robert  J. 
Barnett,  orthopedist,  spoke  on  “The  Man- 
agement of  Common  Fractures  and  Dislo- 
cations of  the  Upper  Extremities.” 

Memphis-Shelby  County  Medical  Society 

The  Society  held  its  meeting  on  January 
7th  in  the  Institute  of  Pathology.  Three 
top  essays  in  a contest  sponsored  by  the 
Memphis  and  Shelby  County  Medical  So- 
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ciety  were  read.  The  annual  contest  is 
open  to  all  interns  and  resident  physicians 
in  Memphis  hospitals. 

The  top  three  winners  and  their  subjects 
were:  Dr.  L.  J.  Darcis,  “Experimental  Re- 
search on  the  Chemical  Protection  of  the 
Rectum  Against  Pelvic  Irradiation”;  Dr.  Joe 
Miller,  “The  Stroke”;  and  Dr.  Fred  Moore, 
“Variations  in  the  Origin  and  Course  of  the 
Right  Hepatic  and  Cystic  Arteries — A Study 
of  102  Dissections.” 

Dr.  Ralph  O.  Rvchener  has  been  named 
president-elect;  Dr.  John  D.  Hughes  has 
taken  office  as  president  for  1958;  Dr.  J.  D. 
Evans  was  elected  vice-president;  Dr.  R. 
Beverly  Ray,  secretary;  and  Dr.  A.  Lynn 
Herring,  treasurer. 

Roane  County  Medical  Society 

On  January  28th  the  regular  meeting  was 
held  in  the  Dining  Room  of  the  Oak  Ridge 
Hospital.  The  program  consisted  of  the 
following:  “Present  Day  Problems  Con- 
fronting Medical  Education.”  The  speakers 
were  Dr.  O.  W.  Hyman,  Vice-President, 
University  of  Tennessee  College  of  Medi- 
cine, Memphis,  and  Dr.  John  B.  Youmans, 
Dean.  Vanderbilt  University  School  of  Med- 
icine, Nashville. 

The  annual  election  of  officers  for  1958 
took  place. 

Knoxville  Academy  of  Medicine 

The  Society  met  for  its  regular  monthly 
meeting  in  the  Academy  Building  on  Jan- 
uary 14.  The  program  was  given  by  the 
Public  Service  Committee. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  held  its  annual  dinner  meet- 
ing, in  the  Andrew  Jackson  Hotel  on  Jan- 
uary 14th,  for  the  installation  of  officers  for 
1958.  Officers,  Board  Members  and  Dele- 
gates to  TSMA  House  of  Delegates  were 
introduced  and  Dr.  William  O.  Vaughan, 
outgoing  president,  presided.  Dr.  William 
G.  Kennon,  president-elect,  was  the  princi- 
pal speaker.  Dr.  Rollin  A.  Daniel,  Jr.  is 
president-elect  for  1959,  Dr.  Thomas  S. 
Weaver  continues  as  secretary-treasurer, 
and  Drs.  Robert  Finks  and  Joseph  Ivie  are 
new  members  of  the  Board  of  Directors. 
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Report  on  Important  Actions  Taken  by 
A.M.A.  House  of  Delegates 

Actions  relating  to  the  free  choice  of  phy- 
sician, the  Forand  Bill  providing  hospital 
and  surgical  benefits  for  social  security  ben- 
eficiaries and  their  dependents,  fluoridation 
of  public  water  supplies,  and  certain  phases 
of  re-organization  in  the  headquarters  of- 
fice were  among  the  more  important  mat- 
ters disposed  of  by  the  A.M.A.’s  House  of 
Delegates  at  the  Association’s  Eleventh 
Clinical  Meeting  in  Philadelphia,  Decem- 
ber 3-6. 

Acting  on  the  issue  of  free  choice  of  phy- 
sician in  relation  to  contract  practice,  the 
House  passed  the  resolution  which  re- 
affirmed approval  of  previous  interpreta- 
tions of  the  principle  of  medical  ethics  by 
the  Association’s  judicial  council,  and  di- 
rected that  they  be  called  to  the  attention 
of  all  constituent  associations.  An  opinion 
of  the  judicial  council  issued  in  1927,  which 
was  reaffirmed,  stated  that  the  contract 
practice  of  medicine  would  be  determined 
to  be  unethical  if  “a  reasonable  degree  of 
free  choice  of  physician  is  denied  those 
cared  for  in  a community  where  competent 
physicians  are  readily  available.” 

The  House  adopted  another  resolution 
which  related  to  the  free  choice  of  physi- 
cian and  condemned  the  current  attitude 
and  method  of  operation  of  the  United  Mine 
Workers  of  America  Welfare  and  Retire- 
ment Fund  as  “tending  to  lower  the  quality 
and  availability  of  medical  and  hospital  care 
to  its  beneficiaries.”  The  resolution  called 
for  a broad  educational  program  to  inform 
the  public,  including  beneficiaries  of  the 
Fund,  concerning  the  benefits  to  be  derived 
from  the  preservation  of  American  rights 
to  freedom  of  choice  of  physician  and  hos- 
pital. 

In  another  action  the  House  of  Delegates 
condemned  the  Forand  Bill,  HR  9467,  as 
unwise  legislation.  It  approved  a firm  posi- 
tion taken  in  opposition  to  the  bill  and 
expressed  satisfaction  that  the  Board  of 
Trustees  had  appointed  a special  task  force 
which  is  seeking  to  defeat  the  bill.  The 
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House  also  commended  the  Association’s 
President,  Dr.  David  B.  Allman,  for  his  ex- 
cellent address.  Doctor  Allman  urged  all 
members  of  the  A.M.A.  to  inform  them- 
selves of  the  Bill  and  make  their  views 
known  to  their  Congressmen. 

An  8-inch  snowfall  that  had  paralyzed 
Philadelphia  traffic  apparently  had  no  in- 
fluence on  relieving  the  intensity  of  the 
heat  in  the  fluoridation  issue,  which  was  the 
most  controversial  issue  handled  by  the 
House.  After  55  minutes  of  debate,  the 
House  voted  overwhelmingly  to  endorse  the 
fluoridation  of  public  water  supplies  as  a 
safe  and  practical  method  of  reducing  the 
incidence  of  dental  cavities  during  child- 
hood. 

In  other  actions,  the  House  voted  to  com- 
bine the  office  of  Secretary  and  Treasurer 
with  the  provision  that  he  should  be  se- 
lected by  the  Board  of  Trustees  from  one 
of  its  members.  The  office  of  Secretary  and 
General  Manager  was  discontinued  and  the 
new  office  of  Executive  Vice-President  was 
created.  The  latter  will  be  appointed  by 
the  Board  of  Trustees  and  will  be  chief  staff 
executive  of  the  Association. 

Other  actions  authorized  the  sending  of 
informational  material  on  House  of  Dele- 
gates meetings  prior  to  the  opening  of  the 
session  to  all  alternate  delegates,  asked  the 
Board  of  Trustees  to  study  the  feasibility 
of  having  the  Association  finance  a thorough 
investigation  of  the  Social  Security  System 
by  a qualified  private  agency,  and  endorsed 
a recommendation  that  the  Committee  on 
Federal  Medical  Services  sponsor  a national 
conference  on  veterans  medical  care  in  1958. 

A.M.A.  Dollars  Spent  In  Effective  Manner 

Now  that  it  is  time  for  members  to  pay 
1958  dues  in  their  local,  state  and  national 
medical  societies,  one  hears,  occasionally, 
this  question:  “What  does  the  A.M.A.  do 
with  its  money?” 

The  A.M.A.  does  not  have  to  apologize  for 
what  it  does  with  its  money.  It  is  being 
spent  wisely  and  effectively.  Nevertheless, 
for  the  information  of  all,  here  is  a break- 
down on  some  of  the  major  items  of  expense 
in  1956,  in  round  figures,  exclusive  of  costs 
of  publishing  the  J. A.M.A.  and  other 
journals: 

Public  relations,  $400,000;  Council  on 


Medical  Education  and  Hospitals,  $376,000; 
Bureau  of  Health  Education,  $296,000;  Wash- 
ington Office,  $227,000;  Council  on  Medical 
Service,  $206,000;  Membership  Records, 
$202,000;  Bureau  of  Medical  Economic  Re- 
search, $173,000;  Biographical  Records, 
$155,000;  American  Medical  Education 
Foundation  Overhead,  $119,000;  Law  De- 
partment, $111,000;  Bureau  of  Exhibits, 
$109,000;  Council  on  Drugs,  $99,000;  Council 
on  Industrial  Health,  $76,000;  Council  on 
Rural  Health,  $68,000;  Council  on  Medical 
Physics,  $61,000;  Council  on  Foods  and  Nu- 
trition, $56,000. 

Uncle  Sam's  Health  Business  Is 
Big  Business 

Running  health  programs  is  big  business 
so  far  as  the  Federal  Government  is  con- 
cerned. Read  the  facts  as  revealed  by  the 
latest  study  on  this  question  by  the  Wash- 
ington Office  of  the  A.M.A. 

Just  how  much  money  the  Federal  gov- 
ernment does  spend  on  health  programs  and 
just  how  is  it  spent  are  not  easy  questions 
to  answer.  But  the  A.M.A.  office  has  pieced 
together  all  of  the  bits  and  pieces  of  infor- 
mation needed  to  explain  where  and  how 
the  U.S.  is  involved  in  medicine,  from  can- 
cer research  to  treating  workmen’s  sniffles, 
and  has  come  up  with  the  answer  that  for 
all  health  and  medical  purposes,  the  U.S. 
during  the  current  fiscal  year,  which  ends 
next  June  30,  is  spending  approximately 
two  and  one-half  billion  dollars.  This  de- 
spite months  of  economy  talk  in  the  ad- 
ministration and  in  Congress  earlier  in  the 
year — is  about  the  same  figure  as  last  year. 

The  survey  also  unearthed  some  inter- 
esting sidelights  that  show  perhaps  more 
graphically  than  the  dollar  marks  the  extent 
to  which  Federal  medical  activities  are 
spreading  among  almost  all  agencies  and 
departments. 

At  least  23  U.S.  cabinet  departments  and 
independent  agencies  are  engaged  in  some 
medical  operations,  and  there  are  at  least 
79  separate  health-medical  activities  worthy 
of  listing  and  describing.  Many  of  these 
in  turn  are  responsible  for  scores  and  scores 
of  individual  operations. 

This  year  the  relatively  new  Department 
of  Health,  Education  and  Welfare  tops  the 
list  of  all  departments  in  health-medical 
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spending  with  $849,394,800,  bounding  past 
the  Veteran’s  Administration  and  Defense 
Department,  which  up  to  now  have  been 
at  the  head  of  the  column.  VA  is  spending 
$849,374,000,  within  $20,000  of  HEW,  but  the 
Defense  Department  this  year  drops  back 
more  than  $80-mi!lion,  to  $702,000,000, 
largely  because  the  decreasing  size  of  the 
Armed  Forces  means  fewer  uniformed  men 
and  dependents  to  care  for. 

Next  comes  the  Atomic  Energy  Commis- 
sion, but  its  medical  spending  of  $40-million 
— mostly  for  research — is  far  down  the  col- 
umn from  the  Big  Three. 

International  Cooperation  Administration 
has  $37-million  to  he'p  our  friends  overseas 
to  raise  their  medical  standards.  The  other 
19  departments  and  agencies  have  substan- 
tially less,  the  last  item  being  the  $12,145 
allocated  to  the  physician  entrusted  with 
keeping  members  of  Congress  as  healthy  as 
possible. 

For  the  first  time  the  A.M.A.  report  com- 
piles information  on  the  programs  in  which 
the  U.S.  participates  for  payments  because 
of  disability.  Among  those  receiving  these 
payments  are  veterans,  disabled  benefici- 
aries under  Social  Security,  disabled  rail- 
road workers,  etc. 

Because  this  money  is  not  all  Federal  and 
comes  from  several  tax  sources — OASI  and 
railroad  payroll  deductions  as  well  as  gen- 
eral U.S.  revenue — it  is  not  added  to  other 
federal  medical  costs  in  the  A.M.A.  study. 
For  the  current  fiscal  year  the  total  of  these 
“payments  for  disability”  is  about  $3.2- 
billion. 

Hearings  Conducted  on  Jenkins-Keogh 
Bills 

Supporters  of  the  Jenkins-Keogh  plan  to 
encourage  the  self-employed  to  set  aside 
money  for  retirement,  appeared  before  the 
House  Ways  and  Means  Committee  on  Jan- 
uary 24th.  Among  groups  that  were  repre- 
sented were  witnesses  from  the  American 
Dental  Association,  and  the  American  Thrift 
Assembly.  The  latter  group  included  rep- 
resentation from  the  American  Medical 
Association.  This  bill  would  permit  self- 
employed  to  defer  U.S.  Income  Tax  pay- 
ments on  a part  of  their  earnings  if  put  into 
restricted  annuity  funds,  with  taxes  to  be 
paid  when  retirement  benefits  are  paid. 


More  Socialization  Measures  Presented 

Two  more  socialistic  bills  were  presented 
in  Congress  last  month.  H.R.  9835,  authored 
by  Mr.  Roosevelt  (D.— Calif.)  would  extend 
the  social  security  program  to  require  self- 
employed  physicians  to  participate  on  a 
compulsory  basis.  This  bill  would  require 
physicians  to  come  under  compulsory  social 
security  coverage  beginning  with  the  tax- 
able year  1958. 

HR  9836,  authored  by  Mr.  Roosevelt 

would  amend  the  social  security  act  to  pro- 
vide more  liberal  terms  and  conditions  for 
entitlement  to  disability  insurance  benefits 
and  the  disability  “freeze.”  This  bill  would 
liberalize  the  requirements  for  eligibility 
for  disability  benefits.  The  bill  would  pro- 
vide that  an  individual  over  50  would  be 
eligible  for  disability  benefits  if  he  is  fully 
insured  or  currently  insured. 

HR  9834,  authored  by  Mr.  Roosevelt 

would  increase  the  wage  base  in  computing 
tax  under  the  social  security  program  and 
to  increase  the  benefits.  This  bill  would 
amend  the  social  security  act  and  the  in- 
ternal revenue  code  so  that  beginning  in 
1959  the  wage  base  upon  which  social  se- 
curity taxes  are  paid  would  be  increased 
from  the  present  rate  of  $4200  per  year  to 
$10,000  per  year.  In  addition,  it  provides 
that  this  base  would  be  raised  by  $500  each 
year  that  the  Consumer  Price  Index  rises 
5 points. 

This  bill  also  provides  a new  formula 
which  would  result  in  an  increase  in  bene- 
fits. An  individual’s  benefits  would  be  com- 
puted by  taking  60%  of  the  first  $110  of  his 
average  monthly  wage,  plus  22%  of  the 
remainder  of  his  average  monthly  wage. 
Thus  an  individual  with  an  income  of 
$10,000  per  year  would  receive  monthly 
benefits  of  $225.  The  bill  if  enacted,  in 
1975,  would  require  any  person  with  an  in- 
come of  $10,000  to  pay  at  least  $637.50  per 
year  in  taxes. 


VA  Hometown  Care  Fee  Schedule 


The  Tennessee  State  Medical  Association 
upon  recommendation  of  the  committee  on 
Governmental  Medical  Services,  is  in  agree- 
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ment  with  the  VA  on  a maximum  fee  sched- 
ule for  any  T.S.M.A.  member  and  desiring 
to  administer  such  treatment  under  the 
Hometown  Care  Program.  This  was  pri- 
marily a continuation  of  the  program  that 
has  been  in  effect  for  the  past  ten  years, 
but  representated  an  increase  in  fees. 

Many  association  members  participate  in 
this  program  from  time  to  time.  Eligibility 
to  participate  may  be  requested  by  any 
T.S.M.A.  member  by  merely  writing  the 
Headquarters  Office,  which  in  turn  certifies 
to  the  VA  that  the  physician  is  a T.S.M.A. 
member  in  good  standing,  and  then  the  VA 
lists  the  doctor  as  an  eligible  participating 
physician  for  rendering  medical  care  under 
the  provisions  of  this  program.  The  VA  as- 
signs patients  to  eligible  participating  phy- 
sicians nearest  the  hometown  of  the  patient. 

TSMA  Policy  on  Medicare  To  Be 
Re-Determined  in  April 

The  Executive  Committee  on  Prepaid  In- 
surance, appointed  by  the  House  of  Dele- 
gates to  study  and  administer  problems 
involving  Medicare,  will  bring  a report  be- 
fore the  House  of  Delegates  for  policy  action 
in  the  April  meeting.  Changes  in  the  Medi- 
care policy  and  fee  schedule  will  be  minor, 
but  “administrative  interpretations”  and 
special  rulings  are  generally  making  the 
program  more  complex.  Several  changes 
in  the  revised  contract  to  be  negotiated  are 
forth-coming.  They  are:  (1)  clarification  of 
procedure  nomenclature  and  the  addition 
of  new  procedures,  such  as  psychiatric 
treatment  for  acute,  emergency  cases;  (2) 
minor  occasional  re-alignments  of  inconsist- 
encies in  fees — both  up  and  down — to  do 
away  with  inequities  as  shown  by  experi- 
ence in  the  program;  and  (3)  tighter  re- 
quirements of  the  contractors  in  carrying 
out  the  program  is  expected  for  those  Asso- 
ciations who  renew  contracts  with  the  De- 
partment of  Defense. 

Bill  Wilkerson  Hearing  & Speech  Center 
Opens  in  Nashville 

The  four-story,  203  room  Bill  Wilkerson 
Hearing  and  Speech  Center  located  in 
Nashville  was  recently  opened.  The  build- 
ing which  cost  almost  $800,000  will  have 
35,759  square  feet  of  space  devoted  to  reha- 


bilitating persons  with  hearing  and  speech 
defects. 

Emphasis  will  be  in  three  areas  in  re- 
habilitating patients,  — Clinical  Research, 
Student  Training,  and  Treatment,  which 
will  be  available  to  everyone  “regardless 
of  age,  race,  or  creed,”  according  to  Dr.  W. 
W.  Wilkerson. 

Willi  amson  County  Hospital  Opened 

The  new  53  bed  $1,250,000  Williamson 
County  Hospital  was  dedicated  on  January 
12th.  The  principal  speaker  on  the  occasion 
was  Dr.  R.  H.  Hutcheson,  Tennessee  Health 
Commissioner.  The  first  patient  was  ad- 
mitted on  January  15th. 

Grants  Made  to  Vanderbilt  University 
and  Meharry  Medical  Schools 

Nashville’s  two  medical  schools  were 
among  those  sharing  in  a $35,000  grant 
made  by  the  General  Foods  Fund,  Inc.,  to 
the  National  Fund  for  Medical  Education. 
Amounts  of  the  individual  shares  were  not 
announced. 

Heart  Symposium 

The  East  Tennessee  Heart  Association 
sponsored  its  annual  symposium  and  report 
on  cardiovascular  disease  on  January  23,  at 
Knoxville.  Dr.  Robert  J.  Brimi  was  Chair- 
man of  the  professional  education  commit- 
tee of  the  twelve-county  organization  spon- 
soring the  symposium.  The  meeting  was 
conducted  in  the  Andrew  Johnson  Hotel  in 
Knoxville. 

Dr.  Claude  S.  Beck  of  Western  Reserve 
University,  was  the  principal  speaker. 
Other  speakers  were  Dr.  Lamar  Crevasse 
and  Dr.  Sam  Poole,  both  of  Emory  Univer- 
sity, Atlanta,  and  Dr.  Chilton  Crane  of 
Peter-Bent  Brigham  and  Children’s  Hos- 
pital, Boston. 

In  eight  scientific  subjects  presented,  the 
symposium  covered  recent  phases  in  re- 
search and  treatment  of  heart  disease. 

University  of  Tennessee 
College  of  Medicine 

Dr.  M.  K.  Callison,  a Memphis  internist, 
will  succeed  Dr.  O.  W.  Hyman  as  Dean  of 
the  College  of  Medicine  on  July  1,  1958. 
This  action  was  recently  announced  by  the 
executive  committee  of  the  University’s 
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Board  of  Trustees  in  Knoxville.  An  as- 
sociate professor  of  medicine  at  UT,  Dr. 
Callison  has  served  as  chief  of  staff  of  the 
City  of  Memphis  Hospitals,  which  include 
John  Gaston  and  other  city  facilities  for 
several  years.  Dr.  Hyman,  who  has  been 
Dean  of  the  College  since  1925,  will  con- 
tinue as  Vice-President  in  charge  of  the 
medical  unit,  a post  he  has  held  since  1948. 
★ 

A program  was  presented  on  January  29 
to  31  on  office  psychiatry  for  physicians. 
Dr.  P.  J.  Sparer,  of  the  Departments  of  Psy- 
chiatry and  Preventive  Medicine,  directed 
the  program.  The  visiting  professor  was 
Dr.  George  C.  Ham,  professor  and  chairman 
of  the  Department  of  Psychiatry  at  the  Uni- 
versity of  North  Carolina  School  of  Med- 
icine. Emphasis  was  on  “practical  recogni- 
tion of  psychiatric  illness”  and  technics  of 
interviewing  those  suspected  of  suffering 
psychiatric  ills. 

Memorial  Research  Center  and  Hospital 

A new  University  of  Tennessee  “Atomic 
Age”  program  began  with  the  opening  of 
research  laboratories,  especially  equipped 
for  experiments  with  isotopes  from  Oak 
Ridge,  in  the  $6  million  Memorial  Research 
Center  and  Hospital  at  Knoxville. 

The  director  of  the  new  research  center  is 
Dr.  E.  Stanfield  Rogers,  an  investigator  in 
cancer  and  other  diseases.  Dr.  Rogers  is  a 
native  of  Dyersburg,  earned  his  doctor  of 
medicine  degree  from  Duke  University 
Medical  School,  where  he  has  been  on  the 
medical  faculty. 

The  research  program  will  emphasize  use 
of  isotopes,  by-products  of  the  Oak  Ridge 
Atomic  ovens,  in  the  search  for  disease 
cures. 
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Dr.  D.  B.  Andrews,  Columbia,  has  been  elected 
President  of  the  medical  staff  of  the  Maury 
County  Hospital.  He  succeeds  Dr.  J.  W.  Wilkes. 
Dr.  Daniel  Gray,  Columbia,  was  elected  Vice- 
President  and  Dr.  Ambrose  M.  Langa,  Columbia, 
was  elected  Secretary. 

Dr.  Robert  C.  Robertson,  Chattanooga,  was  the 
recent  speaker  on  the  program  “Your  Doctor 
Speaking."  His  subject  was  “What  You  Should 
Know  About  Your  Bones.” 

Dr.  A.  J.  von  Werssowetz,  Chattanooga,  was  a 


speaker  over  a TV  program.  His  subject  was 
"Poisonings  Among  Children.” 

Dr.  Tom  Roe,  formerly  of  Humboldt,  has  an- 
nounced the  opening  of  his  office  for  the  practice 
of  medicine  in  Savannah.  He  will  be  associated 
with  Dr.  T.  R.  Williams. 

Dr.  George  G.  Young,  Chattanooga,  has  been 
certified  as  a diplomate  in  the  American  Board 
of  Surgery. 

Dr.  Ira  M.  Long,  Chattanooga,  has  been  certi- 
fied for  membership  in  the  American  College  of 
Surgeons.  He  is  also  a fellow  in  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 

Officers  elected  to  the  staff  of  Franklin  Clinic 
at  Elizabethton  are:  Dr.  R.  L.  Holsey,  president; 
Dr.  E.  T.  Pearson,  vice-president;  and  Dr.  Joyce 
May,  secretary-treasurer.  All  are  from  Eliza- 
bethton. 

New  officers  of  the  medical  staff  of  General 
Hospital  in  Nashville  are:  Dr.  Joe  G.  Burd,  presi- 
dent; Dr.  Joseph  Whitfield,  vice-president  and 
Dr.  Fred  Ownby,  secretary-treasurer. 

Dr.  William  A.  Garrott,  Cleveland,  has  been 
elected  president  of  the  medical  staff  of  Bradley 
County  Memorial  Hospital,  with  Dr.  C.  H.  Kimball 
serving  as  vice-president  and  Dr.  John  A.  Rog- 
ness,  secretary.  Other  physicians  elected  to  the 
executive  committee  in  addition  to  Dr.  Garrott 
were:  Dr.  Rogness,  Dr.  Frank  K.  Jones,  Jr.,  Dr. 
Marvin  R.  Batchelor  and  Dr.  Jack  R.  Free. 

The  Holston  Valley  Community  Hospital  at 
Kingsport  has  elected  the  following  medical  staff 
officers.  Dr.  J.  S.  Reed,  president;  Dr.  William 
Harrison,  president-elect;  and  Dr.  E.  M.  Maul, 
secretary-treasurer,  all  from  Kingsport. 

Dr.  J.  O.  Walker,  Franklin,  has  been  named 
Chief  of  Staff  of  the  Williamson  County  Hospital 
with  Dr.  Tandy  Rice  serving  as  vice-chief  and 
Dr.  W’illiam  F.  Enke  as  secretary. 

Dr.  Charles  W.  Hawkins,  Chattanooga,  has  been 
named  a fellow  in  the  American  College  of  Sur- 
geons. 

Dr.  Harold  Vann,  Crossville,  is  now  associated 
in  practice  with  Dr.  Edward  R.  Atkinson  at 
Clarksville. 

Dr.  H.  William  Scott,  Nashville,  participated  in 
the  program  of  the  American  College  of  Surgeons 
meeting  held  in  Jackson,  Miss. 

Dr.  James  M.  Willett,  Elizabethton,  was  a recent 
speaker  before  the  Y.M.C.A.  Men’s  Club. 

Dr.  Douglas  H.  Sprunt,  Memphis,  recently  at- 
tended the  meeting  of  the  Lederle  Medical  Faculty 
Awards  Committee  in  New  York. 

Dr.  David  L.  McCroskey,  Maryville,  has  been 
receiving  national  recognition  recently  in  news 
publications  and  science  magazines  on  his  inven- 
tive effort  on  a new  type  of  respirator. 

Dr.  J.  C.  Gaw,  McMinnville,  is  the  new  presi- 
dent of  the  Warren  County  Medical  Society.  He 
succeeds  Dr.  J.  P.  Dietrich.  Other  officers  named 
were:  Dr.  John  T.  Mason,  vice-president  and  Dr. 
J.  Franklin  Fisher,  secretary-treasurer. 

Dr.  Charles  R.  Zirkle,  Knoxville,  is  chief  of  staff 
of  Baptist  Hospital. 
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I)r.  Robert  M.  Metcalfe,  Crossville,  has  been 
elected  president  of  the  Crossville  Exchange  Club. 

The  Memphis  Academy  of  General  Practice  has 
elected  Dr.  John  Carter  as  president  to  succeed 

Dr.  Janies  II.  Collins.  Others  elected  were: 
Dr.  George  Bassett,  president-elect;  Dr.  Gene 
Gadberry,  vice-president;  Dr.  Marion  Moore, 
secretary-treasurer;  Dr.  James  Holmes,  Dr.  W.  T. 
Satterfield,  Dr.  J.  A.  McQuiston  and  Dr.  Basil 
Bland,  trustees. 

Dr.  B.  M.  Overholt,  Knoxville,  has  been  re- 
elected chief  of  staff  of  the  St.  Mary’s  Hospital. 
Other  officers  are:  Dr.  Joe  L.  Raulson,  vice-chief 
of  staff;  Dr.  Kenneth  E.  Shoemaker,  secretary- 
treasurer. 

Dr.  F.  Tremaine  Billings,  Jr.,  Nashville,  has  re- 
ceived a high  honor  for  the  second  annual  Silver 
Anniversary  All-America  football  team.  Selection 
was  made  by  Sports  Illustrated  magazine. 

Dr.  Julian  C.  Lentz,  Jr.,  and  Dr.  Robert  Wright, 
have  been  elected  members  of  the  East  Tennessee 
Heart  Association’s  Board  of  Directors. 


Peptic  Ulcer  Diagnosis  and  Treatment.  By  Clif- 
ford J.  Barborka,  M.I).,  M.S.,  I). Sc.,  F.A.C.P., 
Associate  Professor  of  Medicine  and  Chief, 
Gastro-intestinal  Clinics,  Northwestern  Univer- 
sity Medical  School;  and  E.  Clinton  Texter,  Jr., 
M.I).,  Associate  in  Medicine  and  Assistant  Chief, 
Gastro-intestinal  Clinics,  Northwestern  Univer- 
sity Medical  School.  First  edition.  290  pages. 
Canada:  Little,  Brown  and  Company,  1955. 

Price  $7.00. 

This  book  incorporates  current  opinion  regard- 
ing medical  and  surgical  treatment  of  peptic  ulcer 
and  its  complications.  The  anatomy  and  physi- 
ology of  the  upper  intestinal  tract  are  outlined, 
and  etiology  and  pathogenesis  of  peptic  ulcer  are 
discussed.  Newer  concepts  of  treatment  are  ap- 
praised. Both  medical  and  surgical  treatment  are 
reviewed. 

Practical  programs  are  presented  for  the  man- 
agement of  peptic  ulcer  and  for  the  patient  with 
ulcer  complications.  The  patient-physician  rela- 
tionship is  emphasized.  The  appendix  contains 
recipes  for  foods  commonly  used  in  dietary  con- 
trol of  peptic  ulcer. 

The  material  in  this  book  should  be  of  interest 
both  to  the  general  practitioner  and  internist.  It 
offers  a ready  source  of  references  as  well  as 
correlating  late  developments  in  the  field. 

Lawrence  Grossman,  M.D.,  Nashville 


Academy  of  General  Practice 
Meets  in  March  in  Dallas 


The  Tenth  Annual  Scientific  Assembly  will  be 


held  March  24-27  in  the  Dallas  Memorial  Audi- 
torium. More  than  90  scientific  and  300  technical 
exhibits  will  supplement  the  scientific  lecture  pro- 
gram given  by  35  medical  speakers.  Special  ac- 
tivities are  planned.  Tuesday,  March  25,  will  be 
Dallas  Southern  Clinical  Society  Day.  The  DSCS 
meeting,  held  each  March  in  Dallas,  has  this  year 
been  combined  with  the  AAGP  Assembly. 

The  academy’s  policy-making  Congress  of  Dele- 
gates will  convene  on  Saturday,  March  22.  All 
sessions  of  the  Congress  and  many  social  functions 
will  be  held  in  the  Statler  Hilton  Hotel. 

Handicapped  Children  Session 
Set  in  Memphis 

The  Second  Tennessee  Conference  on  Handi- 
capped Children  will  convene  March  7 at  the 
University  Center,  Memphis.  Dr.  Amos  Christie, 
professor  of  pediatrics,  Vanderbilt  University,  will 
deliver  the  summary  of  the  First  Tennessee  Con- 
ference on  Handicapped  Children  at  the  two-day 
meeting.  Dr.  Randolph  Batson,  associate  pro- 
fessor of  pediatrics,  Vanderbilt  University,  will  re- 
port on  the  Tennessee  Coordinating  Council  for 
Handicapped  Children.  The  conference  is  spon- 
sored by  the  Nemours  Foundation  of  Wilmington, 
Del.,  and  is  coordinated  by  the  Junior  League  of 
Memphis. 

American  Board  of  Obstetrics 
and  Gynecology 

The  next  scheduled  examinations  (Part  II),  oral 
and  clinical  for  all  candidates  will  be  conducted 
at  the  Edgewater  Beach  Hotel,  Chicago,  from  May 
7 through  17,  1958.  Candidates  who  participated 
in  the  Part  I examinations  will  be  notified  of 
their  eligibility  for  the  Part  II  examinations  as 
soon  as  possible.  Office  of  the  Secretary:  Robert 
L.  Faulkner,  M.D.,  2105  Adelbert  Road,  Cleveland 
6,  Ohio. 

Postgraduate  Course  at  Vanderbilt 
University  School  of  Medicine 

A one-day  course  on  the  subject  of  Cancer  will 
be  presented  by  members  of  the  Department  on 
Surgery,  on  Thursday,  March  13,  1958,  beginning 
at  9 a.m.  Cancers  of  seven  anatomic  sites  will  be 
discussed,  with  presentation  of  patients  who  have 
had  such  cancers  treated  and  have  survived  for 
long  periods  after  proper  therapy.  Opportunity 
for  questions  will  be  given  after  each  formal 
presentation,  during  the  presentation  of  patients 
and  during  the  luncheon.  The  course  is  approved 
for  6%  hours  of  Category  I credit  by  the  American 
Academy  of  General  Practice.  Tuition  is  $15.00 
which  includes  the  luncheon.  For  further  infor- 
mation address  Department  of  Postgraduate  In- 
struction, Vanderbilt  University  School  of  Med- 
icine. 

Auxiliary  To  Sponsor  Arts  and  Craft 
Exhibit 

Much  interest  is  centering  around  the  Arts  and 
Crafts  Exhibit  that  wiil  be  presented  for  the  first 
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time  at  the  annual  meeting  of  TSMA  in  Gatlin- 
burg,  April  20-23.  It  is  the  desire  of  the  Woman’s 
Auxiliary,  who  are  sponsoring  this  venture,  to 
have  every  doctor  (or  wife)  who  has  any  creative 
ability  to  take  advantage  of  this  opportunity  and 
to  enter  some  piece  or  pieces  of  his  or  her  handi- 
work in  the  exhibit.  The  exhibit  will  be  staged 
in  the  Recreation  Room  of  the  New  Gatlinburg 
Inn,  April  21  and  22.  For  further  information 
contact  the  Chairman  of  the  Auxiliary  project, 
Mrs.  J.  Tom  Bryan,  Golf  Club  Lane,  Nashville  12, 
Tennessee. 

Interstate  Postgraduate  Medical 
Association  of  North  America 

Since  many  Tennessee  physicians  attend  the  an- 
nual Scientific  Assemblies  of  Interstate,  the  fol- 
lowing are  dates  of  future  meetings.  1958:  Cleve- 
land, Ohio — November  10-13;  1959:  Chicago,  Il- 
linois— November  2-5;  1960:  Detroit,  Michigan — 
October  31-November  3;  1961:  St.  Louis — October 
9-12. 

Newly  Licensed  Physicians 

The  following  have  been  licensed  to  practice 
medicine  in  the  State  of  Tennessee: 

Stetson,  John  B.,  Johnson  City 
Lance,  Edward  M.,  Nashville 
Barnett,  Robert  J.,  Jackson 
Kimmell,  William  F.,  Memphis 
Anderson,  Joe  Pat,  Memphis 
Feild,  James  R.,  Memphis 
Phillips,  James  A.,  Memphis 
Lilly,  Charles  J.,  Tulsa,  Okla. 

Bebout,  Donald  E.,  Jackson 
Steffner,  Edward  B..  Memphis 
Fleet,  Harvey  M.,  Brookline,  Mass. 

Scamman,  Willard  W.,  Chicago,  111. 

Patrick,  Bernard,  Corinth,  Miss. 

Warriner,  Richard  B.,  Jr.,  Corinth,  Miss. 

Akin,  Edgar  D.,  Old  Hickory 
Tickle,  Samuel  M.,  Memphis 
Walker,  Gene  T.,  Memphis 
Russell,  Carl  M.,  So.  Pittsburg,  Tenn. 

Chance,  Donald  P..  Danville,  Pa. 

Atlanta  Graduate  Medical  Assembly 

The  annual  Atlanta  graduate  medical  assembly 
will  be  conducted  on  February  17-19,  1958  at  the 
Biltmore  Hotel  in  Atlanta.  The  assembly  is  ap- 
proved for  15  hours  of  Category  I credit  by  the 
American  Academy  of  General  Practice.  Subjects 
in  medicine,  surgery,  obstetrics,  gynecology,  neu- 
rology, psychiatry,  neurosurgery,  pathology,  pedi- 
atrics, radiology  and  Urology  will  be  presented 
by  nationally  known  speakers.  For  further  infor- 


mation, write  to  the  Assembly  at  875  West  Peach- 
tree Street,  N.W.,  Atlanta,  Georgia. 

New  Orleans  Graduate  Medical  Assembly 

The  twenty-first  annual  meeting  of  The  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
March  3-6,  1958  with  headquarters  at  the  Roose- 
velt Hotel.  Eighteen  outstanding  guest  speakers 
will  participate  and  their  presentations  will  be  of 
interest  to  both  specialists  and  general  practi- 
tioners. The  program  will  include  54  informative 
discussions  on  many  topics  of  current  medical  in- 
terest, in  addition  to  clinicopathologic  conferences, 
symposiums,  medical  motion  pictures,  round  table 
luncheons  and  technical  exhibits. 

The  Assembly  has  been  officially  approved  for 
Category  I by  the  Commission  on  Education  of 
the  American  Academy  of  General  Practice;  30 
hours  of  formal  credit  will  be  allowed  for  attend- 
ance at  this  meeting. 

1958  Scientific  Sessions 
American  Heart  Association 

The  1958  Scientific  Sessions  of  the  American 
Heart  Association  are  scheduled  to  be  held  Oc- 
tober 24-26  at  the  Civic  Center,  San  Francisco. 
Applications  are  now  obtainable  for  the  presenta- 
tion of  papers  or  for  exhibit  space  by  writing  to 
Dr.  F.  J.  Lewy,  Assistant  Medical  Director,  Ameri- 
can Heart  Association,  44  East  23rd  Street,  New 
York  10,  N.  Y. 

Papers  intended  for  presentation  must  be  based 
on  original  investigation  in,  or  related  to,  the 
cardiovascular  field.  Abstracts  of  such  papers, 
under  no  circumstances  to  exceed  300  words,  are 
due  before  June  13,  1958.  They  must  be  sub- 
mitted in  triplicate  on  forms  which  will  be  sup- 
plied to  applicants. 

"You  and  Your  Heart" 

In  Revised  Edition 

Particularly  suited  for  distribution  by  physi- 
cians to  their  patients  is  the  new  revised  edition 
of  “You  and  Your  Heart,”  published  in  a paper- 
bound  Signet  edition  by  the  New  American  Li- 
brary. Intended  for  the  layman,  the  volume 
includes  the  latest  medical  findings  on  diseases  of 
the  heart  and  blood  vessels.  Written  chiefly  by 
Dr.  H.  M.  Marvin,  the  book  contains  a foreword 
by  Dr.  Paul  D.  White  and  chapters  by  the  late  Dr. 
T.  Duckett  Jones,  Dr.  Irvine  H.  Page,  Dr.  Irving 
S.  Wright  and  Dr.  Maclyn  McCarty.  Copies  are 
available  from  local  Heart  Associations  or  the 
national  American  Heart  Association,  44  E.  23rd 
St.,  New  York  10,  N.  Y.  office  at  5 0 </■  each. 
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ABSTRACTS  OF  CURRENT  LITERATURE 


Serious  Heart  Disease  Simulated  by  Hiatus  Hernia. 

E.  D.  Palmer.  U.S.  Armed  Forces  Med.  J.  8:477, 

1957. 

During  the  management  of  214  patients  with 
hiatus  hernia,  11  presented  the  classical  symptoms 
of  angina  pectoris  and  3 showed  the  typical  mani- 
festations of  acute  myocardial  infarction.  In  the 
11  instances  an  erroneous  diagnosis  of  coronary 
insufficiency  was  based  upon  symptoms,  and  these 
individuals  had  been  needlessly  living  the  fright- 
ening and  restricted  existence  of  angina  pectoris 
patients  for  an  average  of  more  than  8 months. 
Accounts  are  given  of  1 patient  whose  hiatus 
hernia  mimicked  coronary  insufficiency  and  of 
3 patients  with  misdiagnosed  infarction. 

In  cases  of  substernal  pain  when  objective 
studies  fail  to  confirm  the  clinical  impression  of 
cardiac  disease,  an  abiding  awareness  of  the  po- 
tentialities of  hiatus  hernia  must  be  entertained. 

The  smaller  hernias  produce  more  severe  chest 
pain,  and  it  is  more  difficult  to  establish  a diag- 
nosis when  they  are  no  larger  than  2-3  cm.,  as 


in  the  present  series  of  14  cases  simulating  heart 
disease.  It  is  an  important  error  to  assume  that 
a normal  series  of  upper  gastrointestinal  X-rays 
excludes  the  diagnosis  of  hiatus  hernia. 

Not  only  must  the  radiologist  use  a special 
technic  if  he  is  to  demonstrate  the  lesion,  but 
also  in  many  cases  the  herniation  is  intermittent, 
spontaneously  undergoing  reduction,  and  is  not 
readily  reproducible  on  the  fluoroscopic  table. 
Among  214  patients,  a single  roentgenographic 
series  demonstrated  the  lesion  in  only  78%  and 
repeated  series  in  only  85%.  The  results  of 
esophagoscopy  were  a little  better,  being  85% 
and  88%  respectively,  but  the  important  point  is 
that  both  examination  techniques  are  required 
before  the  possibility  of  hiatus  hernia  can  be  ex- 
cluded. 

A substantial  misleading  factor  in  the  cases  of 
“angina  pectoris”  was  the  therapeutic  test  of 
symptomatic  response  to  nitroglycerin.  “It  ap- 
pears to  be  a poorly  recognized  fact  that  the  pain 
of  hiatus  hernia,  as  well  as  that  of  several  types 
of  esophageal  dyskenesia,  responds  rather  well  to 
the  nitrites.”  (Abstracted  for  the  Middle  Ten- 
nessee Heart  Association  by  Phillips  Turner,  M.D., 
Lebanon,  Tenn.) 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  informa- 
tion and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

♦ 

Locations  Wanted 

A 23  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee.  De- 
sires general  practice  in  community  of  2,000- 

10,000  in  middle  or  West  Tennessee.  Available 
April  1,  1958.  LW-277 


A 31  year  old  married  physician,  Protestant. 
Graduate  of  Ohio  State  University.  Priority  IV. 
Completing  residency  in  Anesthesiology.  Desires 
private  or  group  practice.  Available  July,  1958. 

LW-278 


A 27  year  old  married  physician,  Methodist. 
Graduate  Duke  University  Medical  School. 
Priority  IV.  Desires  clinical  or  associate  general 
practice.  Available  July,  1958.  LW-284 


A 31  year  old  married  physician,  Baptist.  Grad- 
uate of  Baylor  University  College  of  Medicine. 
Priority  IV.  Desires  general  practice  in  east 
Tennessee  community  over  5,000  population. 
Available  July  1,  1958.  LW-288 


A 32  year  old  married  physician,  Episcopalian. 
Graduate  of  Medical  College  of  Georgia.  Priority 
V-A.  Desires  location  in  community  of  2,000- 

10,000  for  general  practice.  Available  July  1,  1958. 

LW-301 


A 43  year  old  physician,  Presbyterian.  Grad- 
uate of  University  of  Pennsylvania.  Desires  gen- 
eral practice  with  some  surgery  and  OB.  Would 
consider  industrial.  Prefers  east  Tennessee. 
Available  immediately.  LW-302 


A 36  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Louisville.  Priority  IV. 
Desires  associate  or  clinical  practice.  Specialty 
Radiology.  Available  July,  1958.  LW-303 


A 35  year  old  married  physician,  Catholic. 
Graduate  of  Indiana  University.  Priority  IV. 
Desires  general  surgery  practice  in  community 
over  15,000.  Has  four  years  general  surgery 
residency.  Available  July,  1958.  LW-304 


Physicians  Wanted 

Town,  population  1,200,  middle  Tennessee,  de- 
sires general  practitioner.  Office  space  ready,  but 
no  equipment.  No  hospital  in  community,  and  no 
other  physician.  PW-57 


Town  in  west  Tennessee  with  population  of  1000 
desires  physician.  Housing,  office  and  office  space 
available.  PW-63 


A 30  year  old  married  physician,  Episcopalian. 
Graduate  of  University  of  Tennessee.  Priority  IV. 
Desires  clinical  or  associate  practice  in  general 
practice  and  surgery.  Has  two  years  surgical 
residency.  Available  July  1,  1958.  LW-290 


Town  in  east  Tennessee  with  trade  area  of 

10,000  desires  general  practitioner.  One  other 
physician  in  town.  16-bed  hospital  in  town.  Ade- 
quate office  equipment  already  available.  PW-68 


A 27  year  old  married  physician,  Presbyterian. 
Graduate  of  University  of  North  Carolina  School 
of  Medicine.  New  completing  service.  Desires 
location  in  general  practice  in  east  Tennessee 
community.  Available  immediately.  LW-294 


Town  of  1,000  population  in  west  Tennessee  de- 
sires general  practitioner  to  take  over  practice  of 
deceased  physician.  Office  space  and  all  equip- 
ment already  available.  PW-73 


A 29  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Desires 
general  practice  in  community  of  6,000-25,000. 
Available  April,  1958.  LW-295 


A 36  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Has  one  year  psychiatric  residency. 
Desires  location  near  or  in  Nashville  in  general 
practice.  Either  permanent  or  temporary.  Avail- 
able immediately.  LW-298 


A 38  year  old  widowed  physician,  Methodist. 
Graduate  of  George  Washington  University. 
Priority  IV.  Desires  general  surgery  practice  in 
east  Tennessee  community  of  10,000-200,000. 
Available  immediately.  LW-300 


Large  clinic  in  northwestern  Tennessee  has 
opening  for  Pediatrician  with  minimum  of  2 years 
residency  and  1 year  rotating  internship.  Excel- 
lent opportunity  in  established  location.  PW-91 


Local  position  for  desirable  young  physician 
with  administrative  ability.  An  opportunity  to  do 
public  relations  with  the  medical  profession  and 
lay  people.  Two-year  tenure  required.  Excellent 
introduction  into  medical  circles.  PW-93 


Large  company  located  in  Nashville  desires  as- 
sistant medical  director  with  experience  in  cardi- 
ology. Company  has  17  bed  hospital  and  fully 
equipped  clinic.  Position  requires  1 year  previous 
experience.  PW-94 

(Continued  on  page  LVII) 
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A MODERN  HOSPITAL  FOR 
EMOTIONAL  READJUSTMENT 


TARPON  SPRINGS  • FLORIDA 
ON  THE  GULF  OF  MEXICO 


• Modern  Treatment  Facilities  • Psychotherapy  Em- 
phasized • Large  Trained  Staff  • Individual  Attention 

• Capacity  Limited  • Occupational  and  Hobby 
Therapy  • Supervised  Sports  • Religious  Services 
Plus  . . . 

Your  patients  spend  many  hours  daily  in  healthful  out- 
door recreation,  reviving  normal  interests  and  stimu- 
lating better  appetites  and  stronger  bodies  ...  all  on 
Florida's  Sunny  West  Coast . 

Rates  Include  All  Sen  ices  and  Accommodations 

Brochure  and  Rates  Available  to  Doctors  and  Institutions 

Medical  Director — Samuel  G.  Hibbs,  M.D. 

Assoc.  Medical  Director — Walter  H.  Wellborn,  Jr.,  M.D. 

Peter  J.Spolo,  M.D.  Zack  Russ,  Jr.,  M.D.  Arturo  G.  Gonzalez,  M.D. 
Consultants  in  Psychiatry 

S.  G.  Warson,  M.D.  R.  E.  Phillips,  M.D.  W.  H.  Bailey,  M.D. 
Phone:  Victor  2-1811 


PLACEMENT  SERVICE 

East  Tennessee  Community  of  7,000  desires  physician  to  care  of  general  practice 
and  OB,  no  surgery.  Excellent  opportunity  for  physician  looking  for  desirable 
location.  PW-95 


Community  of  1,200  in  southern  Tennessee  desires  physician  to  replace  aging 
doctor.  One  other  physician  in  community.  Office  space  and  some  equipment 
available.  PW-96 


Large  company  in  eastern  Tennessee  desires  physician  under  35  years  of  age. 
Office  space  and  all  equipment  provided  in  dispensary.  Prefer  internal  medicine 
but  not  required.  PW-97 


Hospital  in  community  of  20,000  in  central  Tennessee  desires  physicians  with 
specialities  in  Pathology  and  Radiology.  Arrangements  will  be  discussed  in  inter- 
view. PW-98 


Wanted:  Internist  interested  in  association  with  established  Medical  Clinic  in 
West  Tennessee  community.  PW-99 

♦ 

Anesthesia  Residency — Approved  two  year  training  program,  365  bed  teaching 
hospital.  Salary  plus  maintenance.  Immediate  appointment.  PW-101 

♦ 

Community  of  400  in  southern  Tennessee  desires  physician.  New  ten  room 
clinic  rent  free  to  physician  interested  in  this  location.  PW-102 
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for  total  management 
of  your  hypertensive 
patients  rely  upon 


help  reduce 
the  pressures 

IN  your 

patients 


help  reduce 
the  pressures 
ON  your 

patients 


Squibb  Whole  Root  Rauwolfia  Serpentina 


Raudixin  provides  gradual,  sustained  lowering  of 
blood  pressure  in  hypertensive  patients,  as  well  as 
a mild  bradycardia.  Hence,  the  work  load  of  the 
heart  is  reduced. 

. . often  preferred  to  reserpine  in  private 
practice  because  of  the  additional,  activity 
of  the  whole  root.” 

Corrin,  K.  M.:  Am.  Tract.  & Dig.  Treatment  8:721  (May)  1957. 


Tranquilizing  Raudixin  helps  relax  the  anxious 
hypertensive  patient  so  that  he  is  better  able  to 
cope  with  external  pressures  without  being  over- 
whelmed by  them.  By  reducing  these  anxieties  and 
tensions,  Raudixin  helps  break  the  mental  tension 
—hypertension  cycle. 

Dosage:  Two  100  mg.  tablets  once  daily;  may  be  adjusted 
within  range  of  50  to  300  mg.  Supply:  50  and  100  mg.  tablets. 
Bottles  of  100, 1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


•RAl/OltlN'*  IS  A SQUIBB 


Journal  of  the  Tennessee  State  Medical  Association 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

Volume  51  MARCH,  1958  Number  3 


These  case  reports  offer  an  excellent  review  of  a curious  clinical  condition. 


OCHRONOSIS  REPORT  OF  THREE 
CASES  [N  SIBLINGS* 


DUVAL  H.  KOONCE,  M.D.,  Jackson,  Tenn. 


Ochronosis  is  an  occasional  disease  of 
fibrous  tissue  which  occurs  as  a sequela  of 
the  rare  metabolic  abnormality  alkapto- 
nuria. It  is  characterized  by  the  presence  of 
bluish-black  pigmentation  widely  distri- 
buted in  the  various  types  of  fibrous  tissue 
throughout  the  body,  and  is  accompanied 
by  a degenerative  type  of  arthropathy  of 
variable  severity. 

This  report  is  prompted  by  the  recent  ob- 
servation of  a case  of  this  rare  disease.  The 
family  history  revealed  that  a brother  and 
a sister  were  also  apparently  afflicted.  Al- 
though these  latter  two  persons  were  not 
seen  personally  their  records  were  avail- 
able for  study,  and  there  is  no  doubt  that 
they  too  have  ochronosis,  as  will  be  evident 
from  their  well  documented  clinical  and 
roentgenologic  findings. 

Case  Reports 

Case  1.  A 40  year  old  white  housewife  was 
seen  on  July  16,  1957,  complaining  of  aching  pain 
and  stiffness  in  the  cervical  and  lumbar  spines 
since  December,  1956.  There  was  no  history  of 
peripheral  joint  involvement. 

At  the  onset  she  consulted  her  family  physician 
who  made  a diagnosis  of  arthritis  of  the  spine  and 
treated  her  with  some  type  of  oral  medication. 
Her  symptoms  were  not  alleviated,  and  soon 
thereafter  she  was  seen  by  another  physician  who 
told  her  that  she  was  anemic.  She  was  advised 
to  eat  plenty  of  meat  and  an  iron  and  vitamin 
preparation  was  prescribed.  After  several  weeks 
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she  still  had  obtained  no  relief  so  she  presented 
herself  for  further  evaluation  and  treatment. 

The  past  and  family  histories  were  not  remark- 
able except  that  a sister  and  a brother  had 
arthritis  of  the  spine  associated  with  black  pig- 
mentation of  the  ear  cartilages.  A paternal  great 
uncle,  who  had  died  many  years  ago,  was  also  said 
to  have  had  black  discoloration  of  the  ears. 

Physical  examination  revealed  a moderately 
obese  white  woman  who  was  not  acutely  ill.  Vital 
signs  were  within  normal  limits  except  for  a B.P. 
of  154/104  mm.  Hg.  There  was  a striking  bluish- 
black  discoloration  of  the  cartilages  of  both  ears. 
There  was  no  abnormal  pigmentation  of  the 
sclerae  or  the  nasal  cartilages.  There  were  no 
objective  signs  of  arthritis,  but  there  was  mod- 
erate pain  on  fist  percussion  over  the  lower  lum- 
bar spine. 

The  hemoglobin,  leukocyte  count  and  serologic 
test  for  syphilis  were  negative  or  within  normal 
limits.  The  urine  was  of  normal  color  when 
freshly  voided,  but  when  sodium  hydroxide  was 
added  a light  brown  color  developed  within  15 
minutes.  After  allowing  this  specimen  to  stand 
for  12  hours  the  color  had  changed  to  a deep 
brownish-black.  Intravenous  pyelograms  taken 
in  1955,  when  she  was  being  treated  for  acute 
pyelonephritis  by  an  urologist,  showed  some  an- 
terior lipping  of  several  vertebrae,  and  there  was 
a thin  linear  area  of  calcification  of  the  inter- 
vertebral space  between  the  third  and  fourth 
lumbar  vertebrae.  (Fig.  I.) 

She  was  advised  to  restrict  her  protein  intake 
and  to  obtain  additional  vitamin  C in  the  form 
of  2 or  3 glasses  of  orange  juice  daily.  She  was 
also  given  a combination  of  prednisolone  and 
meprobamate  four  times  daily.  When  seen  two 
weeks  later  she  had  had  some  symptomatic  im- 
provement, but  it  had  not  been  very  great. 

Case  2.  A 35  year  old  white  housewife,  the 
sister  of  the  patient  in  Case  1,  was  seen  by  an 
internist  on  January  21,  1957  complaining  of  se- 
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Figure  1. 


Fig.  1.  Roentgenogram  showing  the  lumbar  spine 
of  Case  1.  There  is  a moderate  amount  of  spur 
formation  and  some  loose  osteophytes.  Note  es- 
pecially the  thin  linear  streak  of  calcification  in 
the  intervertebral  disc  between  the  third  and 
fourth  lumbar  vertebrae. 

vere  aching  pain  in  the  thoracic  and  lumbar  spine 
of  18  months  duration.  These  symptoms  began 
after  a fall  in  which  she  struck  on  the  region  of 
the  lower  back.  The  pain  was  worse  upon  first 
arising  in  the  morning  and  then  lessened  some- 
what after  getting  up  and  moving  about.  Sympto- 
matic measures  had  not  been  of  any  appreciable 
help. 

Physical  examination  revealed  a well  developed 
and  well  nourished  white  woman  who  was  not 
acutely  ill.  There  was  some  localized  muscle 
tenderness  and  spasm  of  the  posterior  cervical 
and  rhomboid  muscles.  The  ear  cartilages  were 
bluish-black  in  color. 

Routine  laboratory  studies  including  hemo- 
globin, leukocyte  count,  urinalysis  and  serologic 
tests  for  syphilis  were  negative  or  within  normal 
limits.  Another  urine  specimen  tested  at  a later 
date  by  the  addition  of  sodium  hydroxide  devel- 
oped a deep  brownish-black  color.  Roentgeno- 
grams of  the  spine  showed  moderate  spur  forma- 
tion involving  several  of  the  dorsal  vertebrae. 

She  was  treated  with  salyeilates,  a thin  mat- 
tress on  bed-boards,  local  heat,  and  zoxazola- 
mine.  When  seen  again  on  February  4,  1957,  she 
had  obtained  considerable  symptomatic  relief. 

Case  3.  A 42  year  old  white  truck  driver,  the 


brother  of  the  women  in  Cases  1 and  2,  fell  and 
sustained  most  of  his  body  weight  on  his  braced 
left  leg,  on  October  21,  1952.  He  felt  something 
tear  in  his  left  knee  and  shortly  thereafter  he  was 
examined  by  a surgeon  who  made  a diagnosis  of  a 
laceration  of  the  left  quadriceps  tendon. 

An  X-ray  examination  showed  an  evulsion 
fracture  of  the  patella.  Routine  laboratory  studies 
including  hemoglobin,  leukocyte  count,  differen- 
tial count,  urinalysis  and  serologic  test  for  syphilis 
were  negative  or  within  normal  limits. 

He  was  immediately  hospitalized,  and  the  fol- 
lowing day  an  open  reduction  of  the  left  patella 
with  repair  of  the  lacerated  quadriceps  tendon 
was  done  under  spinal  anesthesia.  The  operative 
note  did  not  describe  abnormal  pigmentation  of 
any  of  the  ligaments  or  tendons. 

On  December  5,  1952  he  consulted  an  internist 
because  of  mental  depression,  insomnia,  and  ach- 
ing pain  and  stiffness  in  the  low  back  region  as 
well  as  in  many  peripheral  joints.  He  had  been 
having  joint  symptoms  for  lour  or  five  years,  and 
since  the  age  of  20  had  passed  many  renal  calculi 
— approximately  at  the  rate  of  one  per  year.  He 
also  stated  that  his  urine  turned  a dark  red  color 
if  voided  into  a container  and  allowed  to  stand. 

Physical  examination  revealed  vitiligo  of  the 
hands;  a cyanotic  hue  of  the  cheeks  was  described. 
No  pigmentation  of  the  ear  cartilages  was  noted, 
but  his  sisters  say  that  his  ears  are  disco' ored 
similar  to  theirs.  No  objective  joint  signs  were 
noted.  A urine  specimen  was  tested  for  porphy- 
rins with  negative  results. 

In  November,  1953,  he  was  hospitalized  by  a 
urologist  because  of  an  episode  of  right  sided  renal 
colic.  He  was  found  to  have  minimal  bilateral 
hydronephrosis  attributed  to  obstruction  at  the 
ureteropelvic  junction,  and  the  prostate  gland  to 
be  filled  with  calculi.  The  pyelograms  taken  at 
this  time  afforded  good  visualization  of  the  lum- 
bar spine,  and  showed  marked  arthritic  changes 
with  moderate  lipping  and  loose  osteophytes  about 
many  of  the  joints.  There  was  narrowing  of  the 
intervertebral  spaces  and  several  of  the  discs  were 
heavily  calcified.  (Fig.  2.)  Conservative  meas- 
ures were  employed  at  this  time.  In  March,  1954, 
he  was  readmitted  to  the  hospital  and  at  trans- 
urethral operation  many  black  mulberry  shaped 
calculi  were  removed  from  the  prostate. 

The  patient  was  not  heard  from  again  until 
February  29,  1956,  when  he  again  consulted  his 
surgeon  because  of  spontaneous  hemarthrosis  of 
the  left  knee.  This  recurred  on  March  20,  after 
it  had  been  aspirated  on  the  previous  visit.  The 
swelling  of  the  left  knee  again  developed  on  April 
15,  and  he  was  hospitalized;  the  left  knee  joint 
was  explored  on  April  18.  The  findings  at  opera- 
tion were  described  as  follows:  “There  is  thick- 
ened synovium  with  large  nodules  as  big  as  the 
end  of  the  thumb  suspended  from  the  synovium. 
All  structures,  including  the  articular  cartilage 
were  stained  deep  brown.”  A synovectomy  was 
done  and  a diagnosis  of  villonodular  pigmented 
synovitis  was  made. 
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Figure  2. 


Fig.  2.  Roentgenogram  of  the  lumbar  spine  of 
Case  3.  Osteoarithitic  changes  are  marked  with 
pronounced  narrowing  of  the  intervertebral  spaces. 
Characteristic  of  ochronosis  is  the  heavy  opacifica- 
tion seen  in  the  first  and  second  lumbar  inter- 
vertebral discs. 

The  last  available  record  on  this  patient  was  at 
a visit  to  his  internist  July  19,  1956,  at  which  time 
he  was  having  considerable  pain  and  stiffness  in 
the  knees  and  low  back  region.  This  was  ac- 
companied by  radiation  of  pain  into  the  posterior 
aspect  of  both  thighs.  There  was  crepitation  over 
the  knees,  and  the  spine  was  described  as  “poker- 
like” with  increased  kyphosis.  Treatment  was 
symptomatic,  and  according  to  his  sister  he  con- 
tinues to  have  pain  in  many  joints,  but  is  able  to 
continue  working. 

Discussion 

Alkaptonuria  and  the  occasional  sequelae 
ochronosis  are  classified  among  the  group  of 
diseases  designated  by  Garrod,1  in  1909,  as 
the  inborn  errors  of  metabolism.  Before 
this  Virchow,2  in  1866,  had  described  a yel- 
lowish or  ochre  discoloration  of  cartilage  as 
it  appeared  microscopically  in  a case  of 
alkaptonuria,  and  he  was  the  first  to  use  the 
term  ochronosis.  Since  these  original  de- 
scriptions approximately  200  cases  of  al- 
kaptonuria have  been  described  in  the 


literature,  and  about  100  of  these  have  dem- 
onstrated the  clinical  and/or  pathologic 
findings  of  ochronosis. This  disease  is  usu- 
ally inherited  as  a mendelian  recessive 
characteristic,  but  three  instances  have  been 
reported  in  which  it  has  apparently  been 
transmitted  as  a dominant  characteristic.4 

The  pathochemistry  of  the  disease  in- 
volves a defect  in  the  metabolic  pathways 
having  to  do  with  the  degradation  of  the 
amino  acids  phenylalinine  and  tyrosine. 
The  exact  biochemical  factor  involved  is  un- 
known, but  the  commonly  accepted  mech- 
anism postulates  the  absence  of  any  enzyme 
or  catalyst  which  governs  the  transforma- 
tion of  homogentisic  acid  to  acetone.4 

An  alternate  theory  postulates  the  lack  of 
a renal  tubular  reabsorptive  system  which 
normally  causes  most  of  the  homogentisic 
acid  filtered  through  the  glomeruli  to  be 
reabsorbed  into  the  blood  with  little  or  none 
of  this  compound  appearing  in  the  urine.'1 
This  is  a situation  analagous  to  that  which 
is  found  in  renal  glycosuria.  In  passing,  it 
is  of  interest  to  note  that  this  particular 
metabolic  pathway  is  apparently  unusually 
vulnerable  to  hereditary  diseases  other  than 
alkaptonuria.  Metabolic  blocks  in  the  trans- 
formation of  phenylalinine  to  tyrosine  and 
further  oxidation  of  phenylpyruvic  acid  is 
thought  to  account  for  the  syndrome  of 
phenylpyruvic  oligophrenia.  The  inability 
to  proceed  with  the  degradation  of  tyrosine 
produces  tyrosinosis. 

Homogentisic  acid  is  the  substance  which 
is  responsible  for  the  black  color  which  de- 
velops in  the  urine  of  these  patients  upon 
addition  of  alkali  or  if  allowed  to  stand.  It 
also  produces  an  evanescent  deep  blue  color 
when  dilute  ferric  chloride  is  added,  and  its 
chemical  relationship  to  hydroquinone  (a 
photographic  developer)  is  the  basis  of  the 
Fishberg  test7  in  which  alkaptonuric  urine 
causes  immediate  blackening  of  exposed 
photographic  film.  No  other  substance  ap- 
pearing in  the  urine  is  known  to  reproduce 
this  reaction.  Homogentisic  acid  also  causes 
Benedict’s  solution  to  darken,  and  as  a re- 
sult many  of  these  cases  have  been  mis- 
diagnosed as  having  diabetes.  The  actual 
reaction  is  not  thought  to  be  a reduction  of 
the  copper  solution,  but  is  apparently  due 
to  polymerization  of  homogentisic  acid  by 
the  alkaline  solution  and  heat.8  If  such  a 
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tested  urine  is  allowed  to  stand,  a black  pre- 
cipitate can  be  observed  thus  making  it 
apparent  that  the  reaction  is  not  a sugar- 
copper  reduction.  The  black  discoloration 
which  is  found  in  the  cartilages  and  other 
fibrous  tissue  is  also  thought  to  be  a poly- 
mer of  homogentisic  acid. 

Clinically  the  disease  ranges  from  the  two 
extremes  of  completely  asymptomatic  al- 
kaptonuria to  fully  developed  ochronosis 
with  crippling  arthropathy.  The  pigment 
is  visible  clinically  in  the  ear  and  nasal 
cartilages,  the  tendons  on  the  dorsum  of 
the  hands  and  feet,  and  at  the  sites  of  inser- 
tion of  the  rectus  muscles  in  the  sclerae. 
This  ocular  pigmentation  has  been  mis- 
takenly diagnosed  as  melanosarcoma  with 
subsequent  enucleation  of  the  eye  on  at 
least  one  recorded  occasion."  There  is  often 
brownish  pigmentation  of  the  skin  of  the 
axillae,  and  across  the  nose  and  cheeks  in  a 
butterfly  distribution.  These  skin  changes 
have  led  to  the  consideration  of  Addison’s 
disease  in  some  cases. 

Autopsy  has  shown  widespread  pigment 
deposit  in  fibrous  tissue  throughout  the 
body.  Prominent  sites  of  involvement  in- 
clude the  articular  cartilages,  tracheal  and 
laryngeal  cartilages,  tendons,  synovial 
membranes,  meninges,  chordae  tendinae, 
heart  valve  leaflets,  and  atheromatous 
plaques. 

Another  location  in  which  there  is  fre- 
quent involvement  are  the  intervertebral 
discs.'  This  causes  the  unusual  X-ray  pic- 
ture as  exemplified  in  Case  3,  showing  in- 
tense opacification  with  narrowing  of  the 
disc  spaces  and  is  considered  as  almost 
pathognomonic  of  ochronosis.  The  para- 
spinal  ligaments  become  involved  in  some 
cases  producing  an  ankylosing  type  of  spon- 
dylitis which  closely  resembles  rheumatoid 
spondylitis. 

Although  the  prognosis  in  ochronosis  per- 
mits the  prediction  of  normal  longevity,  the 
impression  has  been  gained  that  there  is  an 
increased  incidence  of  heart  disease.  Treat- 
ment is  primarily  symptomatic  employing 
the  usual  measures  that  one  would  use  in 
treating  the  ordinary  type  of  osteoarthritis. 
Adrenal  steroids  have  been  used  with  little 
or  no  success.  Dietary  protein  should  be 
restricted  to  the  minimum  requirement  of 
1 to  1.5  Gm.  per  kilogram  per  day  in  an  at- 


tempt to  reduce  the  homogentisic  acid 
levels  by  limiting  tyrosine  and  phenylala- 
nine intake.  Ascorbic  acid  has  been  used, 
based  on  the  rationale  of  animal  experi- 
ments which  have  shown  that  alkaptonuria 
can  be  produced  in  scorbutic  guinea  pigs 
when  fed  a high  protein  diet.  This  vitamin 
seems  to  contribute  nothing,  however,  in 
the  management  of  human  ochronosis. 
Minno  and  Rogers,"  in  short  term  observa- 
tions in  their  case  and  using  qualitative 
testing,  thought  they  achieved  reduction  in 
the  degree  of  homogentisic  aciduria  by  giv- 
ing supplementary  vitamin  C,  salycilates, 
and  limiting  the  protein  intake.  Which  fac- 
tor was  responsible  for  this  improvement 
was  not  clear. 

In  closing  it  is  of  interest  to  note  some  of 
the  similarities  between  ochronosis  and 
gout.  Both  are  classified  as  so-called  in- 
born errors  of  metabolism  and  have  a pre- 
existing underlying  abnormality  involving 
the  intermediary  metabolism  of  protein. 
Both  have  clinical  manifestations  ranging 
from  an  asymptomatic  state  which  is  as- 
sociated with  the  presence  of  increased 
amounts  of  a normal  protein  metabolite  in 
the  blood  and  urine,  to  a condition  which 
is  characterized  by  a rather  severe  arthro- 
pathy in  which  this  metabolite  is  deposited 
in  and  around  the  joint  surfaces.  Both  also 
are  occasionally  associated  with  the  pro- 
duction of  calculi  in  the  urinary  tract  which 
are  composed  of  these  metabolites.  It 
would  be  of  interest  to  evaluate  on  a long 
term  basis  whether  or  not  Benemid  or  some 
similar  drug  may  have  as  beneficial  an  ef- 
fect in  ochronosis  as  it  does  in  gout. 

Summary 

1.  Three  cases  of  ochronosis  in  siblings 
have  been  presented. 

2.  A brief  discussion  of  some  historical, 
clinical,  and  laboratory  points  of  interest 
followed. 
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SOCIAL  SECURITY  SAYS:  “ Your  social 
security  taxes  pay  for  these  nine  programs: 

Social  Insurance 

(a)  Unemployment  insurance 

(b)  Old  Age  and  Survivors  Insurance 

Public  assistance  to  the  needy 

(a)  Old-age  assistance 

(b)  Aid  to  the  needy  blind 

(c)  Aid  to  dependent  children 

(d)  Aid  to  the  permanently  and  totally 
disabled 

Children’s  services: 

(a)  Maternal  and  child-health  services 

(b)  Services  for  crippled  children 

(c)  Child-welfare  services 

In  Other  Words:  In  spite  of  the  fact  that 
most  of  these  represent  federal  grants  to 
state  aid,  this  Social  Security  program  is 
being  sold  to  you  and  me  as  “contributory 
social  insurance.” 
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This  paper  gives  us  a better  understanding  concerning  the  pathogenesis  and  manifestations  of  the 
retinal  vascular  changes  which  may  occur  in  diabetes  mellitus. 


VASCULAR  CHANGES  IN  THE  EYES  OF 
DIABETIC  PATIENTS* 

ROLAND  H.  MYERS,  M.D.,  Memphis,  Tenn. 


There  has  been  some  controversy  over  the 
years  as  to  whether  the  vascular  changes  in 
the  eyes  of  diabetic  patients  are  associated 
with,  or  the  result  of  arteriosclerosis  and 
hypertension.  Now  many  investigators  con- 
sider the  diabetic  vascular  syndrome  as  a 
specific  entity  characteristic  of  diabetes 
mellitus. 

Anatomic  Considerations 

The  research  work  of  Ditzel1  at  the  Baker 
Clinic  Research  Laboratory,  New  England 
Deaconess  Hospital  and  the  Joslin  Clinic, 
Boston,  using  a stereoscopic  dissecting 
microscope  in  studying  the  bulbar  con- 
junctiva, disclosed  vascular  changes  in  the 
conjunctiva  before  pathologic  changes 
were  seen  in  the  retina  with  the  ophthalmo- 
scope. From  his  studies  of  changes  in  the 
retinal  vessels  in  diabetes  mellitus  and 
their  relationship  to  aging,  he  concluded 
that  the  significant  vascular  changes  in 
the  diabetic  subject  consisted  of:  (1)  lesions 
that  were  indistinguishable  from  those  of 
normal  aging,  and  (2)  capillary  and  venu- 
lar  alterations,  exudation,  and  arterio- 
lar plugging  of  aggregates  of  erythrocytes 
that  were  characteristic  of  diabetes  and 
were  unrelated  to  the  normal  aging  process. 
The  diabetic  capillary  venular  character- 
istics were  of  two  types:  reversible  and  ir- 
reversible changes.  The  reversible  changes 
were  seen  as  various  degrees  of  venular  dis- 
tention and  arteriolar  narrowing  and 
formed  a set  of  pathologic  vasomotor  re- 
sponses. The  irreversible  lesions  consisted 
of  elongations  of  the  venous  part  of  capil- 
laries and  venules  accompanied  by  evidence 

*Read  before  the  meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  8,  1957,  Nashville,  Tenn. 


of  degeneration.  Ditzel  concluded  the 
capillary  changes  were  not  due  to  aging,  but 
were  a characteristic  feature  of  diabetes, 
particularly  in  those  individuals  with  onset 
of  the  disease  early  in  life.  He  found  in  dia- 
betic subjects  that  lesions  concomitant  with 
aging  were  accelerated  and,  in  addition,  that 
specific  abnormalities  characteristic  of  dia- 
betes were  observed. 

Givner,2  in  a study  of  584  eyes  in  juvenile 
diabetics  up  to  age  21  years,  at  Camp  Nyda 
(a  camp  for  diabetic  children  in  New  York 
State)  found  hemorrhages  or  micro- 
aneurysmal  dilations  in  the  retinas  of  9 eyes, 
or  1.5  per  cent.  This  demonstrates  that  dia- 
betic retinopathy  does  not  occur  very  fre- 
quently in  the  juvenile  diabetic.  However, 
he  relates  that  over  50  per  cent  of  the 
juvenile  cases  he  sees  in  private  practice 
have  diabetic  retinopathy,  since  the  ophthal- 
mologist usually  does  not  see  the  juvenile 
diabetic  until  he  is  having  visual  disturb- 
ance. 

The  earliest  pathologic  changes  in  the 
retina  from  diabetes  affect  the  venous  sys- 
tem and  take  place  in  the  vessels  around  the 
macular  region  as  an  increase  in  their 
tortuosity.  Elwyn  ; explains  the  process  as  a 
peristasis  or  prestasis  taking  place  in  the 
terminal  vessels  causing  a dilatation  of 
them  and  subsequent  hemorrhage  by  dia- 
pedesis.  The  dilatation  leads  to  a chronic 
state  of  deficient  nutrition  and  insufficient 
oxygen  supply  which  is  followed  by  sec- 
ondary changes  as  manifested  by  deposition 
of  fats  and  lipids  in  the  retina.  Further- 
more, he  believes  that  there  is  a loss  of 
stability  in  the  mechanism  that  ordinarily 
maintains  the  blood  sugar  at  a normal  level, 
and  the  increased  sugar  level  over  a long 
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time  produces  the  dilatation  of  the  terminal 
vessels  with  resultant  prestasis.  The  retinal 
changes  do  not  seem  to  be  based  on  the 
severity  of  the  disease  as  much  as  on  the 
length  of  time  the  hyperglycemia  has  been 
present,  even  in  mild  diabetics. 

Kimmelstiel  and  Wilson1  described  the 
deposit  of  hyaline  material  in  the  inter- 
capillary tissue  of  the  glomeruli  of  the  kid- 
neys in  cases  of  diabetes  and  named  the 
lesion  “intercapillary  glomerulosclerosis.” 
It  can  be  suspected  in  patients  who  have 
diabetes  mellitus  of  long  standing  associated 
with  arterial  hypertension,  renal  insuf- 
ficiency, diabetic  retinopathy,  and  albumi- 
nuria. Friedenwald  and  Ashton  feel  that 
Kimmelstiel-Wilson  glomerulosclerosis  and 
retinal  aneurysms  are  manifestations  of  the 
same  vascular  process,  with  the  diabetic 
retinal  disease  preceding  the  renal  lesions. 
Dolger'  states  that  50  per  cent  of  patients 
with  retinal  hemorrhages  seen  by  him  due 
to  diabetes  have  albuminuria.  Therefore, 
the  eye  findings  are  of  importance  since  it 
can  be  presumed  that  albuminuria  is  due  to 
renal  lesions  similar  to  the  retinal  changes. 

In  discussing  the  development  of  the  dia- 
betic retinopathy  in  five  stages,  I would 
like  to  quote  from  a lecture  by  Dr.  Fred- 
erick C.  Cordes  given  at  the  University  of 
Oregon  on,  “The  Diabetic:  His  Visual  Prog- 
nosis”: 

“1.  The  earliest  sign  is  the  appearance  of 
one  or  more  small  capillary  aneurysms, 
which  formerly  were  called  ‘small  deep 
hemorrhages.’  The  aneurysmal  sacs  are 
often  incompletely  lined  with  endothelium. 

“2.  The  next  stage  is  marked  by  the  de- 
velopment of  tiny,  punctate  hemorrhages, 
chiefly  in  the  macular  area.  At  this  stage 
the  exudates  begin  to  appear.  This  is  the 
central  punctate  retinitis  of  Hirschberg. 
They  are  solid,  soapy,  or  waxy  looking,  yel- 
lowish in  color,  with  well  defined,  sharply 
cut  edges.  At  a later  stage  they  have  been 
described  by  Doggart11  as  looking  like  ‘blobs 
of  white  or  yellow  paint.’  Distributed  ir- 
regularly in  the  central  area,  they  fre- 
quently form  a circle  around  the  macula.  As 
time  goes  on,  these  exudates  tend  to 
coalesce  into  lardaceous,  irregular  masses 
interspersed  with  dark-gray  pigmentary  de- 
generation. 

“3.  In  a third  stage  cotton-wool  patches 


develop  and  may  indicate  the  onset  of  com- 
plicating hypertension  (Koyanagi7). 

“4.  Visible  changes  in  the  veins  occur  in 
a fourth  stage,  or  may  in  some  instances  fol- 
low stage  2;  when  retinopathy  occurs  in 
young  diabetics  this  change  may  even  occur 
as  the  initial  lesion.  The  veins  dilate,  de- 
velop nodules  (beading),  and  become  en- 
sheathed.  At  this  stage  multiple  thrombi 
may  develop,  as  well  as  larger  hemorrhages, 
deep  and  round  rather  than  superficial.  The 
central  retinal  vein  may  undergo  total  ob- 
struction. 

“5.  In  the  final  stage  there  are  recurrent 
vitreous  hemorrhages,  which  are  followed 
by  retinitis  proliferans.  According  to  Gif- 
ford,8 this  occurs  in  only  about  1.5  per  cent 
of  the  patients.  It  is  nevertheless  an  ex- 
ceedingly important  condition,  since  it  usu- 
ally leads  to  detachment  of  the  retina  and 
blindness.  Klein9  has  shown  that  the  reti- 
nitis proliferans  in  diabetes  originates  at  or 
near  the  disk,  with  development  of  a pro- 
fusion of  newly  formed  blood  vessels,  which 
appear  in  advance  of  any  noticeable  amount 
of  connective  tissue.  These  vessels  often 
show  a brush-like  arrangement,  and  the 
endings  in  the  vitreous  form  either  coil-like 
convulsions  or  loops  returning  to  the  disk. 

“In  the  older  diabetic  the  retinopathy  is 
likely  to  pass  through  all  five  of  these 
stages,  but,  as  noted  above,  it  may  start 
with  Stage  4 in  the  young  patients  who 
have  been  kept  alive  with  insulin.” 

In  children,  and  in  the  early  stages  of 
diabetes  mellitus  in  some  adults,  arterio- 
sclerosis of  retinal  vessels  is  usually  absent, 
but  since  diabetes  is  a disease  seen  more 
often  in  middle  life,  arteriosclerosis  of  the 
retinal  vessels  is  also  present  in  most  cases 
of  varying  degrees.  Elwyn’  refers  to  3,893 
diabetic  patients  in  whom  the  vessels  were 
graded  in  various  age  groups  by  Waite  and 
Beetham.  Of  these,  1,042  were  free  of  scle- 
rosis, as  follows: 

Number  of 

Number  of  Patients  without 


Age  Group 

Patients 

Sclerosis 

Per  Cent 

Under  10 

130 

130 

100 

between  10  and  19 

464 

451 

97 

between  20  and  29 

274 

253 

92 

between  .30  and  39 

315 

153 

48 

between  40  and  49 

512 

49 

9 

between  50  and  59 

1,001 

6 

0.6 

(Table  from  Tassman,  I.  S.:  The  Eye  Manifesta- 
tions of  Internal  Diseases.  St.  Louis.  C.  V.  Mosby 
Co.  1946,  pp.  504.) 
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The  above  table  demonstrates  how  the 
arteriosclerosis  increases  from  zero  in  pa- 
tients under  10  years  to  all  but  0.6  per  cent 
between  ages  50  and  59  years. 

When  arteriosclerosis  and  hypertension 
enter  the  picture  and  advance  to  the  state 
where  they  cause  added  retinal  insult,  hem- 
orrhages due  to  arteriosclerosis  and  hyper- 
tension are  flame-shaped  or  streaked  and 
more  superficial  in  the  retina,  while  those 
due  to  the  diabetic  retinopathy  are  small 
oval  or  round  with  sharp  edges. 

Treatment 

The  treatment  for  diabetic  retinopathy  is 
still  rigid  control  of  the  patient’s  diabetes. 
Under  excellent  control  small  hemorrhages 
and  exudates  may  absorb  and  disappear. 
There  is  a tendency  for  some  patients  with 
diabetic  retinopathy  to  have  periods  of  re- 
mission in  the  early  stages.  Dolger’s’"  ob- 
served 200  patients  with  diabetes  of  25 
years’  duration;  all  showed  retinal  hemor- 
rhages and  hypertension.  He  concluded 
that  all  diabetics  after  25  years  develop  ar- 
teriosclerosis and  vascular  damage  despite 
the  use  of  insulin,  and  in  general  the  reti- 
nopathy depends  more  on  the  duration  than 
the  severity  of  the  disease.  Joslin'1  is  con- 
vinced that  his  patients  who  carry  out  their 
treatment  accurately  and  have  been  prop- 
erly managed  show  the  least  number  of 
arteriosclerotic  lesions.  Sherrill IJ  found,  in 
a study  of  26  patients  who  developed  dia- 
betes after  the  age  of  18  and  had  the  disease 
from  20  to  38  years  without  any  visual  dis- 
turbance, that  4 of  this  group  did  not  show 
retinopathy  and  that  the  changes  in  the 
other  22  were  minor.  All  these  patients 
had  carried  out  their  diabetic  routine  dili- 
gently. Walker1  in  his  study  of  young  pa- 
tients with  diabetic  retinopathy,  concludes 
that  a high  level  of  control  offers  the  best 
means  of  avoiding  or  retarding  chronic  de- 
generative changes. 

Methischol,  C.V.P.,  Hesper-C  and  rutin 
have  been  advocated  in  the  treatment  of 
diabetic  retinopathy,  and  it  is  generally 
concluded  that  while  they  may  improve 
capillary  fragility,  which  is  sometimes  in- 
creased in  patients  with  diabetes,  they  do 
not  affect  the  retinitis.  This  has  also  been 
my  experience  with  the  clinical  use  of  these 
drugs. 


In  a preliminary  report  Saskin,  Waldman 
and  Pelner,14  reported  the  use  of  testos- 
terone propionate  in  28  cases  of  diabetic 
retinopathy  with  satisfactory  results,  but 
further  work  is  needed  before  testosterone 
can  be  confirmed  and  evaluated  as  a thera- 
peutic agent  in  diabetic  retinopathy.  I 
know  of  2 cases  treated  with  testosterone: 
one,  a young  girl  in  her  middle  teens,  in 
whom  this  drug  seemed  to  bring  under  con- 
trol her  severe  tendency  for  retinal  and 
vitreous  hemorrhages;  the  other,  a 50  year 
old  man  who  did  not  receive  any  benefit 
clinically. 

Vitamin  B, . has  been  found  to  be  deficient 
in  diabetics  and  may  play  a part  in  the  de- 
velopment of  retrobulbar  and  optic  neuritis 
which  is  occasionally  seen  in  diabetics.  Its 
role  is  still  under  study  and  evaluation. 

Vitreous  hemorrhages  in  some  diabetics 
have  a tendency  to  undergo  periodic  remis- 
sions and  exacerbations.  X-ray  therapy  has 
been  advocated  and  used  with  the  idea  of 
shrinking  some  of  the  newly  formed  ves- 
sels, but  its  actual  value  is  still  question- 
able. Cordes'-’  treated  one  patient  with 
6,000  r as  recommended  by  Guyton  and 
Reese,  and  this  resulted  in  a clearing  of 
vitreous  hemorrhages.  For  18  months  (at 
time  of  his  report)  she  had  sufficient  vision 
to  get  about,  and  no  new  hemorrhages  had 
occurred  in  that  time.  However,  her  retino- 
pathy had  gradually  progressed  and  also 
the  retinitis  proliferans.  One  case  was 
treated  with  X-ray  and  one  was  treated 
with  radioactive  cobalt,  both  continued  to 
have  hemorrhages  and  the  patient  treated 
by  X-ray  has  a feeling  that  this  made  her 
worse,  particularly  in  the  left  eye  which 
developed  a massive  retinal  hemorrhage  a 
few  days  after  X-ray  treatment.  Diamox 
and  trypsin  have  been  advocated  for  clear- 
ing of  vitreous  hemorrhages. 

Conclusion 

Givner-  states  that  one  should  bear  in 
mind  that  hypoglycemic  reactions,  even 
though  of  minor  symptomatology,  can  and 
do  produce  retinal  and  vitreous  hemor- 
rhages in  diabetic  patients  with  retinal  vas- 
cular diseases.  He  emphasizes  that  “from 
the  eye  standpoint  a blood  sugar  of  140  mg. 
is  less  of  a danger  than  a blood  sugar  of  60 
mg.,  for  with  hypoglycemic  reactions  come, 
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in  many  cases,  retinal  and  vitreous  hemor- 
rhages.” Dubos”1  found  that  tetraethyl  am- 
monium chloride  in  experimental  animals 
protects  against  the  vascular  damage 
caused  by  Shiga  toxin.  Therefore,  since  we 
do  see  patients  who  have  remissions  with 
clearing  of  the  hemorrhages  and  absorption 
of  exudates,  we  have  some  optimistic  hope 
that  in  the  future  some  chemical  or  chemi- 
cals will  be  discovered  to  protect  the  dia- 
betic patient  against  vascular  lesions  pro- 
duced by  diabetes.  But  until  that  time 
arrives  it  is  my  opinion  that  we  can  only 
advise  the  patients  of  their  visual  future 
in  such  a way  as  to  produce  as  little  psy- 
chologic and  emotional  reaction  as  possible, 
and  emphatically  insist  that  the  best  treat- 
ment is  to  carry  out  the  most  rigid  routine 
for  the  control  of  diabetes  mellitus  as  out- 
lined for  them  by  their  physician. 
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SOCIAL  SECURITY  SAYS:  “ People  are 
taxed  only  once  for  Social  Security.” 

In  Other  Words:  The  employer  who  must 
pay  his  share  of  the  social  security  tax  for 
each  of  his  employees  increases  the  price 
of  his  product  or  service  to  cover  this  ad- 
ditional cost  of  doing  business.  Everybody 
pays  this  increase  as  a hidden  “ sales  tax.” 
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With  increasing  experience  in  vascular  surgery,  the  surgical  attack  upon  problems  such  as  this  will 

unquestionably  have  further  trial. 


The  Treatment  of  Stroke,  Due  To  Occlusion 
of  the  Internal  Carotid  Artery 


CHARLES  A WHITTEN,  M.D.,  and  FRANK  B.  O'CONNELL,  M.D.  • Kingsport,  Tenn. 


Since  the  advent  of  cerebral  angiography 
in  the  neurosurgeon’s  diagnostic  armamen- 
tarium, it  is  becoming  increasingly  more 
apparent  that  thrombosis  of  the  internal 
carotid  artery  is  the  cause  of  a fairly  high 
percentage  of  strokes  due  to  occlusive 
cerebrovascular  disease.  Perhaps  the  most 
common  cause  of  thrombosis  of  the  internal 
carotid  is  atheroma  in  its  proximal  portion, 
just  as  the  vessel  takes  origin  at  the  carotid 
sinus.  A break  in  the  intima  or  hemor- 
rhage into  the  plaque  readily  forms  a 
nidus  for  clot  formation.  The  formation  of 
atheroma,  or  other  pathologic  change  in 
the  vessel  wall  at  its  origin  may  be  favored 
by  the  peculiar  anatomic  course  the  vessel 
takes  in  this  area  as  is  noted  in  not  a few 
individuals  at  the  time  of  exploration.  The 
vessel  takes  its  origin  from  the  bulb  at  al- 
most a right  angle  with  the  external  carotid 
and  then  makes  an  acute  bend  on  itself  to 
course  behind  the  latter  vessel  to  the  base 
of  the  skull.  Perhaps  the  constant  systolic 
thrust  of  the  vessel  wall  at  the  acute  bend 
eventually  gives  rise  to  degenerative 
changes  here,  favoring  the  formation  of  a 
clot. 

It  is  reported  that  embolic  occlusion  of 
the  internal  carotid  artery  stands  next  to 
arteriosclerosis  in  frequency  as  the  cause 
of  closure.  The  most  common  origin  of  the 
embolus  is  from  a clot  in  the  auricular  ap- 
pendage or  one  adherent  to  the  endocardium 
of  the  left  ventricle  due  to  myocardial  in- 
farction. More  often  we  have  seen  throm- 
bosis due  to  retrograde  extension  from 
thrombosis  of  the  middle  cerebral  artery. 
Closed  or  open  trauma  to  the  neck,  the  lat- 

*From  the  Division  of  Neuro-surgery,  Holston 
Valley  Community  Hospital,  Kingsport,  Tenn. 


ter  particularly  as  a war  injury,  may  also 
cause  closure  of  the  internal  carotid  artery. 
One  must  not  overlook  periarteritis  nodosa 
as  a possible  cause. 

The  neurologic  deficit  produced  by 
thrombosis  of  the  internal  carotid  artery 
mimics  that  produced  by  thrombosis  of  any 
or  all  branches  of  the  carotid  tree,  and  even 
that  produced  by  intracerebral  hemorrhage. 
However,  there  are  certain  ancillary  find- 
ings in  carotid  thrombosis  which  are 
seldom,  if  ever,  found  in  other  types  of 
cerebrovascular  accidents.  These  are  as 
follow:  (a)  ipsilateral  blindness  and  optic 
atrophy;  (b)  Horner’s  syndrome;  (c)  papill- 
edema; (d)  tenderness  over  the  artery  in 
the  neck;  (e)  absence  of  pulsations  in  the 
carotid  sinus  because  of  the  thrombus,  also 
diminished  pulsations  in  the  temporal 
artery  on  that  side;  (f)  absence  of  pulsations 
of  the  internal  carotid  in  the  tonsillar  fossa; 
(g)  ease  with  which  one  may  obliterate  the 
retinal  vessels  and  abolish  the  light  reflex 
on  the  affected  side  by  pressure  on  the 
globe;  and  (h)  occasionally  the  thrombus 
will  involve  the  common  carotid  by  retro- 
grade extension,  making  it  difficult  to 
palpate  this  vessel  in  the  neck. 

Any  or  all  of  these  findings  may  be  ab- 
sent and  none  indicates  exactly  where  the 
occlusion  is,  unless  the  thrombosed  segment 
can  be  palpated  which,  unfortunately,  is 
rarely  the  case.  In  the  last  analysis  angiog- 
raphy is  necessary  in  all  strokes,  unless 
they  are  obviously  due  to  hemorrhage.  This 
is  particularly  necessary  in  occlusive  vascu- 
lar disease  involving  the  carotid  tree  to 
determine  exactly  which  vessel  is  occluded, 
and  where  the  occlusion  lies  in  that  particu- 
lar vessel.  The  type  of  treatment,  surgical 
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or  otherwise,  to  be  used  in  a given  case  will 
depend  upon  this  information.  Segmental 
occlusion  of  the  main  trunk  of  the  middle 
cerebral  artery  has  been  successfully 
treated  surgically  in  a few  instances,  as  re- 
ported by  Welch.1 

Segmental  occlusion  of  the  internal 
carotid  artery  lends  itself  to  direct  surgical 
attack  only  if  the  occlusion  is  located  be- 
tween its  origin  at  the  bulb  and  the  base  of 
the  skull.  The  only  way  one  can  determine 
how  far  an  occlusion,  involving  the  cervical 
portion  of  the  internal  carotid  artery,  ex- 
tends is  by  direct  surgical  exposure  of  the 
vessel,  its  palpation,  and  arteriotomy  if 
necessary.  If  the  occlusion  has  formed  a 
tail  extending  into  the  cranial  cavity,  this 
can  rarely  be  removed  and  a good  retro- 
grade flow  be  established.  Acute  occlusion 
of  the  internal  carotid  artery,  in  its  proxi- 
mal portion,  forms  a tail  extending  into  the 
cranial  cavity  fairly  rapidly,  i.e.,  within  a 
matter  of  hours  or  days.  This  is  self-evi- 
dent because  in  many  cases  that  have  been 
operated  upon  several  days  to  a week  fol- 
lowing the  initial  ictus,  the  tail  has  been 
almost  invaribly  present  but  always  ap- 
pears younger  than  the  original  thrombus. 
Chronic  occlusions,  those  known  to  be  pres- 
ent by  gross  appearance  longer  than  the 
onset  of  the  stroke  would  indicate,  may  not 
form  a tail  until  late.  The  symptoms  in 
such  cases  are  due  to  the  sudden  failure  of 
the  collateral  circulation,  often  forewarned 
by  a series  of  “small  strokes.”  Though  the 
patient  may  at  least  partially  recover,  even- 
tually the  process  ends  in  a sudden  catas- 
trophe, at  times  following  acute  exertion 
which  places  too  much  demand  on  the  col- 
lateral circulation,  or  on  a sudden  fall  in 
systolic  blood  pressure.2 

From  the  foregoing  it  would  seem  that 
the  most  logical  way  to  handle  occlusive 
cerebrovascular  disease  would  be  to  place 
the  patient  on  anticoagulant  therapy  im- 
mediately to  prevent  extension  of  the 
thrombus,  unless  there  are  facilities  imme- 
diately available  to  do  arteriography  and 
surgical  exploration  if  indicated.  It  is  our 
belief  that  if  a patient  with  an  occlusion  of 
the  internal  carotid  artery  in  the  cervical 
portion  can  be  operated  upon  before  exten- 
sion has  occurred,  a fairly  high  percentage 
can  be  salvaged.  This  becomes  more  im- 


portant if  one  realizes  that  carotid  artery 
occlusion  occurs  most  often  in  men,  and 
most  often  during  the  5th  and  6th  decades, 
which  are  still  productive  years.  Most 
clinicians  are  aware  of  the  futility  and  in- 
adequacy of  medical  management  in  cases 
of  hemiplegia  or  hemiparesis  due  to  carotid 
artery  occlusion.  At  present  immediate 
surgery  seems  to  be  the  only  effective  form 
of  treatment.  Some  idea  as  to  the  future 
promise  of  surgical  treatment  may  be 
gleaned  from  the  results  of  ArnsteiiT  after 
thromboendarterectomy  on  5 patients  with 
complete  occlusion  of  the  internal  carotid 
artery.  Two  of  these  patients  were  operated 
on  10  to  14  days,  respectively,  following  the 
ictus;  neither  showed  improvement  follow- 
ing operation.  However,  3 were  operated 
on  from  8 hours  to  3 or  4 days  after  the 
ictus  and  improvement  ranged  from  80  to 
100  per  cent. 

We  have  operated  upon  3 patients,  all 
having  complete  occlusion  and  all  within 
1 to  2 weeks  after  the  ictus.  In  each  case 
the  thrombus  had  already  extended;  the 
tail  appearing  much  younger  histologically 
than  the  original  thrombus.  None  of  these 
patients  had  anticoagulant  therapy  before 
operation.  In  each  case  we  did  as  complete 
a thrombo-endarterectomy  as  possible,  pre- 
ceded by  a superior  cervical  ganglionec- 
tomy. 

In  no  case  were  we  able  to  establish  a 
retrograde  flow  of  blood  through  the  in- 
ternal carotid,  due  to  the  extension  of  the 
thrombus  into  the  intracranial  portion  of 
this  artery.  The  tail  of  the  thrombus,  even 
if  approached  early,  is  difficult  to  extract 
because  of  the  spasm  in  the  vessel  wall 
tending  to  hold  it  firmly  in  place,  and  be- 
cause of  the  devious  route  the  vessel  takes 
in  the  cranial  cavity.  Oddly  enough,  2 of 
these  patients  seemed  somewhat  improved 
none  the  less,  perhaps  due  to  the  cervical 
sympathectomy. 

In  summary,  therefore,  it  is  our  belief 
that  a fair  percentage  of  patients  with 
strokes  due  to  thrombosis  of  the  internal 
carotid  artery  can  be  salvaged  if  operated 
upon  within  a matter  of  hours  or  a few  days 
of  the  ictus,  that  is,  before  extension  of  the 
thrombus  has  occurred.  The  successful 
management  of  these  cases  rests  with  the 
practitioner  who  sees  them  first.  If  facili- 
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ties  are  not  available  for  immediate  angiog- 
raphy and  operation,  anticoagulants  should 
be  used  to  prevent  extension  until  opera- 
tion becomes  feasible. 
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SOCIAL  SECURITY  SAYS:  “ The  follow- 
ing table  shows  the  present  tax  rates  and 
the  scheduled  increases:  (on  $4200  wage 
base  ) 

Calendar  Self- 

year Employee  Employer  Employed 


1956 

2% 

2% 

3% 

1957-59 

2-1/4 % 

2-1/4% 

3-3/8% 

1960-64 

2-3/40 

2-3/4% 

4-1/8% 

1965-69 

3-1/4% 

3-1/4% 

■1-7/8% 

1970-74 

3-3/4% 

3-3/4% 

5-5/8% 

1975  & 

after  4-1/4% 

4-1/4% 

6-3/8% 

In  Other  Words:  A recent  announcement 
stated  that  the  Social  Security  system  is  in 
trouble.  Benefit  funds  are  melting  as  ap- 
plications pour  in  at  a rate  in  excess  of 
Federal  estimates.  HEW  Secretary  M.  H. 
Folsom  was  quick  to  say  that  expenditures 
may  exceed  income  in  1959,  but  higher 
taxes  in  1960  will  cover  the  deficit.  Check 
the  chart  above  for  proof  that  our  children 
will  be  paying  the  bills  for  our  benefits. 
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Here  are  interesting  experiences  and  thoughts  about  snakes  and  snake-bites  collected  over  the  years. 


SNAKE  BITE* 

HENRY  T.  KIRBY-SMITH,  M.D.,f  Sewanee,  Tenn. 


I shall  not  attempt  a comprehensive  re- 
view of  the  subject  of  snake  bite  but  shall 
confine  myself  to  a few  observations  on  the 
experiences  of  my  father,  Dr.  R.  M.  Kirby- 
Smith,  and  myself  during  a period  of  fifty- 
one  years  of  practice  in  Franklin  County, 
Tenn.  Since  1906  he  and  I together  have 
seen  and  treated  two  or  three  cases  of  snake 
bite  each  year,  and  we  estimate  that  dur- 
ing this  period  approximately  150  persons 
have  come  to  us  either  having  been  bitten 
by  a snake  or  strongly  convinced  that  such 
was  the  case. 

Perhaps  the  single  most  interesting  fact 
emerging  from  this  experience  of  half  a 
century  is  a negative  and  undramatic  one; 
neither  of  us  has  ever  observed,  or  even 
heard  of  a death  caused  by  the  bite  of  a 
poisonous  snake  in  Franklin  County.  This 
is  not  to  be  construed  as  a suggestion  that 
the  bite  of  a poisonous  snake  is  harmless, 
or  that  treatment  can  be  postponed  or  neg- 
lected. Certainly,  treatment  has  greatly 
reduced  the  discomfort  and  speeded  the  re- 
covery of  many  patients.  Possibly  treat- 
ment has  saved  a life.  The  inference  to  be 
drawn  from  the  fact  that  we  have  seen  no 
fatal  results  is,  rather,  that  the  poisonous 
snakes  of  this  area  are  far  less  deadly  than 
those  of  Florida,  Texas  and  Central  America 
and,  of  course,  of  vast  areas  on  other  con- 
tinents. A rattlesnake  of  Tennessee  is  only 
a poor  country  cousin  of  the  diamond-back 
of  Florida  and  Texas.  We  have  often 
speculated  about  hypothetical  circumstances 
which  might  result  in  a fatality,  given  our 
particular  snakes.  A bite  on  or  about  the 
head  by  a very  large  snake  in  a very  small 
person  could,  we  believe,  prove  fatal. 

*Read  before  the  Middle  Tennessee  Medical  As- 
sociation, November  21,  1957,  Winchester,  Tenn. 

fFrom  the  Emerald-Hodgson  Hospital,  Sewanee, 

Tenn. 


We  have  only  four  poisonous  snakes  in 
Tennessee:  the  rattlesnake,  including  the 
timber  rattlesnake  and  the  small  ground 
rattler  of  west  Tennessee,  the  copperhead, 
the  cotton-mouth  moccasin,  and  the  coral 
snake.  I have  never  seen  a coral  snake  in 
middle  Tennessee  and,  although  naturalists 
report  that  they  have  been  found  in  the 
state,  their  occurrence  must  be  very  rare. 
There  is  also  a great  question  in  my  mind 
concerning  the  cotton-mouth.  There  are 
numerous  harmless  water  snakes,  and  tra- 
ditionally any  water  snake  is  called  a moc- 
casin by  our  local  inhabitants.  In  Franklin 
County  we  have  seen  only  two  poisonous 
snakes, — the  timber  rattlesnake  and  the 
copperhead. 

It  is  not  always  easy  to  identify  a poison- 
ous snake,  especially  a copperhead,  since 
the  characteristic  markings  and  coloration 
are  similar  to  those  of  several  harmless  va- 
rieties. A dead  snake  has  usually  been  well 
beaten  about  the  head  or  decapitated.  A 
simple  rule  of  thumb  which  we  have  found 
quite  useful  is  to  examine  the  ventral  side 
of  the  snake.  It  may  be  turned  over  on  its 
back,  if  it  is  properly  held  or  if  it  is  “good 
and  dead.”  (I  say  “good  and  dead”  ad- 
visedly, because  if  a snake  is  merely  “dead,” 
not  “good  and  dead,”  he  may  yet  bite.  I 
recently  put  a “dead”  rattlesnake  in  the 
trunk  of  my  car  to  take  him  home.  When 
I looked  for  him  he  had  vanished.  In 
searching  I put  my  head  inside  the  trunk 
and  almost  into  the  head  of  the  snake 
which,  alive  and  well,  was  hanging  in  the 
cross  braces  on  the  underside  of  the  trunk 
cover.)  In  distinguishing  a poisonous  snake 
from  a harmless  one,  if  the  scales  on  the 
ventral  side  below  the  anus,  that  is  from 
the  anus  to  the  tip  of  the  tail,  have  a verti- 
cal dividing  line  in  the  middle  of  each  scale 
the  snake  is  harmless.  If  the  scales  from 
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the  anus  to  the  tail  are  smooth  and  con- 
tinuous, exactly  like  those  above  the  anus, 
the  snake  is  one  of  the  several  poisonous 
varieties  of  this  area. 

In  the  poisonous  snake  population  of  this 
area  the  timber  rattlesnakes  are  a small 
minority.  Copperheads  are  far  more  nu- 
merous. I have  seen  only  three  or  four 
rattlesnake  bites,  all  of  the  rest  (at  least 
ten  times  as  many)  have  been  bites  by  cop- 
perheads. Also,  we  have  noted  that  rattle- 
snakes usually  appear  singly,  while  the 
appearance  of  a copperhead  in  the  yard  is 
usually  the  harbinger  of  more  to  come. 
Since  1946  only  two  rattlesnakes  have  been 
killed  in  the  grounds  surrounding  my  home 
while  at  least  two  dozen  copperheads  have 
been  killed  during  the  same  period.  Twelve 
copperheads  were  destroyed  during  one 
summer,  all  very  near  the  same  spot  about 
two  hundred  feet  from  the  house.  A neigh- 
bor killed  eight  copperheads  during  one 
week  in  a cudzu  patch.  No  human  being 
was  bitten  during  either  one  of  these  two 
infestations,  but  a number  of  dogs  were 
bitten.  They  always  survived,  even  though 
several  times  small  dogs  were  bitten  on  or 
near  the  head. 

The  time  of  day  when  most  human  beings 
are  bitten  is  after  dark  and,  of  course,  dur- 
ing the  summer  months.  The  usual  sites 
of  the  bite  are  the  hand  or  lower  arm,  the 
foot  or  lower  leg.  A victim  is  often  bitten 
while  reaching,  without  adequate  light,  into 
a corn  crib,  or  a pile  of  old  kindling,  logs 
or  lumber.  Often  the  foot  or  ankle  is  bitten 
when  the  victim  is  walking  on  a narrow 
path  after  dark.  Not  infrequently  the 
scratch  of  a brier  or  an  insect’s  sting  is  mis- 
taken for  the  bite  of  a snake.  A poisonous 
snake  leaves  two  easily  recognized  fang 
marks,  or  occasionally  only  one.  A harm- 
less snake  may  bite  but,  having  no  fangs, 
will  leave  no  marks  or  only  a little  arc  of 
tooth  marks.  I know  of  no  insect  sting 
which  resembles  fang  marks.  It  is  possible 
to  judge  the  size  of  the  snake  by  the  dis- 
tance between  the  two  marks.  In  my  ex- 
perience a width  of  three-quarters  of  an 
inch  is  an  indication  that  the  snake  was 
quite  large.  This  measurement  is  a more 
accurate  criterion  for  judging  the  size  of  the 
snake,  and  therefore  the  possible  amount 
of  venom  injected,  than  an  estimate  given 


by  the  victim  or  other  witnesses.  Snakes 
grow  in  recollection  and  a snake  said  to  be 
“as  large  as  your  arm  and  four  feet  long” 
is  likely  to  be  as  large  as  your  thumb  and 
eighteen  inches  long.  We  know  this  from 
numerous  experiences  of  requesting  the  re- 
mains of  the  snake  for  examination  after 
the  first  excitement  is  over. 

No  matter  what  the  size  of  the  snake,  a 
definite  swelling  appears  at  the  site  of  the 
bite  within  thirty  minutes,  and  continues 
to  extend  up  the  extremity  during  subse- 
quent hours,  the  total  area  involved  de- 
pending on  the  size  of  the  snake  and  the 
promptness  and  effectiveness  of  treatment. 

The  bite  of  a snake  is  sometimes  the  oc- 
casion for  panic  which  produces  more  seri- 
ous results  than  the  bite  itself.  I recall 
particularly  a summer  evening  several 
years  ago.  Two  small  boys  appeared  at 
the  hospital  in  Sewanee,  wide-eyed  with 
terror.  They  were  brothers  and  one  of 
them  had  been  bitten,  late  in  the  afternoon, 
by  a copperhead  which  lay  coiled  in  a corn 
crib.  They  were  at  home  alone  on  a small 
mountain  farm  five  miles  away  from  any- 
one or  anything.  There  were  no  neighbors, 
no  automobile,  no  telephone.  But  there 
was  a mule;  he  was  not  a gentle  beast.  The 
two  little  boys  managed  to  get  aboard  and 
cling  to  his  back  while  he  covered  five  miles 
at  the  best  pace  they  could  lick  out  of  him. 
His  disposition  was  known  to  be  so  uncer- 
tain that  they  tied  him  at  the  edge  of  town 
and  finished  the  last  lap  of  the  journey  on 
foot.  They  arrived  breathless  and  expect- 
ing fatal  collapse  at  any  moment.  The 
snake  bite  was  treated,  a process  requiring 
an  hour  or  more,  and  the  victim  was  hos- 
pitalized. The  brother  was  told  that  he 
could  return  to  his  home  with  news  that 
all  was  well.  At  this  point  it  was  discov- 
ered that  the  brother,  the  unbitten  one,  was 
unable  to  walk.  Examination  disclosed  ex- 
coriations on  the  buttocks  which  were  truly 
spectacular;  he  had  ridden  on  the  rear  end 
of  the  mule.  Both  patients  were  hospital- 
ized and,  although  the  boy  who  had  been 
bitten  by  the  snake  was  discharged  the  next 
morning,  the  victim  of  the  mule  had  to 
remain  in  the  hospital  for  two  or  three  days. 

Patients  who  have  been  bitten  by  a snake 
are  usually  seen  within  from  thirty  minutes 
to  twenty-four  hours  following  the  bite. 
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Almost  invariably  an  ineffectual  tourniquet 
of  some  sort  has  been  applied  above  the 
bite,  often  contributing  to  local  edema.  I 
have  never  seen  a severe  systemic  reaction, 
such  as  shock  or  a falling  blood  pressure, 
though  there  is  usually  severe  local  pain 
requiring  the  administration  of  narcotics. 

Treatment 

Treatment  is  undertaken  immediately, 
beginning  with  the  application  of  a tourni- 
quet to  reduce  venous  and  lymphatic 
spread  of  the  poison.  Novocaine  is  injected 
at  the  site  of  the  fang  marks  and  crucial 
incisions  made  as  deep  as  possible  without 
damage  to  nerves  or  tendons.  Suction  is 
then  used  and  continued  for  at  least  thirty 
minutes,  sometimes  much  longer,  depending 
on  the  size  of  the  snake  and  the  location  of 
the  bite.  Suction  kits  are  available  but 
they  are  not  entirely  satisfactory,  being  too 
large  to  apply  to  a small  area  such  as  the 
toe  or  finger.  A suction  apparatus  can  be 
quickly  assembled  from  items  found  in 
every  hospital  or  doctor’s  office, — syringes 
of  varying  sizes,  a thick-walled  catheter  and 
a hemostat.  A syringe  is  selected  to  cover 
the  incised  area:  a 20  or  50  cc.  syringe  for 
the  arm,  back  of  hand  or  leg,  and  a 5 or 
2 cc.  syringe,  or  even  a tuberculin  syringe 
for  the  finger  or  toe.  The  large  end  of 
the  barrel  must  cover  the  fang  marks  and 
incisions.  The  catheter  is  attached  at  the 
other  end  of  the  barrel  to  a second  20  cc. 
syringe.  Suction  is  made  by  drawing  back 
on  the  second  syringe  and  is  maintained 
by  clamping  the  catheter  with  a hemostat. 
When  the  suction  is  exhausted  this  is  re- 
peated over  and  over  again.  The  end  of 
the  catheter  has,  of  course,  been  cut  off  to 
make  this  possible;  a catheter  is  used  in- 
stead of  ordinary  thin-walled  tubing  since 


the  thick  walls  of  the  catheter  will  not 
collapse  when  suction  is  applied. 

During  the  time  suction  is  being  applied 
antivenin  is  injected,  part  of  it  near  the 
site  of  the  bite  and  the  remainder  intra- 
muscularly in  some  other  part  of  the  body. 
The  usual  precautions  regarding  sensitivity 
to  horse  serum  are  followed.  The  injection 
of  antivenin  may  prevent  necrosis  at  the 
site  of  the  bite. 

I have  found  it  advisable  to  hospitalize 
patients  for  a short  time.  As  a rule  tetanus 
antitoxin  and  antibiotics  are  used  to  prevent 
tetanus  and  other  secondary  infections.  In 
my  experience  twenty-four  hours  in  the 
hospital  has  been  a safe  period  for  obser- 
vation. 

I have  found  that  comparatively  long  and 
carefully  applied  suction  is  the  more  im- 
portant phase  of  treatment  in  the  cases  of 
snake  bite  which  I have  seen.  Undoubtedly 
in  the  case  of  bites  by  larger  and  more 
deadly  snakes  the  injection  of  large  amounts 
of  antivenin  is  a necessary  and  lifesaving 
measure.  Even  for  the  bite  of  a small 
snake,  when  no  real  trouble  is  foreseen,  it 
is  reassuring  to  the  patient  and  to  his  fam- 
ily to  use  antivenin. 

We  have  used  the  polyvalent  antivenin 
for  the  bites  of  copperheads  and  rattle- 
snakes according  to  the  instructions  of  the 
manufacturer.  This  is  not  effective  in 
treating  the  bite  of  a coral  snake. 

Summary 

This  is  a report  of  fifty  years’  experience 
in  the  treatment  of  snake  bite  in  Franklin 
County.  During  this  time  there  have  been 
no  deaths  or  serious  reactions  from  the  bite 
of  the  copperhead  or  the  timber  rattlesnake. 
The  treatment  we  have  used  and  which  we 
recommend  is  that  generally  accepted  for 
snake-bite  and  used  everywhere  in  the 
United  States. 
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The  author  stresses  the  mechanisms  of  the  alterations  in  blood  pressure  in  aortic  valvular  disease, 

especially  in  aortic  insufficiency. 


OBSERVATIONS  ON  BLOOD  PRESSURE 
AND  AORTIC  VALVE  DISEASE 


L.  I.  GOLDSMITH,  M.D.,*  Memphis,  Term. 


Aortic  Insufficiency 

Among  the  causes  of  aortic  valvular  dis- 
ease, syphilis  and  rheumatic  fever  are  found 
most  often  in  any  series  of  cases.  Calcific 
disease  of  the  aortic  valve,  a common  cause 
of  aortic  stenosis,  may  also  produce  insuf- 
ficiency. Furthermore,  a musical  diastolic 
murmur  heard  along  the  left  border  of  the 
sternum  and  at  the  primary  aortic  area  may 
appear  suddenly  after  trauma  or  exertion. 
This  lesion  may  occur  spontaneously  in 
either  rheumatic  fever  or  syphilitic  valvu- 
lar disease.  The  sudden  appearance  of  such 
a murmur  may  mean  eversion  of  a cusp  or, 
in  bacterial  endocarditis,  it  may  mean  rup- 
ture of  the  aortic  valve  itself.  A rare  cause 
of  aortic  incompetency  includes  a congeni- 
tal anomaly.  It  must  be  remembered  that 
some  degree  of  aortic  regurgitation  may  be 
of  functional  origin  as  was  noted  by  Corri- 
gan1 many  years  ago.  This  may  be  due  to 
senile  weakening  of  the  aortic  valve  ring, 
with  or  without  hypertension,  and  to  hyper- 
tension per  se.  A diastolic  murmur  heard 
over  the  sternum  has  been  recorded  as  of 
venous  origin  transmitted  down  from  a 
venous  hum  in  the  neck.  Finally,  a dias- 
tolic murmur  has  also  been  encountered  in 
some  cases  of  exophthalmic  goiter.  Such 
cases  present  little  difficulty  in  diagnosis, 
since  the  diastolic  murmur  is  only  a part 
of  a continuous  murmur  heard  best  in  the 
neck. 

The  aortic  diastolic  murmur,  along  with 
the  Corrigan  or  water  hammer  pulse  and 
the  low  diastolic  blood  pressure,  are  patho- 
gnomonic of  aortic  regurgitation.  In  syph- 


*Prescnted before  the  Department  of  Medicine 
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ilitic  heart  disease  these  changes  are  very 
pronounced.  The  heart  is  almost  always 
enlarged  if  there  is  much  regurgitation. 
However,  it  may  be  added  that  slight  de- 
grees of  aortic  regurgitation  are  common, 
and  are  not  associated  with  pulse  or  blood 
pressure  changes.  The  aorta  may  or  may 
not  be  dilated.  Wiggers-  thought  that  aor- 
tic insufficiency  should  be  accompanied  by 
considerable  reflux  of  blood  into  the  left 
ventricle.  This  feeling  was  in  common  with 
that  of  many  other  clinicians  and  investi- 
gators. But  later  Wiggers  summarized  his 
views  by  showing  that  both  the  magnitude 
of  the  regurgitation  and  its  distribution 
during  successive  phases  of  diastole  are  de- 
termined by  the  size  of  the  leak.  In  the 
early  stages  of  the  disease  regurgitation 
occurs  during  the  latter  phases  of  diastole, 
whereas  in  later  stages  reflux  occurs  chiefly 
during  the  initial  period  of  relaxation  of  the 
ventricle.  It  remained  for  Lewis1  to  attest 
to  the  finding  of  earlier  workers  that  vaso- 
dilatation exists  in  aortic  insufficiency  and 
that  the  vasodilatation  and  increased  pulsa- 
tion were  independent  of  the  magnitude  of 
the  pulse  pressure. 

The  pulse  pressure  varies  normally  with 
arterial  elasticity  as  well  as  with  stroke 
volume,  and  usually  the  effects  of  regurgi- 
tation tend  to  be  minimized  in  children  and 
magnified  in  elderly  persons.  Stewart1 
proved  that  in  aortic  insufficiency  there  is 
a reflex  inhibition  of  the  vasomotor  center 
which  results  in  vasodilatation,  diminished 
peripheral  resistance,  and  consequent  fall 
in  diastolic  blood  pressure.  Before  his 
studies  it  was  generally  thought  that  the 
low  diastolic  pressure  was  due  to  the  loss 
of  blood  from  regurgitation. 

It  has  been  found  by  Gorlin  and  associ- 
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atesr'  that  the  state  of  compensation,  the 
degree  of  vasoconstriction  versus  vasodila- 
tation of  peripheral  vessels,  and  the  rate  of 
the  heart  may  affect  the  diastolic  pressure, 
so  that  it  will  be  higher  in  a decompensated 
heart,  in  one  with  a rapid  rate,  or  in  the 
individual  with  vasoconstriction  due  to  any 
cause  in  spite  of  severe  aortic  regurgitation. 
Lewis’  has  emphasized  the  fact  that  the  pa- 
tient with  aortic  insufficiency  is  warm  and 
flushed,  with  bounding  arterial,  capillary 
and  venous  pulsations  and  that  all  of  this 
is  due  to  associated  vasodilatation.  He  ex- 
cluded from  this  description  patients  with 
aortic  incompetency  in  the  late  stages  of 
congestive  heart  failure,  which  produces  a 
change  in  hemodynamics  with  some  degree 
of  vasoconstriction.  He  did  not  comment  on 
any  alteration  in  blood  pressure.  A fall  in 
systolic  pressure  in  aortic  insufficiency 
without  a fall  in  diastolic  pressure  usually 
indicates  a fall  in  total  stroke  output.  In 
instances  where  individuals  have  hyperten- 
sive cardiovascular  disease  and  aortic  insuf- 
ficiency due  to  organic  cause,  the  diastolic 
pressure  may  be  what  is  usually  expected 
for  that  particular  height  of  systolic  hyper- 
tension in  spite  of  the  incompetent  aortic 
valve.  Furthermore,  many  patients  with 
aortic  regurgitation  may  have  a variable 
diastolic  pressure  which  may  be  apparently 
normal  at  one  visit,  and  slightly  lower  at 
the  next.  This  variation  may  occur  from 
time  to  time  when  the  hemodynamics  at  the 
particular  time  vary. 

A fair  proportion  of  patients  may  have  a 
diastolic  blood  pressure  between  60  and  70 
mm.  of  mercury,  and  yet  these  patients  may 
have  a systolic  pressure  within  normal 
limits.  White11  has  contended  that  54  to  60 
mm.  of  mercury  may  be  accepted  as  the 
lower  limit  of  normal  when  the  systolic 
pressure  is  also  normally  low.  Naturally, 
this  low  reading  is  much  more  significant 
when  found  in  patients  with  arteriosclerotic 
hypertension  in  whom  the  blood  pressure 
readings  are  170/80,  170/70  or  175/65  with 
no  evidence  of  aortic  insufficiency. 

Peripheral  manifestations  of  aortic  insuf- 
ficiency are  usually  absent  in  the  milder  in- 
stances, but  are  most  marked  when  there 
is  severe  regurgitation.  In  addition  to  the 
warm  skin  and  higher  blood  flow,  the  other 
signs  consist  of  the  rapidly  rising  pulse,  the 


wide  pulse  pressure  and  the  capillary  pulse. 
They  are  due  to  the  combined  effect  of  the 
regurgitation  of  blood  through  the  aortic 
valve  into  the  left  ventricle  and  the  conse- 
quent ejection  of  a large  quantity  of  blood 
with  each  contraction  of  the  ventricle,  the 
low  diastolic  pressure,  and  the  arteriolar 
relaxation  that  is  present.  Gorlin  and 
Goodale7  proved  conclusively  in  their  series 
of  cases  how  these  peripheral  manifesta- 
tions changed  in  patients  who  developed 
failure  of  the  left  ventricle,  after  having 
had  predominant  aortic  insufficiency  for 
many  years.  In  their  cases  peripheral  cir- 
culatory phenomena  of  aortic  insufficiency 
diminished  in  all  patients  during  failure. 
This  was  due  to  vasoconstriction  which  re- 
placed chronic  vasodilatation,  but  reversal 
of  the  signs  acknowledged  the  success  of  the 
medical  therapy,  and  they  were  able  to  de- 
tect a difference  in  the  skin  temperature, 
in  the  diastolic  pressure  and  in  capillary 
pulsations  as  soon  as  compensation  of  the 
left  ventricle  was  restored. 

Sharpey-Schafer8  demonstrated  that  the 
afferent  pathway  for  peripheral  constriction 
in  heart  failure  is  unknown,  though  there 
is  some  indirect  evidence  which  suggests 
that  pressure  changes  in  the  heart  or  pul- 
monary circulation  may  be  responsible. 
The  highest  pressure  levels  in  the  venous 
system  have  been  recorded  in  episodes  of 
acute  ventricular  failure.  Howard  and 
Leathart”  took  continuous  records  of  arte- 
rial pressure  on  a tipping  table.  Normal 
subjects  showed  a decrease  in  pulse  pres- 
sure when  erect,  whereas  patients  with 
heart  failure  showed  an  increase  in  pulse 
pressure  when  erect.  This  is  presumably 
due  to  reflexes. 

Exactly  the  same  peripheral  phenomena 
as  those  seen  in  predominant  aortic  insuf- 
ficiency are  encountered  wherever  there  is 
a leak  of  blood  from  the  arterial  system,  as 
in  patent  ductus  arteriosus  or  traumatic 
arteriovenous  fistula.  Similar  signs  may  be 
seen  in  any  condition  associated  with  an 
overactive  heart,  such  as  thyrotoxicosis  or 
severe  anemia. 

Case  Reports 

Case  1.  A woman  of  84  years  has  a most  in- 
tense aortic  diastolic  murmur,  but  the  diastolic 
B.P.  has  remained  above  80  mm.  of  Hg.,  and  the 
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systolic  pressure  varies  between  160  and  180.  Ap- 
parently the  etiology  is  senile  weakening  of  the 
aortic  valve  ring.  There  has  been  evidence  of 
chronic  congestive  heart  failure  for  8 years. 
Teleoroentgenogram  reveals  the  aorta  to  be  mark- 
edly dilated  and  elongated  and  the  entire  cardiac 
silhouette  to  be  enlarged. 

Case  2.  A man  of  30  years  has  been  known  to 
have  a murmur  for  10  years.  He  has  a history 
of  antisyphilitic  therapy.  There  is  no  evidence 
of  myocardial  insufficiency,  and  the  B.P.  is 
166/102.  The  heart  size  is  normal. 

Case  3.  A man  of  38  years  has  no  history  of 
previous  disease.  At  age  37  he  was  found  to  have 
a murmur  which  later  was  noted  to  be  due  to 
aortic  incompetency.  It  was  presumably  caused 
by  rheumatic  fever,  since  there  is  a vague  past 
history  of  fever,  anorexia  and  malaise  for  which 
no  demonstrable  cause  was  found.  This  man’s 
B.P.  is  134/80,  there  is  no  cardiac  enlargement, 
but  the  aorta  is  somewhat  dilated  and  elongated. 

Case  4.  This  is  a man  of  61  years  having  an 
aortic  diastolic  murmur.  The  cause  is  possibly 
syphilis  although  this  is  not  certain.  There  is  no 
evidence  of  heart  failure;  the  B.P.  varies  between 
130/80  and  128/70.  The  aorta  is  widened,  and 
the  entire  heart  is  enlarged,  especially  the  left 
ventricle. 

Case  5.  A man  67  years  has  evidence  of  hyper- 
tension and  myocardial  failure.  His  B.P.  read- 
ings have  varied  from  198/122  to  200/100  for  5 
years.  The  aortic  diastolic  murmur  is  very  pro- 
nounced. The  aorta  is  extremely  dilated  and  the 
left  ventricle  is  moderately  enlarged. 

Case  6.  A woman  55  years  has  a loud  aortic 
diastolic  murmur  which  can  be  heard  at  the  pri- 
mary and  secondary  aortic  areas.  Over  a period 
of  6 years  her  B.P.  has  varied  as,  118/60,  134/68, 
120/54  to  170/80.  In  recent  months  it  has  been 
110/50,  130/54,  140/80  and  118/70.  The  etiology 
is  probably  spyhilis.  There  have  been  signs  and 
symptoms  of  myocardial  failure,  and  though  the 
left  ventricle  is  enlarged,  the  aorta  is  not  dilated 
or  widened  to  any  degree. 

Aortic  Stenosis 

Aortic  stenosis  is  chiefly  a disease  of  older 
patients,  being  seen  three  times  more  fre- 
quently in  patients  past  50  years  of  age  than 
in  younger  persons.  Calcification  of  the 
valve  is  an  important  feature  of  aortic  ste- 
nosis, particularly  in  older  individuals.  In 
most  instances  aortic  stenosis  develops 
slowly,  and  thus  there  may  be  compensation 
and  toleration  of  the  lesion  for  a long  time, 
though  the  ventricle  gradually  undergoes 
hypertrophy  without  much  dilatation.  As 
the  stenosis  increases  the  coronary  circula- 
tion becomes  impaired.  Thereby  anginal 
pain  and  myocardial  fibrosis  are  produced, 
and  later  myocardial  infarction  may  occur. 


The  signs  of  aortic  stenosis  include  the 
harsh  systolic  murmur  transmitted  into  the 
vessels  of  the  neck,  an  accompanying  sys- 
tolic thrill,  a reduced  intensity  of  the  aortic 
second  sound,  a narrow  pulse  pressure  and 
a small  slowly  rising  pulse.  The  low  sys- 
tolic blood  pressure  with  a normal  diastolic 
pressure  is  rather  characteristic  of  this 
lesion  when  the  typical  murmur  is  present, 
but  if  aortic  stenosis  and  insufficiency  are 
both  present  the  signs  suggestive  of  both 
lesions  are  found,  and  the  height  of  the 
blood  pressure  will  depend  on  the  predomi- 
nant lesion.  Usually,  however,  insuffi- 
ciency will  predominate  and  the  diastolic 
pressure  may  or  may  not  be  low.  In  many 
cases,  when  there  is  no  valvular  deformity 
or  when  there  is  slight  regurgitation  or 
stenosis,  there  may  be  no  evident  change  in 
the  heart  itself. 

The  sclerotic  lesion  of  the  aortic  valve 
found  as  a primary  condition  in  older  peo- 
ple is  a different  process  from  that  associ- 
ated with  rheumatic  fever.  In  Karsner  and 
Koletsky’s10  series  of  40  cases  of  calcific 
sclerosis  of  the  aortic  valve,  only  3 were 
thought  to  fit  pure  Monckeberg’s  sclerosis; 
of  the  others  18  were  clearly  rheumatic  and 
19  probably  rheumatic.  In  another  series 
of  200  cases  Karsner  and  Koletsky11  found 
definite  evidence  of  other  rheumatic  stig- 
mata in  the  heart  in  196  of  the  autopsied 
cases.  Thus,  extensive  pathologic  studies 
have  shown  that  nearly  all  cases  of  aortic 
stenosis  are  initiated  by  inflammation  due 
to  rheumatic  fever  and  that  the  calcific  or 
atherosclerotic  changes  develop  later  as  a 
secondary  process. 

When  the  whole  valve  is  involved  and  a 
stony  hard  mass  projects  into  the  aortic  lu- 
men, resulting  in  marked  aortic  stenosis, 
sclerosis  alone  is  not  to  blame,  but  it  is  due 
to  a combination  of  an  old  infectious  pro- 
cess, such  as  healed  rheumatic  fever  or 
subacute  bacterial  endocarditis,  and  super- 
imposed calcification.  It  is  this  group  which 
produces  the  most  marked  change  in  blood 
pressure.  The  signs  of  congenital  subaortic 
stenosis  are  essentially  the  same  as  those 
of  acquired  aortic  stenosis. 

When  there  are  other  valvular  lesions  in 
addition  to  those  of  the  aortic  valve,  the 
blood  pressure  may  be  affected  to  some  ex- 
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tent  although,  basically,  the  findings  as  out- 
lined above  would  be  about  the  same. 

Discussion 

Too  much  reliance  has  been  placed  on  the 
blood  pressure  readings  in  patients  who 
have  aortic  insufficiency.  The  classic  de- 
scription of  this  lesion  includes  the  low 
diastolic  blood  pressure.  However,  experi- 
mental work  and  clinical  evidence  demon- 
strate that  a rather  pronounced  diastolic 
murmur  can  exist  with  a normal  blood 
pressure  in  patients  who  have  aortic  insuf- 
ficiency with  or  without  associated  hyper- 
tensive cardiovascular  disease  and/or  myo- 
cardial failure. 

The  higher  systolic  pressure  found  in 
many  cases  of  aortic  insufficiency  is  due  to 
an  increase  in  total  stroke  output  of  the  left 
ventricle  to  compensate  for  the  reflux  of 
blood  into  this  chamber.  Ordinarily  the  low 
diastolic  pressure  with  the  arterial,  capil- 
lary and  venous  pulsations  is  due  to  vaso- 
dilatation due  to  reflex  inhibition  of  the 
vasomotor  center.  The  increased  diastolic 
blood  pressure  or  the  decreased  pulse  pres- 
sure in  patients  with  aortic  insufficiency  and 
myocardial  failure  is  due  to  vasoconstriction 
which  replaces  the  chronic  vasodilatation 
present  in  predominant  aortic  nsufficiency. 
This  change  in  hemodynamics  occurs  when 
left  ventricular  failure  begins.  The  pe- 
ripheral vasoconstriction  found  in  myo- 
cardial failure  due  to  any  cause  is  possibly 
due  to  afferent  pathways  leading  from  the 
heart  or  pulmonary  circulation,  either  or 
both  of  which  show  pressure  changes  that 
may  account  for  reflexes  to  the  vasomotor 
center. 

The  peripheral  phenomena  found  in  aortic 
insufficiency  are  encountered  whenever 
there  is  a leak  of  blood  from  the  arterial 
system,  such  as  in  patent  ductus  arteriosus 
or  traumatic  arteriovenous  fistula.  Similar 
signs  may  also  be  seen  in  any  condition 
which  causes  an  overactive  heart,  such  as 
anemia  or  thyrotoxicosis.  One  might  mis- 
interpret these  signs,  should  he  fail  to  ex- 
amine the  heart  carefully,  but,  on  the  other 
hand,  their  presence  brings  to  mind  a 
variety  of  diseases  other  than  aortic  insuf- 
ficiency. 

The  narrow  pulse  pressure  as  well  as  the 
small  slowly  rising  pulse  found  in  aortic 


stenosis  are  exactly  opposite  to  the  findings 
of  the  rapidly  rising  pulse  and  the  higher 
pulse  pressure  in  aortic  insufficiency. 

In  arteriosclerotic  hypertension  the 
higher  pulse  pressure  is  due  to  a slightly 
to  moderately  higher  systolic  blood  pres- 
sure. In  these  individuals  the  normal 
diastolic  pressure  which  is  often  found  may 
be  misleading,  unless  a careful  cardiac  ex- 
amination is  made. 

Summary  and  Conclusions 

Aortic  insufficiency  may  exist  in  many 
patients  with  no  apparent  change  in  the 
systolic  or  diastolic  blood  pressure.  There 
may  be  a low  diastolic  pressure,  with  or 
without  an  increase  in  systolic  pressure,  in 
many  individuals  who  have  sizable  leaks 
through  the  aortic  valve. 

A change  in  hemodynamics  in  patients 
with  aortic  insufficiency  and  left  ventricu- 
lar failure  will  account  for  a higher  diastolic 
blood  pressure. 

In  individuals  with  aortic  stenosis  and  in- 
sufficiency, the  predominant  lesion  will  de- 
termine the  level  of  the  blood  pressure,  al- 
though in  most  instances  aortic  insufficiency 
will  be  predominant. 

A review  of  the  etologic  factors  in  aortic 
valvular  disease  reveals  that  while  varied 
diseases  may  account  for  the  lesions, 
syphilis  and  rheumatic  fever  are  found  more 
frequently,  and  that  calcific  or  athero- 
sclerotic changes  develop  as  a secondary 
process  in  aortic  stenosis. 
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Since  Bismarck  introduced  socialized 
medicine  in  Germany  three  quarters  of  a 
century  ago,  the  threat  of  socialized  medi- 
cine through  the  extension  of  so-called  so- 
cial insurance  has  been  ever-present  in 
Western  civilization.  One  nation  after  an- 
other has  succumbed  to  the  drive  to  extend 
the  compulsory  system  of  taxation  called 
social  insurance  to  finance  a vast  program 
of  medical  and  hospital  care  for  taxpayers 
and  nontaxpayers.  The  history  of  develop- 
ments in  this  field  in  foreign  countries 
should  alert  the  medical  profession  to  the 
usual  consequence  of  federal  social  security 
program.  (Social  Security) 


March,  1958 


105 


Here  is  something  provocative  for  the  family  physician. 

VAGUE  DISORDERS  EASILY  AND 
OCCASIONALLY  OVERLOOKED 


WILLIAM  EWERS,  M.D.,  Nashville,  Tenn. 


Robert  E.  Sherwood,  in  The  Petrified  For- 
est, said  that  “Nature  is  hitting  back.  Not 
with  the  old  weapons — floods,  plagues,  holo- 
causts. We  can  neutralize  them.  She’s 
fighting  back  with  strange  instruments 
called  neuroses.  She’s  deliberately  inflict- 
ing mankind  with  the  jitters.  . . .” 

There  is  no  doubt  that  today  more  pa- 
tients are  being  actively  diagnosed  as  hav- 
ing functional  or  emotional  disorders.  The 
organicists  are  being  resoundingly  con- 
verted to  turning  more  and  more  syn- 
dromes into  the  field  of  psychiatry  and 
hence  to  psychiatric  treatment.  Popular 
magazines,  books,  movies,  radio,  television 
—all  have  championed  the  appeal  of  the 
psychologic  illness  with  a tremendous  re- 
ception by  the  lay  public  and  the  physician. 
Those  organicists  who  resisted  the  move- 
ment, rapidly  gave  up  the  fight  when 
pierced  with  Crookshank’s  caricature  of  the 
“orthodox  clinician  describing  emotional 
weeping  as  a ‘new  disease’  calling  it  parox- 
ysmal lachrymation,  and  suggesting  treat- 
ment by  belladonna  (which  dries  up  bodily 
secretions  like  saliva  and  tears),  astringent 
local  applications,  avoidance  of  sexual  ex- 
cess, tea,  tobacco,  alcohol,  and  a salt-free 
diet  with  restriction  of  fluid  intake;  pro- 
ceeding, in  the  event  of  failure  to  early  re- 
moval of  the  tear  glands.”  The  point  was 
made — functional  illnesses  can  masquerade 
as  organic  infirmities. 

Having  crossed  the  Rubicon,  even  to  the 
point  of  admitting  that  perhaps  50  per  cent 
of  all  the  patients  seen  in  his  office  were 
people  with  varying  degrees  and  manifes- 
tations of  emotional  discord,  the  busy  phy- 
sician was  left  with  very  little  to  do  other 
than  offering  a mild  sedative  and  an  en- 
couraging pat  on  the  back.  However, 


recently  the  picture  has  changed  and 
new  weapons  have  been  added  to  the  arma- 
mentarium of  the  practitioneer  who  must 
also  attack  functional  disorders.  The  ever- 
increasing  number  of  favorable  experiences 
and  reports  on  the  tranquilizers  are  prov- 
ing to  be  astonishingly  effective  as  part  of 
the  therapeutic  program  for  functional  ill- 
nesses. The  amphetamines  and  barbitur- 
ates remain  as  excellent  adjunct  therapy. 
The  physician  equipped  with  these  drugs, 
incorporating  some  knowledge  of  modern 
psychiatric  therapeutic  principles,  and  with 
maybe  a chapter  or  two  of  Norman  Vincent 
Peale’s  Power  of  Positive  Thinking  can  at 
last  strike  back  with  some  force  at  “Nature” 
who  is,  as  Sherwood  suggested,  “fighting 
with  strange  instruments  called  neuroses.” 
Today  the  patient  who  enters  the  office  with 
a chief  complaint  changing  from  day  to 
day,  with  ever-present  fatigue,  with  vague 
gastrointestinal  and  circulatory  symptoms, 
and  who  admittedly  states  that  he  or  she 
has  to  be  “almost  dead”  before  there  is  any 
fever — today  that  patient  can  be  treated 
with  some  success. 

But  wait — what  does  this  patient  have. 
There  is  undoubtedly  an  abundance  of 
symptoms,  and  on  complete  and  thorough 
examination  nothing  abnormal  is  found, 
and  routine  blood  and  urine  studies  add 
nothing.  The  obvious  diagnostic  conclusion 
might  be  neurasthenia,  hut — this  may  be 
the  phase  of  medicine  that  taxes  the  re- 
sources and  ingenuity  of  the  most  experi- 
enced physician — this  may  be  enigmatic 
medicine  at  its  toughest.  There  are  a sur- 
prisingly large  number  of  organic  diseases 
or  disorders  that  may  masquerade  as  func- 
tional— purely  functional — problems.  Per- 
haps in  the  case  of  completely  untreatable 
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conditions  it  makes  small  difference 
whether  or  not  the  elusive  underlying  or- 
ganic disorder  is  brought  to  light.  How- 
ever, there  are  some  in  which  specific  and 
definitive  treatment  can  provide  a cure  or 
near  cure.  It  is  our  obligation  to  ferret  out 
these  disorders  from  hiding  under  a bizarre 
picture  of  symptoms  strongly  suggesting  an 
emotional  or  psychoneurotic  problem. 

In  my  experience  the  treatable  organic 
disorders  which  may  simulate  pure  func- 
tional illness  to  the  point  of  occasionally 
tripping  even  the  alert  physician  include 
the  following. 

Chronic  adrenal  insufficiency  (Goldzir- 
her’s  benign  hvpoadrenia)  is  a difficult 
diagnosis  in  the  absence  of  pigmentation, 
for  the  picture  may  exactly  simulate  neu- 
rasthenia. Witness  the  farmer  who  felt  fine 
during  the  winter  when  his  work  was  at  a 
low  ebb,  but  who  was  just  too  tired  to  work 
during  the  summer  when  he  had  to  put  out 
real  effort.  Was  this  man  just  asthenic  or 
lazy?  On  careful  study  it  was  found  that 
he  had  chronic  adrenal  insufficiency.  Dur- 
ing the  summer  months  with  its  incident 
heat  this  patient  would  lose  enough  sodium 
by  sweating  that  his  chronic  adrenal  insuf- 
ficiency was  symptomatic.  During  winter 
months  when  there  was  no  appreciable  salt 
loss  by  sweating  he  felt  quite  well.  It  is 
easy  to  imagine  the  patient’s  response  to 
treatment.  He  might  have  been  passed  off 
as  a neurotic. 

The  symptoms  of  weight  loss,  progressive 
asthenia,  hypotension  and  increasing  pig- 
mentation are  classically  those  of  chronic 
adrenal  cortical  insufficiency,  and  one  might 
well  borrow  from  Hippocrates’  Aphorisms, 
“Spontaneous  fatigue  betokens  disease,”  to 
emphasize  this.  For  rapid  screening  pur- 
poses George  W.  Thorn  “drops  a pearl,” 
saying  he  has  “never  encountered  a heart 
larger  than  predicted  as  normal  for  the 
height  and  weight  of  the  patient  in  chronic 
adrenal  cortical  insufficiency.”  Given  this, 
one  can  quickly  do  a fluoroscopy  or  obtain 
an  X-ray  film  of  the  chest  and  thus  possibly 
exclude  adrenal  insufficiency.  However, 
another  quick  check  within  the  reach  of  all 
practitioners  having  a microscope  is  a di- 
rect eosinophile  count, — a high  or  normal 
count  does  not  establish  the  disorder,  but 
a low  or  zero  count  just  about  excludes  it. 


If  further  studies  are  needed  the  urinary 
17-Ketosteroid  determination  can  be  ob- 
tained,— a low  output  being  strongly  sug- 
gestive of  this  diagnosis. 

Another  condition  which  may  appear  in 
the  office  and  try  to  sell  itself  as  a “nervous” 
disorder  is  hyperparathyroidism.  In  this 
state  the  patient  may  complain  of  muscular 
weakness,  hypotonia,  lack  of  appetite,  nau- 
sea, constipation,  lack  of  energy,  vague 
aches  and  pains,  and  possibly  some  poly- 
dipsia and  polyuria.  On  examination,  un- 
less careful  palpation  of  the  neck  reveals  an 
adenoma,  this  disorder  can  easily  be  classi- 
fied as  functional,  especially  since  many  of 
these  patients  give  the  aura  of  instability. 
The  routine  blood  count  and  urine  studies 
commonly  are  normal.  Given  a patient 
with  this  group  of  symptoms,  more  or  less, 
and  especially  with  the  complaint  of  poly- 
dipsia and  polyuria  and  a negative  urinaly- 
sis, the  physician  oriented  to  excluding 
potential  organic  disorders  could  do  a quick 
test  for  urinary  calcium  (Sulkowitch  test). 
This  would  give  him  a rough  idea  of  the 
serum  calcium  quantitatively  and  hence 
strong  evidence  for  the  diagnosis  of,  or  ex- 
clusion of  the  diagnosis  of  hyperparathy- 
roidism. Most  frequently  this  is  due  to  a 
parathyroid  adenoma  which  can  be  treated 
completely  by  surgical  excision.  Needless 
to  say  a patient  with  nephrocalcinosis  de- 
serves to  have  hyperparathyroidism  ex- 
cluded. 

Another  malady  which  may  disturb  the 
busy  practitioner’s  “aequanimitas”  is  that 
of  the  pheochromocytoma.  The  symptoms 
of  this  disorder  are  best  understood  when 
its  etiologic  effects  are  considered,  i.e. — ex- 
cessive secretion  of  epinephrine.  When  the 
“high-strung”  secretary  comes  into  your 
office  complaining  that  when  her  boss  is 
stern  with  her  she  develops  palpitation  of 
the  heart,  headache,  nausea,  pallor,  tremu- 
lousness, dizziness  and  gets  so  weak  she  has 
to  lie  down, — how  easily  could  this  be 
passed  off  as  simple  “nervous  reaction  in  a 
tense  secretary.”  Especially  so  if,  when  you 
examine  the  patient,  the  attack  has  sub- 
sided and  the  blood  pressure  and  pulse  rate 
have  returned  to  normal  and  the  other 
physical  findings  are  completely  normal. 
There  are  many  people  with  the  same  com- 
plaints who  respond  quite  well  to  mild  sed- 
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Dr.  Percy  E.  Hopkins,  Chicago,  chairman  of  the  AMA's  prepayment  medical  and  hospital  service 
committee;  Col.  Earl  Lowry,  assistant  executive  director,  Dependents  Medical  Care,  Dept,  of  De- 
fense; Loye  W.  Miller,  editor  of  the  "Knoxville  News-Sentinel";  Leo  E.  Brown,  Chicago,  Director  of 
public  relations,  AMA,  were  among  the  speakers  for  the  State  and  County  Medical  Society  Officers 
Conference,  conducted  by  TSMA. 


State  and  County 
Society  Officers 
Conference  Well 
Received 


Press  Award  Made  to 
Memphis  Writer 


• The  Second  Conference  of  State  and  County  Medical  Society 
Officers,  sponsored  by  the  TSMA,  was  well-received  by  109 
state  and  county  officers  attending  in  Nashville  on  February 
23.  Dr.  J.  Paul  Baird,  TSMA  president,  presided  at  the  con- 
ference and  termed  it  "an  outstanding  success."  Speakers 
included  Dr.  Thomas  H.  Alphin,  Washington,  Director  of  the 
Washington  Office  of  AMA.  Dr.  Alphin  gave  a very  enlighten- 
ing report  on  the  political  situation  nationally  affecting 
medicine. 

Dr.  Thomas  F.  Frist,  Nashville,  reported  upon  the  func- 
tioning of  a county  society  grievance  committee.  Mr.  Dan  E. 
McGugin,  Jr.,  an  attorney,  pointed  out  the  legal  pitfalls  of 
medicine  and  warned  doctors  on  some  of  the  more  common  prob- 
lems confronted.  Mr.  Leo  E.  Brown,  Chicago,  Public  Rela- 
tions Director  of  the  American  Medical  Association  presented 
a most  interesting  talk  in  the  field  of  medical  public  rela- 
tions. 

O Mr.  Loye  W.  Miller,  Editor  of  the  Knoxville  News  Senti- 
nel , spoke  on  the  subject  of  relationships  of  county  medical 
societies  with  the  press.  In  addition,  he  made  the  annual 
TSMA  press  award  to  the  outstanding  medical  science  writing 
for  the  year,  as  judged  by  a special  committee.  The  award 
went  to  Mr.  Roy  B.  Hamilton,  science  writer  for  the  Memphis 


Annual  Meeting 
Plans  Completed 


President’s  Banquet 


Guest  Speaker,  a 
Widely  Known 
Lecturer 


Press  Scimitar.  A $300  check  and  an  engraved  plaque  was 
presented  to  Mr.  Hamilton. 

Dr.  Percy  E.  Hopkins,  Chicago,  reviewed  the  health  insur- 
ance plans  in  effect  in  the  nation.  The  conference  was  con- 
cluded by  an  address  from  Colonel  Earl  C.  Lowry  of  the  De- 
partment of  Defense,  explaining  the  operation  of  the  Medi- 
care program.  Many  of  those  attending  expressed  their  sat- 
isfaction as  to  the  merits  of  the  program  presented  and 
stated  favorable  comments  on  the  remarks  of  the  speakers. 

• In  this  issue  of  the  JOURNAL,  there  appears  the  complete 
program  of  the  123rd  Annual  Meeting.  Important  sessions  of 
the  House  of  Delegates,  interesting  scientific  presentations 
and  outstanding  programs  of  some  fourteen  specialty  so- 
cieties will  be  presented.  In  addition,  copies  of  the  pro- 
gram will  be  mailed  to  every  member  of  TSMA.  Make  your 
plans  now  to  attend  the  annual  meeting  in  Gatlinburg,  April 
20-23,  1958. 

• The  President's  Banquet  will  be  conducted  on  Monday  eve- 
ning, April  21,  at  the  Riverside  Hotel  in  Gatlinburg.  The 
Knoxville  Academy  of  Medicine  is  hosting  a social  hour  prior 
to  the  dinner,  as  well  as  a dance  following  the  banquet 
which  will  conclude  at  approximately  9:30  p.m. 

• Dr.  Kenneth  McFarland,  educational  consultant  for  the 
American  Trucking  Association,  Inc.,  will  be  the  president's 
guest  speaker.  He  is  from  Topeka,  Kansas.  His  subject  will 
be  "Ropes  of  Gold."  Dr.  McFarland  is  a highly  sought 
speaker  and  he  has  been  made  available  to  the  TSMA  through 
the  American  Trucking  Association,  Inc.,  for  which  he  serves 
as  educational  consultant. 


Income  Tax  Guide 
Available  for 
Physicians 


• The  Law  Department  of  the  American  Medical  Association 
now  offers  a very  helpful  tool  for  doctors  which  will 
greatly  assist  in  tax  problems.  Just  off  the  press  is  "The 
Federal  Income  Tax  Guide  for  Physicians"  compiled  from  In- 
ternal Revenue  rulings  and  court  decisions,  which  will  help 
answer  perplexing  professional  tax  problems.  The  document 
is  free  to  AMA  members  who  will  write  to  Mr.  C.  Joseph  Stet- 
ler.  Director  of  the  Law  Department,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago  10,  Illinois. 
The  Law  Department  staff  has  only  one  word  of  advice — Do  not 
consider  this  booklet  as  a substitute  for  the  services  of  a 
personal  tax  advisor. 


County  Medical 
Society  Survey  Reveals 
Interesting  Data 


• The  1957  Nationwide  survey  of  county  medical  society  ac- 
tivities, conducted  by  the  AMA,  shows  that  in  societies  with 
300  or  more  members,  topics  which  draw  the  best  attendance 
are:  1.  well-known  ("prestige")  speakers;  2.  dinners  or  in- 
formal get-to-gether  programs  ; 3.  surgical  or  medical 
topics.  Topics  which  draw  least  are:  1.  highly  specialised; 
2.  medical  society  business  ; 3.  films. 

Replies  to  the  questionnaires  sent  to  county  medical  so- 
cieties concerning  their  activities  and  programs  have  been 
tabulated  and  published  in  booklet  form  by  the  AMA's  Council 
on  Medical  Service.  The  booklet,  "1957  Nationwide  Survey  on 
County  Medical  Society  Activities,"  contains  information  on 
types  of  county  medical  society  programs  of  interest  to  all 
size  societies. 


A pamphlet  entitled  "Which  Way?"  pertaining  to  physicians 
and  social  security,  has  been  mailed  by  AMA  to  all  physician 
members.  Read  it.  Save  it  for  reference. 
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• Tennessee  doctors  can  submit  statements  and  collect  fees 
from  welfare  patients  hospitalized  under  the  Welfare  Hos- 
pitalization Program.  So  states  an  opinion  from  the  Attor- 
ney General  for  the  State  of  Tennessee. 

A large  number  of  inquiries  were  received  in  the  TSMA  of- 
fice from  doctors  throughout  the  state  relative  to  this 
question  after  the  Tennessee  Department  of  Welfare  notified 
its  recipients  that  they  were  eligible  for  hospitalization 
under  the  terms  of  the  Indigent  Hospital  Program.  The  state 
law  specifically  stated  that  under  the  provisions  of  the 
original  Indigent  Hospital  Program,  which  became  operative 
in  1953,  that  the  attending  physicians  would  make  no  charge 
in  connection  with  filing  the  application  form  during  the 
patient's  period  of  hospitalization.  Such  patients  were 
hospitalized  only  after  a local  screening  committee,  com- 
posed of  a member  of  the  county  court,  a taxpayer,  and  a 
physician,  had  determined  first  that  the  patient  was  medi- 
cally indigent,  and  secondly  that  his  condition  would  be 
helped  by  hospitalisation. 

• An  opinion  by  the  TSMA  legal  counsel  held  that  all  wel- 
fare recipients  are  automatically  considered  indigent  for 
purposes  of  eligibility  for  hospitalization.  The  Attorney 
General  subsequently  held  that  the  attending  physician  can 
legally  submit  a bill  and  receive  payment. 

Doctors  will  be  expected  not  to  bill  patients  declared 
medically  indigent  by  local  screening  committees  and  hos- 
pitalised under  the  provisions  of  the  original  Indigent  Hos- 
pital Program. 

• Six  Tennessee  cities  will  have  poison  control  centers, 
with  a master  center  in  Nashville,  under  a program  adopted 
by  the  TSMA  Public  Service  Committee.  Poison  centers  are 
already  established  in  Memphis  and  Knoxville.  The  program 
calls  for  the  establishment  of  similar  centers  in  Jackson, 
Chattanooga,  and  Johnson  City.  Information  and  reports 
would  be  channeled  to  the  master  center  in  Nashville. 

• The  plan  calls  for  the  appointment  of  a local  committee 
in  each  of  the  cities  in  which  a center  is  to  be  estab- 
lished. The  committee  would  be  made  up  of  a member  of  the 
Tennessee  Society  of  Pediatrics,  a member  of  the  Tennessee 
Academy  of  General  Practice,  and  a third  doctor,  represent- 
ing TSMA.  This  committee  would  study  the  local  situation 
and  implement  the  establishment  of  a poison  center. 

• A liaison  committee  from  the  Public  Service  Committee  is 
to  be  appointed  to  work  with  similar  committees  from  state- 
wide nursing  groups.  This  liaison  group  would  investigate 
the  factors  responsible  for  the  nursing  shortage  in  Tennes- 
see and  make  recommendations. 

The  Public  Service  Committee  also  went  on  record  as  ap- 


Committee  Adopts 
Long-Range  Program 
On  Driver  Fitness 


Brown,  Miller 
Stress  Importance 
Of  Public  Relations 


Roy  Hamilton  Wins 
1957  Press  Award 


Judges  Appointed 
For  Health  Contest 


Chattanooga  PR 
Course  Enrolls  168 


proving  funds  being  provided  to  assist  nurses  in  qualifying 
in  the  field  of  nursing  education. 

• An  exploratory  study  of  a long-range  program  to  determine 
the  degree  of  driver  failure  in  traffic  accidents,  and  the 
development  of  a program  to  deal  with  the  problem,  has  been 
approved  by  the  Public  Service  Committee.  Basis  for  the 
plan  is  a series  of  suggestions  drafted  by  Dr.  Bland  Cannon, 
past  chairman  of  the  Memphis-Shelby  County  Public  Service 
Committee.  Immediate  steps  call  for  the  TSMA  Public  Service 
Committee  to  coordinate  with  the  Tennessee  Safety  Department 
and  other  groups  interested  in  promoting  traffic  safety. 

0 

• Mr.  Leo  Brown,  Public  Relations  Director  of  A.M.A.,  and 
Mr.  Loye  Miller,  Editor,  The  Knoxville  News-Sentinel,  high- 
lighted the  importance  of  good  medical  public  relations  at 
the  TSMA  State  and  County  Officers  Conference  in  Nashville 
February  23. 

Mr.  Brown  stressed  the  importance  of  communications  ; the 
effective  exchange  of  ideas  and  information  between  the  med- 
ical profession  and  the  public  on  the  local,  state, and  na- 
tional levels.  He  pointed  out  that  it  was  not  enough  for 
the  medical  profession  to  do  a good  job;  it  must  establish 
and  maintain  channels  of  communication  whereby  it  can  tell 
its  story  to  the  public.  And  at  the  same  time,  said  Mr. 
Brown,  the  profession  must  be  in  a position  to  obtain  and 
accept  information  from  the  public. 

• Mr. Miller  spoke  on  the  necessity  for  maintaining  good  re- 
lations between  the  medical  profession  and  the  news  media. 

He  referred  to  the  Tennessee  Guide  for  Cooperation  (Press 
Code)  as  an  instrument  which  could  well  be  used  to  create  an 
initial  spirit  of  cooperation  between  the  profession  and  the 
press.  Mr.  Miller  climaxed  his  talk  by  presenting  a check 
for  $300  and  a plaque  to  Mr.  Roy  B.  Hamilton,  medical 
science  writer  for  the  Memphis  Press-Scimitar,  who  was  se- 
lected winner  of  the  1957  Medical  Press  Award. 

• A committee  of  three  judges  has  been  appointed  to  select 
the  winners  of  the  Fifth  Annual  TSMA  Health  Project  Contest, 
according  to  Mrs.  Laurence  Grossman,  State  Health  Project 
Contest  Chairman  for  the  Woman's  Auxiliary.  They  are:  Dr. 
Robert  Quinn,  head  of  the  Vanderbilt  University  School  of 
Medicine's  Department  of  Preventive  Medicine;  Dr.  R.  H. 
Hutcheson,  Tennessee  Commissioner  of  Public  Health;  and  Mr. 
F.  C.  Sowell,  Vice-President  and  General  Manager  of  WLAC 
Radio,  Nashville. 

The  first  place  winner  will  receive  a $500  bond  from 
TSMA.  A check  for  $100  will  be  given  the  second-place  win- 
ner by  the  Woman's  Auxiliary,  and  the  third  place  winner 
will  be  presented  with  a certificate. 

• One  hundred  sixty-eight  doctors'  secretaries  and  as- 
sistants enrolled  in  a public  relations  and  office  procedure 
course  recently  completed  in  Chattanooga.  The  three-meeting 
course  was  sponsored  jointly  by  the  Chattanooga  and  Hamilton 
County  Medical  Society  and  the  TSMA  Public  Service  Office. 
Dr.  David  P.  McCallie,  chairman  of  the  Chattanooga  Society 
Public  Service  Committee,  was  master  of  ceremonies  at  the 
banquet  which  climaxed  the  course,  and  Dr.  Moore  J.  Smith, 
Jr.,  President  of  the  society,  presented  the  certificates  to 
the  medical  assistants  who  successfully  completed  the 
course. 
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atives.  These  symptoms,  however,  may  be 
those  of  a pheochromocytoma,  especially  if 
a history  of  such  recurrent  episodes  can  be 
obtained.  Occasionally  there  may  be  as- 
sociated angina,  dyspnea,  and  obvious 
agitation  progressing  to  prostration.  Oc- 
casionally there  is  only  a headache.  Check- 
ing the  blood  pressure  during  an  attack 
provides  the  diagnosis.  If  one  sees  the  pa- 
tient later  the  Roth-Kvale  and/or  Regitine 
tests  might  give  a clue.  Occasionally  tran- 
sient glycosuria  follows  an  attack.  Need- 
less to  say  any  intermittent  hypertension 
deserves  investigation  to  exclude  excessive 
chromaffin  activity.  Once  a diagnosis  is 
established,  definitive  surgery  will  provide 
the  cure. 

Still  another  situation  may  be  found  in 
patients  appearing  to  have  no  organic  dis- 
ease. Occasionally  patients  may  present 
themselves  with  complaints  of  loss  of  initia- 
tive, episodes  of  trembling,  sweating,  weak- 
ness, apprehension  and  frequently  associ- 
ated with  negativism  and  peculiar  behavior 
patterns.  Symptoms  may  occur  insidiously 
at  varying  times  during  the  day  and  night, 
or  episodically.  In  such  cases  spontaneous 
hypoglycemia  must  not  be  overlooked.  To 
establish  a diagnosis  of  spontaneous  hypo- 
glycemia, that  is  hypoglycemia  without 
exogenous  insulin,  it  is  essential  to  demon- 
strate a depression  of  the  blood  sugar  level. 
A blood  sugar  taken  at  onset  of  the  attack 
should  be  diagnostic;  a fasting  blood  sugar 
alone  may  offer  strong  evidence.  The 
prompt  alleviation  of  symptoms  by  the  ad- 
ministration of  glucose  argues  strongly  for 
the  diagnosis.  The  spacing  of  attacks  sev- 
eral hours  following  a meal  high  in  carbo- 
hydrate is  also  strongly  supportive.  Once 
hypoglycemia  as  a cause  is  established,  it 
becomes  imperative  to  determine  whether 
it  is  primary,  as  in  islet  cell  tumors,  or  is 
secondary  to  a condition  like  Addison’s  dis- 
ease. Here  a clue  is  that  patients  with  spon- 
taneous hypoglycemia  usually  gain  weight 
whereas  there  is  usually  weight  loss  with 
chronic  adrenal  cortical  insufficiency.  At 
Presbyterian  Hospital  (New  York),  Whip- 
ple found  27  islet  cell  tumors  in  32  patients 
explored  on  a basis  of  unequivocal  severe 
hypoglycemia. 

Still  another  condition  to  be  considered 
is  chronic  pancreatitis.  Most  patients  with 
this  disorder  exhibit  emotional  lability, 


multitudinous  complaints,  and  especially 
vague  abdominal  symptoms.  The  physical 
examination  and  routine  laboratory  studies 
usually  are  not  remarkable.  The  history 
may  be  long  and  tedious  because  of  many 
hospitalizations.  The  classical  case  is  not 
difficult  to  recognize,  but  before  the  syn- 
drome has  unfolded  itself  these  patients 
may  be  highly  perplexing.  A slight  in- 
crease of  fat  or  the  presence  of  a few  un- 
digested meat  fibers  in  the  stools,  and 
possibly,  if  luck  is  with  one,  a little  calcifi- 
cation of  the  pancreas  as  seen  on  the  X-ray 
film  may  be  the  only  tell-tale  clues.  Treat- 
ment with  pancreatic  extract  or  granules 
at  times  may  be  helpful  to  varying  degrees. 

Periarteritis  nodosa  and  related  collagen 
diseases  may  occasionally  mimic  purely 
functional  disorders  by  virtue  of  widespread 
varying,  and  nonspecific  symptoms.  These 
disorders  affect  medium  sized  and  small 
arteries  in  such  a manner  that  superficially 
the  symptoms  appear  so  unrelated  that  no 
standard  description  will  fit  them.  Simi- 
larly, they  may  be  associated  with  certain 
“nervous”  or  “emotional”  disorders  charac- 
terized by  varied  psychosomatic  complaints. 
However,  a careful  search  of  the  urine  of 
a patient  with  periarteritis  or  lupus  fre- 
quently reveals  red  cells,  and  this  coupled 
with  an  elevated  erythrocyte  sedimentation 
rate  gives  a strong  clue  pointing  away  from 
functional  illness  alone. 

Isolated  mitral  insufficiency,  multiple 
sclerosis,  tuberculosis,  brucellosis,  myas- 
thenia gravis,  and  especially  masked  hyper- 
thyroidism with  its  myopathy,  must  also 
occasionally  be  considered  when  dealing 
with  what  at  first  glance  would  seem  to  be 
purely  a functional  or  “nervous”  disorder. 
And,  of  course,  there  are  others  that  may 
serve  to  keep  the  game  always  exciting. 

In  summary,  the  busy  practitioner  with 
little  time  for  the  “multiple  complainer,” 
with  less  in  the  way  of  available  exotic 
laboratory  facilities,  but  with  the  greatest 
responsibility  daily  must  differentiate  the 
organic  from  the  functional.  In  the  main  he 
must  rely  on  his  clinical  judgment.  But 
alert  to  the  possibilities  of  the  “tricky”  or- 
ganic subversives,  and  armed  with  simple 
laboratory  tests,  he  can  successfully  diag- 
nose and  satisfactorily  treat  many  of  these 
previously  undiagnosed  and  unfortunate 
people. 
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Vanderbilt  University  Hospital* 

Tumor  Meningitis  and  Sulfonilamide  Urem'a 

This  74  year  old  white  housewife  was  trans- 
ferred to  Vanderbilt  University  Hospital  from 
another  hospital  where  she  had  been  confined  for 
about  2 weeks.  Since  the  patient  was  unconscious 
the  history  had  to  be  obtained  from  the  patient’s 
family  and  her  physician. 

Apparently  she  had  been  well  until  3 months 
before  admission  when  she  developed  malaise, 
hoarseness,  sore  throat  and  then  a “rattling  in  her 
chest.”  She  was  treated  with  penicillin  without 
improvement.  About  3 to  4 weeks  before  admis- 
sion she  was  noted  to  be  drowsy,  somnolent  and 
lethargic.  Urinary  incontinence  developed  with- 
out any  dysuria  or  other  urinary  symptoms.  Fever 
to  102  soon  occurred  which  was  associated  with 
pain  in  her  lower  back  which  the  family  could  not 
describe  further.  About  2 weeks  before  admission 
she  was  noted  to  have  “weakness  on  talking  and 
swallowing,”  and  she  became  irrational,  dis- 
oriented and  inattentive. 

She  was  taken  to  her  local  hospital  where  the 
spinal  fluid  was  found  to  have  250  mg'.  % of 
protein  and  102  WBC  per  cu.  mm.  which  were 
“mostly  polys.”  She  was  started  on  chlorotetra- 
cyc'.ine  1 Gm.  daily.  Gram  stain  of  the  spinal 
fluid  showed  gram  negative  diplococci  and  therapy 
with  penicillin  and  sulfadiazine  was  begun.  The 
dosage  of  penicillin  was  2 million  units  I.M.  daily 
and  of  sulfadiazine  was  10  Gm.  I.V.  and  4 Gm. 
orally  per  day.  Culture  of  the  spinal  fluid  was 
later  reported  to  have  grown  meningococci. 

After  4 days  of  therapy  the  patient  seemed 
much  improved  and  treatment  was  discontinued 
save  for  the  chlorotetracycline.  On  the  4th  hos- 
pital day  she  developed  “pulmonary  edema”  and 
was  digitalized.  She  again  became  febrile;  dis- 
orientation returned  and  continued  until  2 days 
before  admission  when  she  became  unconscious. 
Mild  cough  had  been  present  for  2 days  before  she 
became  unconscious  and  continued  to  the  time  of 
her  admission  to  Vanderbilt  University  Hospital. 
No  rash  had  ever  been  noted. 

The  family  denied  previous  hypertension,  pul- 
monary, cardiac  and  central  nervous  system  symp- 
toms. The  family  history  was  negative  for  tuberu- 
losis,  hypertension,  malignancy,  diabetes  and  dis- 
eases of  the  central  nervous  system. 

Examination.  B.P.  105/65;  T.  105  ; P.  120;  R. 
60.  She  was  an  emaciated  woman  who  appeared 
both  acutely  and  chronically  ill  She  was  hyper- 
pncic,  comatose  and  moved  only  the  left  side  of 
her  body.  The  skin  was  hot,  dry  and  showed 
purplish  discoloration  over  the  lower  extremities; 

'"From  the  Departments  of  Pathology  and  Med- 
icine, Vanderbilt  University  School  of  Medicine, 
Nashville,  Tenn. 


there  was  marked  ecchymosis  sites  of  previous 
venipunctures.  Nodes  were  negative.  Head,  eyes, 
nose  and  throat  were  negative,  save  for  small 
equal  pupils  which  reacted  poorly  to  light,  and 
slight  narrowing  of  the  retinal  arterioles,  the  discs 
were  normal.  The  tympanic  membranes  were 
normal.  The  neck  showed  marked  nuchal  rigidity. 
The  thyroid  was  slightly  enlarged  and  was  nodu- 
lar. Inspiratory  and  expiratory  rhonchi  were 
present  throughout  all  the  lung  fields;  a normal 
percussion  note  was  found.  The  heart  was  slightly 
enlarged.  Ronchi  made  examination  of  heart  dif- 
ficult but  no  abnormality  was  recognized.  The 
liver  was  barely  felt;  no  masses  or  other  organs 
were  palpable.  Pelvic  examination  was  not  re- 
markable. No  Babinski  sign  was  present;  all  deep 
tendon  reflexes  were  depressed  especially  in  the 
lower  extremities.  She  would  not  move  the  right 
side  of  her  body  even  following  painful  stimula- 
tion. 

Laboratory  Studies.  The  blood  showed:  Hgb. 
14.7  Gm.;  P.C.V.  44.3;  sed.  rate  0;  WBC  19,250; 
sugar  212  and  N.P.N.  198  mg.  %.  Lumbar  punc- 
ture: opening  pressure  was  60  mm.  water,  closing 
0 mm.;  fluid  was  clear,  yellowish  color;  cell  count 
22  WBC  per  cu.  mm.;  protein  83  mg.  %;  Wasser- 
mann,  negative.  Cultures:  throat — Neisseria  and 
light  growth  of  B-streptococcus;  blood,  no  growth; 
spinal  fluid,  no  growth.  Stool:  two  were  guaiac 
positive;  no  ova  or  parasites  seen.  Admission 
urine  was  not  recorded  in  the  chart. 

Course:  Immediately  after  the  initial  examina- 
tion a lumbar  puncture  was  done.  Cultures  were 
obtained  of  the  spinal  fluid,  blood,  throat.  During 
her  hospital  stay  she  became  more  unresponsive, 
developed  shallow  breathing  and  2 hours  after  ad- 
mission respirations  and  cardiac  action  ceased. 

DR.  ELLIOT  V.  NEWMAN:  In  reviewing 
the  history,  one  is  struck  by  the  discrepancy 
between  the  historical  findings  which  one 
would  not  expect  from  an  infection  with  a 
meningococcus  and  the  fact  that  the  spinal 
fluid  was  said  to  contain  meningococci  in 
this  patient.  In  the  history,  we  have  rather 
definite  evidence  of  a slowly  progressive, 
rather  insidious  onset  of  disease  with  many 
manifestations  but  mainly  related  to  the 
central  nervous  system.  The  malaise,  som- 
nolence, lethargy,  urinary  incontinence, 
weakness  on  talking  and  swallowing,  and 
finally  the  disorientation  are  symptoms 
which  one  expects  from  intracranial  lesions, 
but  would  hardly  expect  from  infection  of 
the  meninges  with  the  meningococcus. 
That  there  was  an  intracranial  lesion  can 
hardly  be  doubted  if  one  accepts  the  lumbar 
puncture  findings  of  250  mg.  % protein  and 
102  white  cells. 

However,  the  physicians  caring  for  this 
patient  must  have  thought  that  her  dif- 
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ficulty  was  due  to  infection  and  started  her 
on  antibiotics,  and  particularly  on  large 
doses  of  sulfadiazine,  which  is,  of  course, 
most  specific  for  meningococcus. 

At  this  point,  we  might  pause  to  discuss 
what  possible  confusion  there  might  be  in 
the  diagnosis  of  a bacterial  infection  by  a 
gram-negative  diplococcus.  Sometimes  an 
infection  with  a pneumococcus,  which  can 
be  chronic,  will  show  gram-negative 
diplococci  after  the  pneumococci  have  died 
or  after  they  have  been  treated  with  anti- 
biotics or  sulfonamides.  Thus,  it  is  possible 
on  stained  smear  that  these  organisms  were 
pneumococci.  However,  it  would  be  dif- 
ficult for  an  expert  laboratory  worker  in  the 
field  of  microbiology  to  confuse  men- 
ingococci with  pneumococci  on  a culture 
plate.  Another  possibility,  I suppose,  is 
that  it  was  not  a gram-negative  diplococcus, 
but  a coccobacillus  such  as  influenza  which 
might  have  been  mainly  in  the  diplococcal 
form.  Thirdly,  and  finally,  of  course  it  is 
always  possible  for  smears  to  be  misinter- 
preted and  for  a certain  amount  of  detritus 
on  the  slide  to  look  like  bacteria.  The  treat- 
ment of  this  patient  with  10  Gm.  intra- 
venously of  sulfadiazine  and  4 Gm.  a day  by 
mouth  is  worthy  of  comment. 

In  the  first  place,  a person  74  years  old 
cannot  be  expected  to  have  the  renal  func- 
tion capacity  of  a young,  healthy  person. 
On  the  average,  of  course  with  much  varia- 
tion, a person  74  years  old  will  have  approx- 
imately only  half  the  excretory  function  of 
the  kidney  of  a young  person.  Thus  one 
should  be  careful  about  the  maintenance 
dose  of  a sulfonamide  drug  in  a person  of 
this  age  because  the  dose  should  be  calcu- 
lated according  to  the  person’s  ability  to 
excrete.  The  important  thing  is  to  have  an 
adequate  blood  level.  The  blood  level  is 
merely  a balance  between  intake  and  output 
and,  of  course,  if  renal  function  is  cut  in 
half,  only  half  the  dose  is  necessary.  Fur- 
thermore, an  intravenous  dose  of  10  Gm. 
seems  excessive.  I believe  5 or  6 Gm.  is 
perfectly  adequate  for  the  average  person 
for  an  initial  priming  dose. 

We  also  note  that  she  developed  “pul- 
monary edema.”  This  may  be  another  man- 
ifestation of  the  poor  flexibility  of  many 
people  at  the  age  of  74.  Not  only  is  the 


renal  reserve  cut  in  half,  but  certainly  the 
cardiovascular  system  is  much  more  sus- 
ceptible to  overloading  with  fluids  and  salt, 
particularly  at  this  age.  When  a person  is 
not  losing  a great  deal  of  salt  in  the  sweat 
or  by  vomiting  or  diarrhea  or  in  the  urine, 
500  to  1000  cc.  of  normal  saline  contains  all 
the  sodium  chloride  necessary  to  keep  the 
patient  in  maintenance.  If  the  patient  is 
not  excreting  much  salt,  then  only  a few 
hundred  cubic  centimeters  of  normal  saline 
is  necessary  for  adequate  maintenance  in 
salt  balance.  I believe  there  may  be  too 
much  tendency  these  days  to  order  salt  solu- 
tions by  the  bottle  and,  since  bottles  come 
in  rather  rigid  sizes,  there  may  be  a tend- 
ency to  give  what  is  in  the  bottle  rather 
than  to  calculate  exactly  the  volume  of  fluid 
to  be  given  according  to  the  patient’s  real 
needs.  It  doesn’t  do  much  harm,  if  the  pa- 
tient’s cardiovascular  and  excretory  systems 
are  functioning  well,  to  give  extra  salt,  but 
it  certainly  does  harm  if  the  patient  cannot 
get  rid  of  the  excess. 

The  physical  examination  does  not  help 
a great  deal  in  this  case.  We  find  that  she 
is  emaciated  and  comatose  and  has  weak- 
ness on  one  side  of  her  body.  This  doesn’t 
help  much  to  localize  her  disease  since  men- 
ingitis or  encephalitis  or  any  diffuse  intra- 
cranial disease  of  a metabolic  nature  might 
produce  such  a picture. 

It  is  interesting  that  the  thyroid  was  said 
to  be  nodular.  This  raises  the  question 
whether  she  might  have  had  a carcinoma  in 
one  of  the  nodules  in  the  thyroid  with 
metastasis  all  over  the  body,  particularly  to 
the  brain  and  meninges.  It  is  perfectly  pos- 
sible for  a small  nodule  in  the  thyroid  to 
send  off  widespread  metastasis.  In  other 
words,  I am  introducing  this  discussion  of 
the  thyroid  nodule  because  we  must  con- 
sider in  the  differential  diagnosis  not  only 
infections  of  the  central  nervous  system,  but 
possibly  malignant  invasion  either  arising 
in  the  brain  and  extending  to  the  meninges, 
or  arising  elsewhere  and  extending  by 
metastasis  through  the  blood  stream. 

The  laboratory  work  is  not  very  helpful 
except  that  the  spinal  fluid  analysis  con- 
firmed an  abnormal  protein  content  and 
high  white  cell  content.  There  is  one  glar- 
ing omission  in  the  spinal  fluid  analysis, — 
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namely,  the  spinal  fluid  sugar.  Of  course, 
the  spinal  fluid  sugar  would  be  low  in  any 
of  the  bacterial  infections  including  tuber- 
culosis and  in  infections  with  fungi.  It  is 
my  impression  that  if  the  meninges  were 
invaded  by  tumor  cells,  producing  so-called 
“tumor  meningitis,”  the  spinal  fluid  sugar 
would  be  normal.  At  least  this  has  been 
my  experience  with  two  other  cases. 

The  other  highly  significant  findings  in 
the  admission  blood  work  is  the  nonprotein 
nitrogen  of  198  mg.  %.  This  raises  the 
question  whether  all  of  this  woman’s  symp- 
toms could  have  been  due  to  uremia,  and 
whether  this  person  with  uremia  was  in- 
fected with  meningococci  as  a later  compli- 
cation. On  the  other  hand,  we  have  in  the 
history  a very  good  reason  why  she  may 
have  had  renal  shutdown.  Such  large  doses 
of  sulfadiazine  in  the  presence  of  poor  nu- 
trition and  dehydration  could  certainly 
cause  blocking  of  the  urinary  tract.  Sul- 
fonamides cause  renal  complications  in  two 
ways.  First,  there  may  be  mechanical  ob- 
struction due  to  precipitation  of  crystals  of 
the  material  in  the  renal  tubules,  and  sec- 
ondly, there  may  be  a real  sensitivity  reac- 
tion producing  a violent  inflammation  and 
a toxic  nephrosis.  When  one  is  giving  sul- 
fonamides, the  blood  level  is  the  important 
value  to  know.  In  addition,  it  is  not  only 
the  free  sulfonamide  blood  level  but  the 
total  sulfonamide  blood  level  which  should 
be  determined.  This  is  because  sulfona- 
mides are  acetylated  and  in  the  presence  of 
renal  insufficiency  the  acetyl  or  conjugated 
forms  may  be  excessively  high.  The  acetyl 
sulfonamide  is  much  less  soluble  in  the 
urine  and  more  likely  to  precipitate. 

In  summary,  I think  this  woman  had  an 
intracranial  lesion,  probably  a slow  grow- 
ing but  invasive  tumor  which  has  caused  a 
“tumor  meningitis.”  It  may  be  that  she  had 
meningococcus  meningitis  superimposed  but 
I certainly  do  not  think  that  the  whole  story 
is  explained  by  meningococcus  infection.  I 
think  it  was  quite  likely  that  her  azotemia 
had  been  caused  by  sulfadiazine  overdosage. 

DR.  JOHN  L.  SHAPIRO:  I believe  we 
will  give  the  results  of  our  examination  of 
the  brain  first.  There  was  no  evidence  of 
gross  exudate  and  the  microscopic  examina- 
tion failed  to  reveal  any  meningitis.  I be- 


lieve there  had  been  no  bacterial  infection 
of  the  meninges,  inasmuch  as  I think  there 
would  certainly  have  been  a residue  even 
though  therapy  had  been  effective.  The 
brain  did  show  evidence  of  edema.  On  sub- 
sequent examination  of  the  formalin-fixed 
specimen  a large  tumor  was  found.  This 
gave  all  indications  of  being  primary  and 
was  located  in  the  area  of  the  corpus  cal- 
losum. Lesions  in  the  area  of  the  corpus 
callosum  are  notoriously  silent.  The  tumor 
extended  from  the  rostrum  caudally  for  a 
distance  of  some  4 centimeters.  In  addition 
to  involvement  of  the  corpus  callosum  it 
spread  laterally  to  invade  the  centrum  semi- 
ovale.  The  tumor  was  variegated  in  ap- 
pearance and  there  was  evidence  of  hemor- 
rhage though  not  a great  amount.  On  micro- 
scopic section  the  tumor  was  obviously  of 
glial  origin  and  is  best  classified  as  a glio- 
blastoma multiforme.  I think  we  can  blame 
this  lesion  without  doubt  for  the  progressive 
disease  which  she  had  had  over  some  period 
of  time. 

The  kidneys  were  the  other  organs  of 
major  interest  at  the  time  of  autopsy.  These 
organs  were  normally  situated  and  weighed 
about  150  grams  apiece.  The  capsule  of  each 
was  thin  and  stripped  easily.  A yellowish 
opacity  was  described  as  being  present  in 
both  cortices.  The  cortex  of  each  kidney 
was  thought  to  be  a little  thinner  than 
usual.  In  addition  there  were  masses  of 
granular  material  within  the  renal  pelvis 
though  not  sufficient  to  obstruct  this  com- 
pletely. Similar  collections  were  noted  in 
the  calyces.  On  frozen  section  examination 
of  the  kidneys  crystalline  material  was 
found  in  the  collecting  tubules  in  great 
amounts.  Chemical  examination  of  this 
material  was  indicative  of  the  sulfonamides. 
The  glomeruli  themselves  showed  little  evi- 
dence of  damage  but  there  was  degenera- 
tion of  a moderate  degree  within  the  tubu- 
lar epithelium.  I believe  that  we  can  credit 
the  azotemia  and  renal  shut-down  in  this 
case  to  obstruction  by  the  sulfonamide  crys- 
tals. 

Various  lesions  may  be  seen  in  the  kidney 
as  a result  of  sulfonamide  administration. 
In  addition  to  obstruction  of  the  type  dem- 
onstrated in  this  case  one  may  see  on  oc- 
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casion  an  interstitial  nephritis  though  this 
is  quite  rare.  Another  well  recognized 
renal  lesion  in  association  with  sulfonamide 
administration  is  necrotizing  arteritis.  Such 
was  ot  seen  in  the  present  case. 

Filial  Anatomic  Diagnoses 

1.  Glioblastoma  multiforme  of  corpus  cal- 
losum; 

2.  Obstruction  of  renal  tubules  by  crystals 
of  sulfonamides; 

3.  Generalized  arteriosclerosis. 

DR.  NEWMAN:  I think  there  are  three 
lessons  to  be  learned  from  this  case.  First, 
that  the  history  of  the  patient’s  illness  is  the 


most  important  part  of  the  examination. 
Secondly,  that  one  cannot  administer  drugs 
to  an  older  person  in  the  same  way  one  does 
to  a younger  person,  particularly  when  such 
functions  as  the  cardiovascular  and  renal 
systems  are  involved.  One  must  determine 
the  blood  level  of  a drug  if  one  is  to  have 
accurate  therapy  and  calculate  the  dosage, 
taking  into  account  the  patient’s  functional 
capacity.  Thirdly  and  finally,  I think  there 
is  a good  lesson  here  which  might  be  stated 
as  follows: — There  is  no  sense  doing  lab- 
oratory work  unless  it  is  done  carefully  and 
accurately. 


SOCIAL  SECURITY  SAYS:  “A  woman 
who  becomes  entitled  to  benefits  based  on 
her  own  earnings  and  also  the  wife’s  bene- 
fits on  the  earnings  of  her  husband  would 
receive  no  more  than  the  larger  of  the  two 
amounts.  A child  who  becomes  entitled 
to  child’s  benefits  based  on  earnings  of  both 
his  father  and  mother  would  not  receive 
both  payments 

In  Other  Words:  Double  social  security 
taxes  paid  by  one  family  do  not  produce 
benefits  for  each  member  paying  the  taxes. 
A part  of  the  taxes  go  to  “charity.” 
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President's  Letter 

WE  HAVE  PASSED  THE  POINT  OF  NO  RETURN 


For  one  who  had 
opportunity  to  prac- 
tice medicine  in  an 
era  before  the  term 
“socialized  medicine” 
came  into  existence, 
I suppose  there  is  a 
certain  nostalgic  de- 
sire to  see  a return  of 
the  days  when  the 
physician  could  see 
and  treat  his  patients  with  equanimity  and 
tranquility.  There  was  no  hassle  recorded 
in  the  daily  press  and  from  the  Halls  of 
Congress,  between  the  medical  profession 
and  advocates  of  the  idea  of  Federal  gov- 
ernmental participation  in  giving  medical 
care.  There  was  no  great  demand  for  the 
physician  to  give  more  and  more  of  his  time 
to  the  united  and  oganized  effort  now  re- 
quired to  counsel  the  public  and  our  Con- 
gress to  preserve  certain  basic  concepts  of 
individual  initiative  in  the  practice  of  med- 
icine and  individual  choice  of  physician. 

The  serenity  in  which  a passing  genera- 
tion of  physicians  practiced  is  lost  in  the 
turmoil  of  the  fast  moving  evolutionary 
socio-economic  changes  which  have  oc- 
curred in  the  past  twenty-five  years. 

There  can  be  no  return,  however  delight- 
ful some  of  its  aspects  might  be.  to  the 
customs  and  traditions  of  practice  twenty- 
five  years  ago.  We  have  accepted  Federal 
participation,  and  even  sponsored  much  of 
it,  to  promote  public  welfare  in  the  fields 
of  research,  the  work  of  Federal  and  State 
Health  Departments,  hospital  construction 
and  Vocational  Rehabilitation.  We  have 
gone  beyond  this  to  partially  socialize  our 
practice  in  acceptance  of  the  idea  of  vol- 
untary prepaid  insurance,  which  directly  or 


indirectly  has  a fee  schedule  set  by  a third 
party.  We  have  accepted  a plan  of  Federal 
Medicare  as  a matter  of  good  morale  value 
for  our  armed  services.  We  are  committed 
in  most  of  our  states  to  the  idea  that  Fed- 
eral funds  may  be  spent  for  hospitalization 
of  welfare  recipients.  These  concessions 
have  been  achieved  and  accepted  by  the 
profession  as  a part  of  the  times  and  in  the 
broad  aspects  of  public  welfare. 

The  mid  point  has  been  passed  and  we 
are  now  faced  with  future  adaptations  in 
our  practice  which  have  been  scarcely 
noted  thus  far.  Added  to  the  duties  already 
imposed  by  filling  numerous  hospitalization 
insurance  forms,  sickness  indemnities,  and 
services  benefits,  one  is  bound  to  be  further 
burdened  by  statements  of  disability  to  ob- 
tain Social  Security  benefits  before  age  65, 
and  forms  in  quintuplicate  for  admission  of 
welfare  recipients  to  hospitals. 

From  this  point  on,  whether  we  like  it  or 
not,  we  must  give  more  of  our  time  and 
thought  to  participation  in  the  problems 
which  are  posed  by  various  governmental 
bureaus,  legislators,  and  lobby  groups,  who 
seek  to  expand  medical  care  plans  under 
direct  control  and  supervision  of  the  na- 
tional government.  How  much  further  this 
trend  progresses  without  strong  organiza- 
tional opposition  on  the  part  of  the  profes- 
sion can  be  answered  readily.  From  here 
on  we  have  nothing  to  lose  except  the 
preservation  of  freedom  in  competitive 
private  practice  and  free  choice  of  the  in- 
dividual to  select  his  physician.  It  has  al- 
ready gone  beyond  the  point  of  no  return. 


J.  Paul  Baird 
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BREAST  CANCER 

In  a recent  issue  of  the  Proceedings  of 
the  Staff  Meetings  of  The  Mayo  Clinic,1  a 
statistical  summary  of  some  of  the  experi- 
ences with  breast  cancer  at  the  Mayo  Clinic 
is  given.  Furthermore,  this  group  com- 
pares its  results  with  those  reported  from 
Edinburgh,  given  by  McWirter.2 

The  senior  author,  Berkson,  is  interested 
primarily  in  biometry  and  medical  statistics. 
The  report  concerns  9,649  cases  operated 
upon  at  the  Clinic  between  1910  through 
1954.  All  except  172  of  these  were  sub- 
jected to  a classical  Halstead  procedure  of 
radical  mastectomy  with  dissection  of  the 
axillary  lymph  nodes. 

The  basic  findings  were  those  which  are 
well  known  generally.  The  left  breast  is 
more  frequently  affected  than  the  right. 
The  death  rate  from  mammary  cancer  is 
higher  for  single  women  than  for  married 
women  of  the  same  age,  and  among  mar- 


ried women  it  is  higher  after  the  child- 
bearing period;  it  is  greater  among  the 
childless  than  among  those  who  have  had 
children.  Though  there  is  an  increasing 
death  rate  with  age,  a decrease  is  observed 
at  the  menopause.  These  facts  all  suggest 
an  influence  of  endocrine  function  in  the 
child-bearing  period  and  in  the  menopause. 

Five  years  after  mastectomy  78  per  cent 
of  the  patients  without  axillary  metastases 
were  alive,  compared  to  a 36  per  cent  sur- 
vival among  those  who  had  axillary  me- 
tastases at  the  time  of  operation.  After  10 
years  the  figures  are  62  per  cent  and  22  per 
cent;  at  15  years,  50  per  cent  and  16  per- 
cent; at  20  years,  41  per  cent  of  those  with- 
out axillary  metastases  survived  and  only 
11  per  cent  of  those  with  axillary  metas- 
tases. 

As  one  compares  these  data  with  death 
rates  of  the  normal  population,  it  is  evident 
that  after  the  10  year  period  the  woman 
who  had  survived  the  operation  has  approx- 
imately the  same  chances  of  death  as  the 
woman  of  the  same  age  group  who  had 
never  been  operated  upon  for  breast  cancer. 

A comparison  of  the  grade  of  the  tumor 
(Broder’s  classification)  suggests  that  with 
increasing  grade  the  incidence  of  axillary 
metastases  increases.  However,  the  sta- 
tistics also  emphasize  the  paramount  im- 
portance of  the  status  of  the  axillary  nodes, 
— that  is,  a patient  with  a grade  2 lesion  and 
axillary  metastases,  has  a survivorship  less 
favorable  than  a patient  who  had  a grade  4 
lesion  without  axillary  metastases. 

The  patients  without  metastases  who 
have  lesions  located  medially  have  a less 
favorable  survival  than  those  with  tumors 
located  laterally.  Analysis  verifies  the  gen- 
eral impression  that  cancer  is  more  severe 
in  its  course  when  it  occurs  in  the  younger 
woman  as  contrasted  to  its  spread  in  the 
older  age  group. 

When  survivorship  is  analyzed  in  terms 
of  various  periods,  in  the  1910  to  1924  group, 
the  5 year  survival  is  40  per  cent,  while  in 
the  1950  to  1954  group  it  is  65  per  cent.  This 
parallels  the  incidence  of  the  presence  of 
axillary  metastases;  in  the  1925  to  1934 
group  66  per  cent  of  the  patients  had 
axillary  lesions,  in  the  1950-1954  group  48 
per  cent.  Thus,  the  impact  of  the  activity 
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of  the  nonmedical  organizations  which  have 
prompted  early  detection  drives  is  clearly 
seen.  It  is  suggested  that  the  improve- 
ment in  statistical  outcome  is  the  result  of 
early  detection,  and  relatively  earlier  de- 
tection even  in  those  patients  who  already 
exhibit  axillary  metastases.  However,  the 
probable  influence  of  deep  X-ray  treatment 
on  the  statistical  improvement  of  this 
group  is  not  mentioned. 

The  analysis  of  the  McWirter  report  con- 
cerns the  patients  treated  in  Edinburgh 
since  1941  by  the  plan  of  simple  mastectomy 
followed  by  a three  to  four  week  course  of 
radiotherapy. 

A comparison  of  all  the  patients  treated 
by  both  procedures  shows  a survival  20  per 
cent  more  favorable  in  those  treated  by  the 
Halstead  procedure.  Comparison  of  the  two 
groups  is  difficult.  The  Mayo  group  sug- 
gests that  now  the  Edinburgh  experience 
should  be  directed  toward  a trial  period  of 
comparable  length  during  which  radical 
mastectomy  is  again  utilized.  Then  a valid 
conclusion  in  the  Edinburgh  area  can  be 
drawn,  as  to  whether  the  radical  or  con- 
servative treatment  of  cancer  of  the  breast 
is  to  be  recommended. 

As  one  reads  these  reports  he  is  reminded 
of  the  caution  needed  in  analyzing  statistics, 
although  Berkson  and  his  group  do  seem 
to  have  been  completely  self-critical  in  their 
calculations.  It  is  probable  that  the  average 
reader  will  still  recommend  radical  mastec- 
tomy, unless  there  are  contradictory  fea- 
tures of  the  problem  such  as  extreme  age, 
debility,  or  distant  metastases. 

A.  W. 
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WHAT  DO  WE  WISH  IN  FEDERAL  FEES? 

The  trends  in  the  use  of  federal  funds  to 
buy  medical  care  is  posing  many  problems 
to  the  public  and  the  medical  profession.  An 
important  one  is, — should  the  payment 


represent  a fee  for  service  or  should  it  take 
the  form  of  an  indemnity  payment.  If  it  is 
to  be  the  former,  should  it  be  on  a schedule 
of  fixed  fees  which  pay  the  physician  in  full, 
or  should  it  represent  the  doctor’s  normal 
charge  attendant  upon  circumstances  ap- 
plicable to  the  case. 

The  medical  associations  of  all  states  and 
territories,  except  two,  have  signed  con- 
tracts with  the  federal  government  to  pro- 
vide medical  care  for  the  families  of  men 
in  the  Armed  Forces.  Medicare  was  set  up 
with  the  acquiescence  of  organized  med- 
icine to  provide  for  the  dependents  of  serv- 
ice men,  thereby  to  stimulate  re-enlist- 
ments,  particularly  of  technical  personnel 
who  had  been  trained  at  great  expense  and 
who  were  leaving  for  jobs  in  the  electronics 
industry  and  the  like,  at  the  end  of  an  en- 
listment. (It  is  said  by  the  Armed  Forces 
that  the  fringe  benefit  of  Medicare  has  at- 
tained the  objective  of  a higher  proportion 
of  re-enlistments.)  A by-product  of  Medi- 
care was  to  be  a lessened  need  for  drafted 
doctors  for  service  in  the  Armed  Forces. 

With  these  arguments  organized  medicine 
capitulated,  and  for  the  first  time  in  history 
medical  associations  signed  contracts  bind- 
ing their  members  to  accept  certain  fee 
schedules  and  to  proceed  by  certain  rules. 

However,  the  disturbing  thought  arises 
that  if  Medicare  is  shown  to  be  successful 
it  will  have  offered  the  trial  of  a system 
which  then  may  well  be  tried  on  a larger 
scale.  Not  only  does  it  provide  for  a trial, 
but  it  also  sets  a precedent  for  extensions  in 
federal  medicine.  This  type  of  thing  is 
written  into  the  Forand  Bill  as  it  now 
stands.  Other  groups,  as  the  civil  service 
employees  of  government,  are  standing  by 
awaiting  the  outcome  of  this  trial  before 
proposing  something  of  the  same  nature  for 
their  group.  If  a fixed  fee  for  service  is  ac- 
cepted as  the  yardstick  for  fees,  it  surely  is 
to  be  applied  to  other  types  of  contracts, 
with  other  groups,  as  labor  unions  for  ex- 
ample. Thus,  it  will  not  take  much  imagi- 
nation to  envisage  some  80  to  90  per  cent  of 
the  population  falling  under  some  fixed-fee 
schedule,  at  some  time  in  the  future. 

Possibly  this  is  good;  possibly  this  is  what 
the  profession  desires!  It  does  provide 
higher  fees  than  the  customary,  especially 
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in  the  rural  areas.  This  means  higher  in- 
come. There  are  many  loop-holes  in  Medi- 
care which  permit  the  padding  of  the  bill 
legally.  This  means  higher  income,  and 
sure  income.  Of  course  it  does  away  with 
much  of  patient-doctor  relationships, — such 
as  deciding  upon  a fee,  reducing  a fee  be- 
cause of  hardship,  and  the  like.  Instead 
the  patient  is  something  to  which  the  doctor 
does  something  and  for  which  Uncle  Sam 
pays,  even  without  the  patient  knowing 
how  much  his  illness  costs.  Possibly  this 
is  good!  Bookkeeping  should  be  simplified, 
billing  should  be  easier,  collections  should 
be  one  hundred  per  cent,  and  conscience 
and  sympathy  and  human  relationships 
would  not  need  to  come  into  the  picture. 
The  patient  would  get  something  for 
“nothing,”  and  the  doctor’s  fee  would  have 
the  same  connotation  as  the  listing  of  the 
grocery  prices  in  the  newspaper  chain-store 
ad.  By  the  same  token,  if  the  government 
would  wish  to  change  the  fees  downward, 
or  tie  them  to  the  cost  of  living  index,  there 
is  little  the  medical  profession  could  do 
about  it.  In  fact,  after  getting  used  to  the 
system,  established  inertia  would  preclude 
anything  like  a refusal  to  sign  a new  con- 
tract. (The  British  Medical  profession  has 
accomplished  little  in  occasional  abortive 
efforts  to  alter  the  current  system  in  Eng- 
land.) 

To  retain  the  freedom  of  the  variable  fee, 
would  government  agree  to  a fee  for  serv- 
ice based  not  on  a fixed  fee,  hut  on  the 
doctor’s  normal  fee;  this  would  vary  as  be- 
tween small  town  and  large  town, — as  be- 
tween the  specialist  and  the  non-specialist? 
This  would  mean  policing  by  the  local  pro- 
fession to  see  that  the  medical  fees  were 
really  the  normal  fees,  all  things  being  con- 
sidered. 

Or  might  it  be  better  to  have  an  indem- 
nity plan, — a schedule  of  fees  at  a lower 
level,  guaranteeing  a minimum  amount  of 
money  which  the  doctor  would  probably 
accept  in  full  payment  for  services  to  those 
in  lower  economic  levels,  working  out  much 
as  does  the  Tennessee  Plan?  But  this  would 
not  preclude  an  additional  or  supplemen- 
tary fee  by  the  more  well-to-do  patient,  the 
doctor  having  the  responsibility  of  collect- 
ing it.  Such  a plan  would  have  much  to 


recommend  it  if  a Forand  Bill  were  passed, 
for  as  it  stands  the  retired  banker  and  his 
retired  janitor,  both  drawing  social  security 
checks,  would  be  eligible  for  the  same  med- 
ical attention  and  at  the  same  fee.  Possibly 
this  is  the  way  it  should  be, — the  same 
service,  the  same  fee!  But  if  we  still  do 
wish,  by  chance,  to  minister  to  all,  the  poor 
and  needy  as  well  as  the  wealthy,  to  give 
of  our  skill  to  the  poor  without  charge  or 
with  a lesser  charge  than  to  the  wealthy, 
then  we  do  not  wish  a fixed-fee  for  service 
schedule. 

It  may  be  too  late  to  make  a change,  but 
the  question  is  posed, — should  organized 
medicine  attempt  to  make  a change  having 
these  thoughts  in  mind?  On  the  other  hand 
if  Medicare  is  good, — if  we  like  it  because 
we  may  get  better  fees  and  are  sure  of  our 
money,  possibly  we  should  ask  for  more 
of  such  plans  of  government  financed  med- 
icine! 

R.  H.  K. 
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New  Gatlinburg  Inn 
2:00  P.M.-5:00  P.M.  Registration 
New  Gatlinburg  Inn 

Program 

SUNDAY,  APRIL  20,  1958 

Committee  Meetings — President’s  Suite,  New  Gat- 
linburg Inn 

2:00  P.M.  Revisions  Committee,  Mrs.  Park  Niceley, 
Chairman 

3:00  P.M.  Finance  Committee,  Mrs.  E.  E.  Edwards, 
Chairman 


SPECIALTY  SOCIETIES 

TENNESSEE  ACADEMY  OF 
GENERAL  PRACTICE 
MONDAY,  APRIL  21,  1958 

8:00  A.M. 

Registration  Civic  Auditorium 

9:00  A.M.  to  Noon 

Joint  General  Scientific  Meeting  with  Tennessee 
State  Medical  Association  Civic  Auditorium 

Category  I Credit  Approved 

SCIENTIFIC  PROGRAM 

(Category  I Credit  Approved) 

Huff  House  A Mountain  View  Hotel 

1:30  P.M. 

Dr.  Arthur  Green,  presiding  Huff  House 

Invocation  Mountain  View  Hotel 

1:30  to  2:30  P.M. 


4:00  P.M.  Awards  Committee,  Mrs.  Ben  L.  Pente- 
cost, Chairman 

Hostess  Auxiliary 

The  Woman’s  Auxiliary  to  the  Knoxville  Academy 
of  Medicine 

☆ 


Monday.  April  21.  1958 


General  Scientific  Program 


(Jointly  presented  in  cooperation  with  the  Ten- 
nessee Academy  of  General  Practice) 

Category  I credit  approved 


Civic  Auditorium  Gatlinburg 

Byron  O.  Garner,  M.D.,  Union  City, 
Vice-President,  TSMA,  presiding 
9:00  A.M.  Movie 

9:25  A.M  Surgical  Management  of  Carcinoma  of 
the  Breast 

By:  Dr.  G.  Turner  Howard,  Knox- 
ville 

Discussed  by:  Dr.  William  E. 
French,  Memphis 

9:50  A.M.  Chest  Pain — Causes  and  Evaluation 

By:  Dr.  E.  Charles  Sienknecht, 
Knoxville 


Discussed  by:  Dr.  Crawford  W. 
Adams,  Nashville 
10:15  A.M.  Visit  Exhibits 

10:45  A.M.  Skin  Manifestations  of  Systemic  Dis- 
ease 


By:  Dr.  Robert  C.  Thompson,  Chat- 
tanooga 

Discussed  by:  Dr.  Robert  N.  Bu- 
chanan, Jr.,  Nashville 

11:10  A.M.  SYMPOSIUM — Automobile  Accidents 
Moderator,  Dr.  H.  L.  Monroe,  Erwin 
General  and  Abdominal  Injuries 
Dr.  Charles  C.  Trabue,  IV, 
Nashville 
Head  Injuries 

Dr.  M.  Frank  Turney,  Knoxville 

Chest  Injuries 

Dr.  John  R.  Hall,  Memphis 
Orthopedic  Problems 

Dr.  Thomas  J.  Ellis,  Johnson 
City 


Orthopedics  as  It  Affects  the  General  Practitioner 

— Dr.  Eugene  L.  Jewett,  Orlando,  Fla. 
Introduction  of  Speaker — Dr.  J.  Paul  Lindsay 
2:30  to  3:30  P.M. 

Diagnosis,  Treatment,  and  Prognosis  of  World 
Problems  Today — Dr.  Ruth  Stephens,  Knoxville 
Introduction  of  Speaker — Dr.  John  Lesher 
3:30  to  4:30  P.M. 

Business  Session:  Dr.  Julian  K.  Welch,  Jr.,  Presi- 
dent, presiding. 

Annual  Report:  Dr.  Irving  R.  Hillard, 
Secretary-Treasurer 

Election  of  Officers:  Dr.  H.  L.  Monroe,  Chief 
Teller 


☆ 

TENNESSEE  CHAPTER 
AMERICAN  COLLEGE  OF  SURGEONS 
MONDAY,  APRIL  21,  1958 
Gatlinburg — Civic  Auditorium 
PROGRAM 

Dr.  James  A.  Kirtley — Presiding 
1:30-1:45  P.M. 

Paper  by  President 

1:45-2:05  P.M. 

The  Treatment  of  Carcinoma  of  the  Breast 

Dr.  J.  D.  Martin,  Atlanta,  Georgia 
2:05-2:15  P.M. 

Left  Heart  Catheterization  in  Diagnosis  of  Ac- 
quired Valvular  Heart  Disease 

Dr.  Walter  Gobbel,  Nashville 
Short  Papers  by  Members  of  the  Attending  Staff 
Department  of  Surgery 
University  of  Tennessee  Memorial  Research 
Center  and  Hospital 
Dr.  James  L.  Southworth,  Presiding 
2:15-2:25  P.M. 

Intestinal  Obstruction  in  the  Newborn 

Dr.  Charles  Zirkle — Knoxville 
2:25-2:35  P.M. 

Thrombo-Embolism  in  a Small  Private  Hospital 

Dr.  Victor  Klein — Knoxville 
2:35-2:45  P.M. 

Wound  Catheters  in  Abdominal  Surgery 

Dr.  Mark  Fecher — Knoxville 
2:45-2:55  P.M. 

The  Fate  of  Arterial  Grafts 

Dr.  Bruce  McCampbell — Knoxville 


March,  1958 


SPECIAL  SECTION 


17 


2:55-3:05  P.M, 

Traumatic  Diaphragmatic  Hernia 

Dr.  Robert  Newman — Knoxville 
3:05-3:15  P.M. 

A New  Method  of  Open  Heart  Surgery 

Dr.  E.  C.  Peirce,  II — Knoxville 
3:20-4:30  P.M. 

Panel  Discussion:  Neoplasms  of  the  Thyroid  Gland 

Moderator:  Dr.  J.  D.  Martin — Atlanta 
Panelists:  Dr.  Barton  McSwain — Nashville 

Dr.  Robert  R.  Bigelow — Oak  Ridge 
Dr.  Beverly  T.  Towery — Louisville 
4:30-5:00  P.M. 

Council  Meeting — Tennessee  Chapter  A.  C.  S. 

☆ 

TENNESSEE  RADIOLOGICAL  SOCIETY 
MONDAY,  APRIL  21,  1958 
Mountain  View  Hotel,  Huff  House  B,  Gatlinburg 
PROGRAM 

President — W.  E.  Scribner,  M.D.,  Presiding, 
Kingsport 

12:30  P.M. 

Luncheon — Mountain  View  Hotel 
2:00  P.M. 

Business  Session — Huff  House — Mountain  View 
Hotel 

3:00  P.M. 

Scientific  Session  (Open) 

Guest  Speaker: 

“Present  Social  Trends  Affecting  the  Practice 
of  Radiology” 

By:  Mr.  William  C.  Stronach,  Executive 
Director,  The  American  College  of  Radiology, 
Chicago,  Illinois 

3:30  P.M. 

Film  Reading  (Diagnostic  Panel) 

This  panel  will  expertly  diagnose  films  of 
proven  cases  to  be  submitted  by  members  or 
guests.  Cases  to  be  submitted  for  diagnosis 
should  be  meritorious  by  virtue  of  their  peculiar 
nature  and  supported  by  films  of  good  diag- 
nostic quality. 

☆ 

TENNESSEE  PSYCHIATRIC 
ASSOCIATION 
MONDAY,  APRIL  21,  1958 
Recreation  Room  New  Gatlinburg  Inn 

11:30  A. M. -1:30  P.M. 

Social  Hour  and  Luncheon 

PROGRAM 
1:30  P.M. 

The  Role  of  the  General  Practitioner  in  Mental 

Health  (30-35  Minutes) 

Charles  E.  Goshen,  M.D. 

Project  Director 

General  Practitioner  Educational  Project 
American  Psychiatric  Association 
Washington,  D.  C. 

Discussants: 

1.  John  P.  Lindsay,  M.D.  (5  minutes) 

Nashville,  Tennessee 

2.  Joseph  W.  Johnson,  Jr.,  M.D.  (5  min.  or  open 
discussion)  Chattanooga,  Tennessee 

Lay  Practice  of  Psychiatry  (or  Relationship  of 
Psychologist  to  Psychiatry)  (30  minutes) 

Warren  C.  Johnson,  M.D. 

Assistant  to  the  Medical  Director 
American  Psychiatric  Association 
Washington,  D.  C. 

Open  Discussion — 10  to  15  minutes 


TENNESSEE  THORACIC  SOCIETY 
MONDAY,  APRIL  21,  1958 
Mural  Room  Riverside  Hotel 

Luncheon— 12:00  P.M.  to  1:00  P.M. 

Business  Meeting — 1:00  P.M. 

Scientific  Program: 

1.  Bronchial  Adenoma 

John  Carter,  M.D.,  Chattanooga,  Tennessee 

2.  Problems  and  Pitfalls  in  Selection  of  Patients 
for  Cardiac  Surgery 

Frank  London,  M.D.,  Knoxville,  Tennessee 

3.  Cardiospasm 

David  H.  Waterman,  M.D.,  Sheldon  E. 
Domm,  M.D.,  William  K.  Rogers,  M.D., 
Knoxville,  Tennessee 

4.  Blood  Loss  in  Surgery 

J.  C.  Lougheed,  M.D.,  West  Tennessee 
Tuberculosis  Hospital,  Memphis,  Tennessee 

5.  Dehisence  of  the  Diaphragm  Associated  with 
Fractures  of  the  Pelvis  or  Lumbar  Spine  Due 
to  Non-Penetrating  Wounds  of  the  Chest  and 
the  Abdomen 

R.  I.  Carlson,  M.D.,  W.  G.  Gobbel,  Jr.,  M.D., 
Walter  L.  Diveley,  M.D.,  and  R.  A.  Daniel, 
Jr.,  M.D.,  Nashville,  Tennessee 

6.  Pulmonary  Embolism 

Ira  T.  Johnson,  M.D.,  Hollis  E.  Johnson, 
M.D.,  and  Thomas  B.  Haltom,  M.D.,  Nash- 
ville, Tennessee 

7.  Case  Presentations  with  X-ray  Records 

John  M.  Crowell,  M.D.,  Chattanooga,  Ten- 
nessee 

☆ 

TENNESSEE  STATE  OBSTETRICAL 
AND  GYNECOLOGICAL  SOCIETY 
MONDAY,  APRIL  21,  1958 
Conference  Room  1,  2 and  3 Civic  Auditorium 
PROGRAM 
1:00  P.M.  to  4:00  P.M. 

Business  Meeting:  Dr.  Frank  Whitacre, 
Temporary  Chairman 

1.  Adoption  of  Bylaws  and  Constitution 

2.  Election  of  Officers 

3.  Approval  of  the  Membership 

☆ 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 
MONDAY,  APRIL  21,  1958 

1:00  P.M. 

Lecture  Room  Civic  Auditorium 

Business  Meeting 

The  afternoon  program  will  be  devoted  to  an 
extensive  agenda  concerning  local  and  national 
problems. 

☆ 

TENNESSEE  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY 
MONDAY,  APRIL  21,  1958 
American  Legion  Room  Civic  Auditorium 

SCIENTIFIC  PROGRAM 
1:45  P.M. 

Meeting  Called  to  Order 

Case  Report  of  Metastatic  Orbital  Tumor 

Dr.  Charles  M.  King 

To  be  discussed  by — Dr.  Alice  Deutsch 
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Case  Report  of  Mixed  Tumor  of  the  Lacrimal 
Gland 

Dr.  Alfred  N.  Costner 

To  be  discussed  by — Dr.  Al  Rowan 

Case  Report  of  Rhinosporidium  Involving  the 
Conjunctiva  and  Nasal  Mucosa 

Dr.  Thomas  Jackson 

To  be  discussed  by — Dr.  Harold  McIver 

An  Obscure  Case  of  Glaucoma 
Dr.  W.  Wiggins  Wilder 
Case  Report  of  Corneal  Transplant 

Dr.  Richard  A.  Miller 

Recent  Advances  in  the  Treatment  of  Retinal 
Detachment 

Dr.  Fred  A.  Rowe 

To  be  discussed  by— Drs.  Wesley  McKinney 
and  Kenneth  Christenberry 
Fenestration  of  the  Oval  Window 
Dr.  John  J.  Shea,  Jr. 

To  be  discussed  by — Dr.  W.  G.  Kennon 
4:30  P.M. 

Business  Meeting 

6:00  P.M. 

Social  Hour  and  Tennessee  State  Medical  Associa- 
tion 

Dinner — Riverside  Hotel 

☆ 

WOMAN  S AUXILIARY 
TO 

TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

Registration — Main  Lobby — 9:00  A.M. 

APRIL  21,  1958 
New  Gatlinburg  Inn 
PROGRAM 

MONDAY.  APRIL  21,  1958 

9:30  A.M. 

Pre-Convention  Board  Meeting — TV  Lounge,  New 
Gatlinburg  Inn 

12:30  P.M. 

Luncheon — Main  Dining  Room 

9:00  A.M. -12  Noon 

Entries  accepted  for  Arts  and  Crafts  Show — 

Recreation  Room 

12:00  P.M. -5:00  P.M. 

Arts  and  Crafts  Show 

1:00  P.M. -4:00 

Wildflovver  Tour 

1:00  P.M. -4:00  P.M. 

Conducted  Tour  of  Craft  Shops 

6:00  P.M. 

Social  Hour — Riverside  Hotel 
7:00  P.M. 

President’s  Banquet — Riverside  Hotel 

☆ 

Tuesday,  April  22,  1958 

9:00  A.M. 

House  of  Delegates,  American  Legion 
Room,  Civic  Auditorium 

General  Scientific  Program 

Civic  Auditorium  Gatlinburg 

Oliver  W.  Hill,  M.D.,  Knoxville,  President  of  the 
Knoxville  Academy  of  Medicine,  presiding 


9:00  A.M. 

The  Problem  of  Sterility 

By:  Dr.  Albert  P.  Isenhour,  Jr.,  Nashville 
Dr.  Joseph  D.  Anderson,  Nashville 
Discussed  by:  Dr.  Martha  Lou  Hefley,  Knox- 
ville 

9:25  A.M. 

Examination  of  the  Eye  by  the  General  Practi- 
tioner 

By:  Dr.  Roland  H.  Myers,  Memphis 
Discussed  by:  Dr.  John  E.  Campbell,  Jr.,  Knox- 
ville 

9:50  A.M. 

Use  of  Oral  Sulfonylureas  in  Diabetes  Mellitus 

By:  Dr.  Albert  S.  Easley,  Chattanooga 
Discussed  by:  Dr.  Jean  Hawkes,  Memphis 
10:15  A.M. 

Visit  Exhibits 

10:45  A.M. 

Athletic  Injuries 

By:  Dr.  Robert  G.  Brashear,  Knoxville 
Discussed  by:  Dr.  Don  L.  Eyler,  Nashville 
11:10  A.M. 

Panel  Discussion — Management  of  the  Patient  with 
Inoperable  Cancer 

Moderator:  Dr.  Benjamin  F.  Byrd,  Jr.,  Nash- 
ville 

Chemotherapeutic  Agents 

Dr.  John  D.  Pigott,  Memphis 

Radiation  Therapy 

Dr.  Marshall  H.  Brucer,  Oak  Ridge 
Endocrine  Aspects  of  Treatment 

Dr.  Beverly  T.  Towery,  Louisville,  Ky. 
Palliative  Surgery 

Dr.  B.  F.  Byrd,  Jr.,  Nashville 

☆ 

SPECIALTY  SOCIETIES 

TENNESSEE  CHAPTER 
AMERICAN  COLLEGE  OF  SURGEONS 
TUESDAY,  APRIL  22,  1958 
Civic  Auditorium  Gatlinburg 

PROGRAM 

Dr.  Clarence  Gillespie,  Presiding 
1:30-1:50  P.M. 

Surgery  of  the  Bile  Ducts 

Dr.  Harwell  Wilson,  Memphis 
1:50-2:10  P.M. 

The  Early  Diagnosis  of  Lung  Cancer 

Dr.  Duane  Carr,  Memphis 

2:10-2:20  P.M. 

The  Use  of  the  Right  Colon  As  a Substitute  for 
the  Esophagus 

Dr.  Russell  Patterson,  Memphis 
2:20-2:30  P.M. 

Hirschsprung’s  Disease 

Dr.  Edward  G.  Johnson,  Chattanooga 
2:30-2:40  P.M. 

Functioning  Endocrine  Tumors  and  the  Peptic 
Ulcer  Diathesis 

Dr.  B.  F.  Byrd,  Jr.  and  (by  invitation) 

Dr.  William  H.  Edwards,  Nashville 
2:40-2:50  P.M. 

Lower  Extremity  Hypertrophy  Secondary  to 
Congenital  Venous  Obstruction 

Dr.  J.  A.  Kirtley  and  (by  invitation) 

Dr.  John  Foster,  Nashville 

2:50-3:00  P.M. 

Major  Ligament  Rupture  of  the  Knee 

Dr.  John  Killeffer,  Chattanooga 


March,  1958 


SPECIAL  SECTION 


1 19 


3:00-3:10  P.M. 

Tuberculous  Tenosynovitis  of  the  Hand  (Movie) 

Dr.  Don  Eyler,  Nashville 

3:15-4:30  P.M. 

Panel  Discussion:  Surgery  of  the  Upper  Alimen- 
tary Tract 

Moderator:  Dr.  George  Sanders,  Louisville 
Panelists:  Dr.  Parker  Elrod,  Centerville 

Dr.  Russell  Patterson,  Memphis 
Dr.  Lynwood  Herrington,  Nashville 
Dr.  Harwell  Wilson,  Memphis 
4:30  P.M. 

Business  Meeting  Tennessee  Chapter  A.  C.  S. 

6:30  P.M. 

Social  Hour — Sponsored  by  Knoxville  Surgical  So- 
ciety, Riverside  Hotel 

7:30  P.M. 

Banquet 

Presiding — Dr.  James  A.  Kirtley,  Jr.,  Nashville, 
President,  Tennessee  Chapter  A.  C.  S. 

Guest  Speaker — Dr.  Robert  F.  Thomas,  Pitman 
Center 

Special  Music— Miss  Marjorie  Chalmers,  Gat- 
linburg 

Presentation  of  Gavel  to  Retiring  President  by 
Dr.  H.  Dewey  Peters,  Secretary-Treasurer, 
Tennessee  Chapter  A.  C.  S. 

☆ 

TENNESSEE  ACADEMY  OF  PREVEN- 
TIVE MEDICINE  AND  PUBLIC  HEALTH 
Huff  House  Mountain  View  Hotel 

TUESDAY,  APRIL  22,  1958 
PROGRAM 
12:30  P.M. 

Luncheon 

Small  Dining  Room,  Mountain  View  Hotel 
1:30  P.M. 

Scientific  Program 

Huff  House — Mountain  View  Hotel 
Recent  Experiences  with  Asian  Strain  Influenza 

Thomas  E.  Reichelderfer,  M.D.,  M.P.H., 

F.A.A.P.,  National  Institute  of  Allergy  and  In- 
fectious Diseases. 

☆ 

TENNESSEE  STATE  OBSTETRICAL 
AND  GYNECOLOGICAL  SOCIETY 
TUESDAY,  APRIL  22,  1958 
Conference  Room  1,  2 and  3 Civic  Auditorium 
SCIENTIFIC  PROGRAM 
President  Presiding 
1:00  P.M. 

Diagnosis  of  Intrauterine  Fetal  Death 

Dr.  Swan  Burrus,  Jackson,  and  Dr.  Frank 
Whitacre,  Nashville 

Discussion 

1:30  P.M. 

Bartholin  Cystectomy-Pafaffin  Technique 

Dr.  Robert  M.  Ruch,  Memphis,  and  Dr.  Everett 
Clayton,  Nashville 

Discussion 

2:00  P.M. 

Carcinoma  of  the  Cervix  in  Uterine  Prolapse 

Dr.  Dillard  M.  Sholes,  Jr.,  Chief  Resident  in 
Obstetrics  and  Gynecology,  The  University  of 
Tennessee  Memorial  and  Research  Hospital, 
Knoxville 


Discussion 

2:30  P.M. 

Control  of  Pelvic  Hemorrhage  By  Ligation 
of  the  Hypogastric  Artery 

Dr.  Samuel  S.  Binder  and  Dr.  George  A. 
Mitchell,  Chattanooga 

Discussion 

6:00  P.M. 

Cocktail  Party  and  Social  Hour — TV  Lounge,  New 
Gatlinburg  Inn 

Hosts:  Knoxville  Obstetrical  and  Gynecological 
Society 

7:00  P.M. 

Dinner  (Dutch) 

Dining  Room,  New  Gatlinburg  Inn 

☆ 

TENNESSEE  ACADEMY  OF 
GENERAL  PRACTICE 
TUESDAY,  APRIL  22,  1958 
PROGRAM 

8:00  A.M. 

Board  of  Directors  Breakfast  Meeting 

Mountain  View  Hotel 
Dr.  J.  Paul  Lindsay,  presiding 
6:00  to  7:00  P.M. 

Social  Hour 

Down  Stairs  Room,  Huff  House,  Mountain  View 
Hotel 

7:00  P.M.  to  9:00  P.M. 

Banquet — Invocation 

Up  Stairs  Room,  Huff  House,  Mountain  View 
Hotel 

Master  of  Ceremonies:  Dr.  Spencer  York  Bell 
Guest  Speaker:  Dr.  Malcolm  Phelps,  El  Reno, 
Oklahoma,  President,  American  Academy  of 
General  Practice 

☆ 

TENNESSEE  DIABETES  ASSOCIATION 
TUESDAY,  APRIL  22,  1958 
Lecture  Room  Civic  Auditorium 

SCIENTIFIC  PROGRAM 

1:00  P.M.  to  1:30  P.M. 

Comparative  Urine  Testing  Using  Clinistic,  Test 
Tapes  and  Clinitest  in  the  Control  of  Juvenile 
Diabetes 

Robert  F.  Ackerman,  M.D.,  Memphis,  Tennes- 
see 

1:30  P.M.  to  2:Q0  P.M. 

The  Use  of  the  Sliding  Scale 
Ralph  W.  Massie,  M.D.,  Nashville,  Tennessee 
2:00  P.M.  to  2:30  P.M. 

Take  Your  Sugar  with  a Grain  of  Salt 

C.  A.  Rosenberg,  M.D.,  Memphis,  Tennessee 
2:30  P.M.  to  3:00  P.M. 

The  G U Aspects  of  Diabetes 

Tom  E.  Nesbitt,  M.D.,  Nashville,  Tennessee 
3:00  P.M.  to  3:30  P.M. 

Professional  Instructions  to  Medical  Students,  In- 
terns and  Residents  on  Diabetes 

Bruce  Powers,  M.D.,  Knoxville,  Tennessee 
3:30  P.M.  to  4:00  P.M. 

Diabetic  Acidosis  in  Children 

Earl  E.  Wilkinson,  M.D.,  Nashville,  Tennessee 
4:00  P.M.  to  4:30  P.M. 
Clinicopathologic  Conference 

I.  Frank  Tullis,  M.D.,  Memphis,  Tennessee 
Raymond  J.  Leffler,  M.D.,  Knoxville,  Tennes- 
see 
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6:00  P.M. 

Social  Hour — Riverside  Hotel — Mural  Room 

8:00  P.M. 

Banquet — Riverside  Hotel 

The  Case  of  the  Unidentified  Flying  Objects 

Speaker: 

Jim  McAshan,  Lieut.  Col.,  Air  Force  Reserve 

☆ 

TENNESSEE  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY 

TUESDAY,  APRIL  22,  1958 

12:00  Noon 

Luncheon — Mural  Room,  Riverside  Hotel 

SCIENTIFIC  PROGRAM 
American  Legion  Room  Civic  Auditorium 

1:00  P.M. 

Rhinophyma — Case  Report 

Dr.  Clyde  Alley 

A Case  of  Malignant  Melanoma  of  the  Choroid  in 
An  18  Year  Old  Boy  and  An  Interesting  Case  of 
Bilateral  Exophthalmos  Responding  to  Steroids 
Dr.  J.  Ed  Campbell,  Jr. 

Plastic  Surgery  of  Protruding  Ears 
Dr.  Ed  E.  Miller 

Case  Report  of  Nematode  Endophthalmitis 

Dr.  Walter  Benedict 

An  Unusual  Case  of  Retinal  Detachment  Caused 
by  Scleral  Shortening  and  Vitreous  Implantation 

Dr.  Wesley  McKinney 

To  be  discussed  by — Drs.  Fred  Rowe  and 

Walter  Benedict 

Case  Report  of  Malignant  Tumor  of  the  Nose 

Dr.  Herbert  Duncan 

☆ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

TUESDAY,  APRIL  22,  1958 
New  Gatlinburg  Inn 


9:00  A.M.-1:00  P.M. 

Arts  and  Crafts  Show  open 

2:00  P.M. -4:00  P.M. 

Collect  articles  from  Show 

☆ 

Wednesday,  April  23,  1958 

General  Scientific  Program 

Civic  Auditorium  Gatlinburg 

Thurman  Shipley,  M.D.,  Cookeville,  Vice- 
President,  TSMA,  presiding 
9:00  A.M. 

Theories  of  the  Cause  of  So-Called  Congenital 
Deformities  and  Their  Prevention 

By:  Dr.  Beverly  Douglas,  Nashville 

Discussed  by:  Dr.  R.  H.  Hutcheson,  Nash- 
ville 

9:25  A.M. 

Anemias  in  Infants  and  Children 

By:  Dr.  Calvin  W.  Woodruff,  Nashville 
Discussed  by:  Dr.  Felix  G.  Line,  Knoxville 
9:50  A.M. 

Systemic  Effects  of  the  Prolonged  Use  of  Corti- 
costeroids 

By:  Dr.  Alva  B.  Weir,  Jr.,  Memphis 
Discussed  by:  Dr.  Harold  B.  Henning,  Chatta- 
nooga 

10:15  A.M. 

Visit  Exhibits 

10:45  A.M. 

Contact  Dermatitis  and  Its  Management 

By:  Dr.  Richter  H.  Wiggall,  Knoxville 
Discussed  by:  Dr.  Robert  L.  Akin,  Knoxville 
11:10  A.M. 

Symposium — Emotional  Illnesses 

Moderator — Dr.  Joseph  W.  Johnson,  Jr.,  Chat- 
tanooga 

Panel:  Dr.  Robert  B.  Hagood,  Chattanooga 
Dr.  Joseph  W.  Graves,  Chattanooga 
Dr.  Joseph  V.  Lavecchia,  Chattanooga 
Dr.  Manly  F.  Langston,  Signal  Mountain 


PROGRAM 

9:00  A.M. 

General  Session — Recreation  Room,  New  Gatlin- 
burg Inn 

9:00  A.M. 

Call  to  Order 

Mrs.  Joseph  D.  Anderson,  President 
10:30  A.M. 

Presentation  of  Health  Project  Winners 

11:00  A.M. 

Guest  Speaker 

Mrs  Paul  C.  Craig,  President,  Woman’s  Auxil- 
iary, American  Medical  Association 
11:30  A.M. 

Final  Business 

12:30  P.M. 

Honors  Luncheon 


1:00  P.M. 

Presentation  of  Guests 

1:15  P.M. 

Presentation  of  Awards 

1:30  P.M. 

Installation  of  Officers 

Presentation  of  President’s  Pin  and  Gavel 

1:45  P.M. -2:15  P.M. 

Movie:  "Whitehall  4-1500” 

Adjournment 


☆ 

SPECIALTY  SOCIETIES 

TENNESSEE  MEDICAL  FOUNDATION 
WEDNESDAY,  APRIL  23,  1958 
Dining  Room  New  Gatlinburg  Inn 

8:00  A.M. 

Breakfast  (Dutch) 

8:45  A.M. 

Recreation  Room  New  Gatlinburg  Inn 

Membership  Business  Meeting 

Election  of  Board  of  Directors  and  Officers 

☆ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 
WEDNESDAY,  APRIL  23,  1958 
New  Gatlinburg  Inn 
9:30  A.M. 

Post-Convention  Board  Meeting — T.V.  Lounge, 
New  Gatlinburg  Inn 

Call  to  Order 

Mrs,  Horace  D.  Gray,  President 
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TENNESSEE  SOCIETY  OF 
ANESTHESIOLOGY 

WEDNESDAY,  APRIL  23,  1958 
New  Gatlinburg  Inn 
PROGRAM 

4:00  P.M. 

Business  Meeting 

6:00  P.M, 

Dinner  Meeting 

Society  Organization  and  Plans  for  the  Future 

Ralph  Sappenfield,  M.D.,  Miami,  Florida, 
President,  American  Society  of  Anesthesiology 


Dr.  Lillard  R.  Sloan,  47,  Carthage,  died  January 
28th  as  the  result  of  a heart  attack. 

Dr.  Robert  Keys  Landis,  73,  Nashville,  died  in 
Baptist  Hospital  following  a heart  attack. 

Dr.  J.  Max  McCulloch,  51,  Maryville,  died  Feb- 
ruary 6 at  Blount  Memorial  Hospital. 

Dr.  Fred  B.  Stuart,  74,  Jonesboro,  died  January 
17th  in  a Johnson  City  hospital. 

Dr.  Samuel  E.  McDonald,  81,  Bells,  died  Jan- 
uary 11th  at  the  West  Tennessee  Tuberculosis 
Hospital  in  Memphis. 

Dr.  George  H.  Harding,  74,  Nashville,  died  Jan- 
uary 10th  at  a Nashville  hospital. 

Dr.  Roy  Henry  Ruble,  74,  Limestone,  died  Jan- 
uary 18th  at  his  residence  following  an  extended 
illness. 

Dr.  Donald  C.  Nelson,  55,  Jonesboro,  died  Jan- 
uary 29th  at  the  University  of  Tennessee  Hospital 
and  Research  Center  in  Knoxville. 

Dr.  T.  R.  Blanks,  54,  Chattanooga,  died  January 
31st  in  a Chattanooga  hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane  County  Medical  Society 

The  regular  monthly  meeting  of  the  So- 
ciety was  held  on  February  25th  in  the  Oak 
Ridge  Hospital.  The  scientific  program  con- 
sisted of  “Peripheral  Vascular  Disease — 
Case  Report  and  Comments”  by  Laurence 
A.  Grossman,  of  Nashville. 


Consolidated  Medical  Assembly 

The  regular  monthly  meeting  of  the  West 
Tennessee  Consolidated  Medical  Assembly 
was  held  on  February  4th  at  the  New 
Southern  Hotel.  Dr.  Harwell  Wilson  of 
Memphis  was  the  principal  speaker,  his  sub- 
ject, “Surgical  Lesions  of  the  Liver — Diag- 
nosis and  Management.”  Discussion  was 
led  by  Dr.  Leon  Holmes  of  Jackson. 

Dr.  W.  T.  Taylor  of  Memphis  addressed 


the  group  on  the  subject  “Some  Interesting 
Problems  in  Allergy,”  with  discussion  led 
by  Dr.  Walton  Harrison  of  Jackson. 

Chattanooga-Hamilton  County 
Medical  Society 

The  Society’s  regular  meeting  was  held 
on  January  30th  in  conjunction  with  the 
heart  symposium  under  the  auspices  of  the 
Chattanooga  Area  Heart  Association,  at  the 
Interstate  Building.  Guest  speakers  in- 
cluded Dr.  Charles  P.  Bailey  of  Hahnemann 
Medical  College  and  the  School  of  the  Uni- 
versity of  Pennsylvania;  Dr.  William  Dock, 
professor  of  medicine,  Medical  University 
of  the  State  of  New  York  and  Dr.  Edward 
Gaensler,  director  of  the  cardiopulmonary 
laboratory  at  the  Boston  City  Hospital. 

At  the  February  4th  meeting  a paper  en- 
titled, “Hiatal  Hernia”  was  given  by  Dr.  L. 
Spires  Whitaker;  “EEG  Reports  and  Their 
Meaning”  was  the  subject  presented  by 
D.  L.  Winfield,  Ph.D.,  Memphis,  and  Dr. 
Charles  Reavis.  A case  report  was  pre- 
sented by  Dr.  R.  Van  Fletcher. 

Knoxville  Academy  of  Medicine 

The  Society  met  for  its  regular  meeting 
on  February  11th  at  the  Academy  Building. 
Dr.  John  Beach  Hazard,  Chairman  of  the 
Division  of  Pathology  and  Chief  Patholo- 
gist, Cleveland  Clinic  Foundation,  of  Cleve- 
land, Ohio  spoke  on  “Thyroiditis.” 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  scientific  program  of  the  society  was 
presented  at  the  Baptist  Hospital  Audito- 
rium on  February  11th.  The  program  con- 
sisted of  a panel  discussion  on  “Cytology — 
Its  Application  in  Early  Diagnosis  of  Can- 
cer.” Panel  members  presented  in  collab- 
oration with  the  Tennessee  Division  of  the 
American  Cancer  Society,  were  Dr.  John 
Shapiro,  Nashville,  moderator;  Dr.  Cyrus 
Erickson,  Memphis,  and  Dr.  Paul  Kimmel- 
stiel,  chief  pathologist,  Charlotte  Memorial 
Hospital,  Charlotte,  N.  C.  The  discussion 
that  followed  the  presentation  was  of  in- 
terest to  physicians  in  every  field  of  medi- 
cine. 

The  Society  held  a memorial  service  for 
Dr.  C.  M.  Hamilton,  Dr.  G.  H.  Harding  and 
Dr.  George  Seeman  and  Dr.  R.  K.  Landis. 
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Memphis-Shelby  County  Medical  Society 

The  Society’s  regular  meeting'  was  con- 
ducted on  February  4th  in  the  Institute  of 
Pathology.  The  guest  speaker  was  Dr. 
Eugene  A.  Stead,  Jr.,  professor  of  medicine 
and  chairman  of  the  department  of  medi- 
cine, Duke  University  Hospital,  Durham, 
N.  C.  Dr.  Stead’s  subject  was  “The  Intern- 
ist Looks  at  the  Optic  Fundus.” 


NATIONAL  NEWS 


The  Washington  Scene 

Those  who  are  trying  to  follow  the  course 
of  medical  legislation,  find  an  unusual  sit- 
uation developing  in  this  session  of  Con- 
gress. All  of  Washington  is  being  subjected 
to  forces,  some  completely  new,  that  often 
work  at  cross-purposes  to  each  other.  The 
result  might  be  a moratorium  on  health 
legislation — or  again  it  might  be  a flood  of 
new  laws. 

At  the  start  of  the  session,  a new-born 
interest  in  science  completely  dominated 
the  scene — shown  by  a belief  that  by  frantic 
spending  of  billions  of  dollars  we  would 
overtake  Russia.  That  was  the  theme  in 
Washington,  and  it  persisted  despite  a few 
quiet  voices  that  asked  whether  Russia 
really  had  far  outdistanced  the  U.S.  or  was 
merely  exploiting  a slight  advantage. 

Even  before  the  American  satellite 
started  on  its  orbit,  some  of  the  panic  had 
subsided,  and  most  of  the  legislators  had 
decided  that  advent  of  the  space  age  had 
not  removed  all  of  the  old  problems  and  op- 
portunities in  legislation  and  politics.  The 
familiar  issues  were  still  there,  medical 
panaceas  included. 

The  shock  of  Russian  achievements  will, 
at  any  rate,  produce  legislation  designed  to 
shore  up  our  educational  system.  This 
seems  to  be  generally  accepted.  For  the 
medical  profession  two  provisions  are  of 
major  interest.  Scholarships  would  be 
either  four  years — possibly  six — offering 
some  assistance  to  “premed”  students  and 
in  some  cases  to  those  in  their  first  year  of 
medical  school.  Also,  fellowships  would  be 
available  for  medical  and  other  graduates 
if  they  wanted  to  teach  or  go  into  research. 


The  administration’s  idea  was  a program 
that  would  cost  a billion  dollars;  several 
leading  Democrats  joined  in  a bill  propos- 
ing three  billion  dollars  as  a stimulant  to 
mathematics  and  science. 

But  there  are  other  factors  to  be  reckoned 
with.  For  the  time  the  President  set  down 
in  black  and  white  in  his  budget  just  how 
he  proposed  to  withdraw  the  federal  gov- 
ernment from  some  activities,  or  limit  its 
participation,  and  turn  the  programs  back 
to  the  states.  Mr.  Eisenhower  wishes  to 
slow  down  the  Hill-Burton  hospital  con- 
struction program  and  change  its  emphasis, 
he  wishes  to  mesh  some  veterans’  benefits 
with  social  security  payments,  he  would 
have  the  states  do  more  and  the  U.S.  less 
in  public  assistance  (where  medical  pay- 
ments are  a growing  factor) , and  he  hopes 
to  get  Congress  to  drop  the  $50  million  a 
year  program  of  grants  to  help  build  water 
treatment  plants. 

Whether  Congress  will  follow  the  Presi- 
dent’s lead  in  the  back-to-the-states  move- 
ment is  another  question.  At  least  he  has 
said  specifically  what  he  thinks  should  be 
done,  and  when. 

There  was  no  expectation  that  the  Rus- 
sian scare  woidd  dilute  politics  this  election 
year — and  it  hasn’t.  If  anything  the  parti- 
sans are  struggling  harder  than  ever  to 
make  records  that  will  reflect  glory  on  them 
next  November.  Some  of  course,  would 
be  pressing  for  their  projects  regardless  of 
the  election. 

So  this  is  the  prospect,  in  brief: 

The  Defense  Department  and  science  will 
get  the  major  attention  and  the  major 
money,  but  some  may  spill  over  into  medi- 
cine. There  is  some  interest  in  a tight  do- 
mestic budget  and  returning  certain  activi- 
ties to  the  states,  but  old  fashioned  politics 
combined  with  a fear  of  a continuing  reces- 
sion may  again  open  up  the  federal  purse. 

Medical  legislation,  always  a popular  sub- 
ject, may  get  more  and  more  attention  as 
the  session  rolls  on.  If  so,  the  Forand  bill 
among  others  would  come  immediately  to 
the  fore. 

★ 

Several  developments  in  the  legislative 
field  on  Jenkins-Keogh  bills  came  early  in 
the  session.  The  American  Thrift  Assem- 
bly, representing  some  10  million  self- 
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employed,  urged  favorable  House  Ways  and 
Means  action,  and  the  Americal  Medical  As- 
sociation pointed  out  that  the  proposal  for 
tax  deferment  of  money  paid  into  retire- 
ment plans  could  help  solve  the  problem  of 
maldistribution  of  physicians. 

In  the  Senate,  a majority  of  the  Small 
Business  Committee  introduced  a tax-relief 
bill  with  a J-K  provision.  The  section 
would  allow  anyone  not  now  benefitting 
from  a qualified  pension  plan  to  set  aside 
10%  of  annual  income  ($1,000,  maximum). 
The  bill  went  to  Senate  Finance  Committee. 

AMA's  Brochure  Suggests  MDs  Oppose 
Social  Security 

Eight  reasons  why  physicians  should  not 
accept  social  security  on  a compulsory  basis 
are  listed  in  a brochure  mailed  by  the  AMA 
recently.  The  pamphlet,  entitled  “Which 
Way?”,  urges  physicians  to  study  the  rea- 
sons and  evaluate  them  carefully  in  making 
a decision  as  to  ‘which  way’  the  medical 
profession  should  turn.  The  reasons  listed 
are: 

1.  The  Social  Security  system  is  the  ac- 
cepted mechanism  through  which  the  pro- 
ponents of  socialized  medicine  hope  to 
accomplish  their  objective. 

2.  Medicine’s  approval  of  compulsory  cov- 
erage would  tend  to  neutralize  our  contin- 
uing struggle  against  socialization  of  medi- 
cal practice  via  amendments  to  the  Social 
Security  Act. 

3.  Active  support  by  the  medical  profes- 
sion of  compulsory  coverage  would  make 
the  profession  vulnerable  to  the  charge  that 
it  is  willing  to  accept  a little  bit  of  socialism 
for  personal  gain,  but  is  opposed  to  other 
bits  of  socialism  designed  for  the  general 
public. 

4.  Few  physicians  would  benefit  from  the 
retirement  features  of  Social  Security. 
Most  doctors  do  not  retire  at  65.  The  doc- 
tor who  earns  as  much  as  $1200  a year  fol- 
lowing 65  and  up  to  72  would  receive  re- 
duced or  no  Social  Security  payments. 

5.  Physicians  who  are  interested  in  Social 
Security  primarily  because  of  the  survivor- 
ship benefits  should  realize  that  those  bene- 
fits have  many  gaps  and  deficiencies  which 
can  be  avoided  in  private  insurance  plans. 
For  example:  A widow  with  no  children 
under  18  receives  no  survivorship  benefits 


until  she  is  62.  Family  survivorship  bene- 
fits terminate  when  the  youngest  child  be- 
comes 18,  leaving  a no-income  gap  until  she 
is  62.  A widow’s  survivorship  benefits  stop 
if  she  remarries,  and  they  are  reduced  if 
she  or  her  children  enter  substantial  gainful 
employment. 

6.  Under  Social  Security,  there  is  no  con- 
tract, no  guarantee,  no  cash  surrender  value, 
and  no  opportunity  to  voluntarily  with- 
draw from  the  system.  Private  insurance 
policies  are  valid,  enforceable  contracts 
which  guarantee  payments  for  a stipulated 
premium  and  vary  only  as  the  terms  of  the 
contract  indicate.  Under  Social  Security, 
the  tax  rate  and  the  tax  base  may  be  in- 
creased at  the  will  of  Congress. 

7.  In  1957,  for  the  first  time,  benefits  paid 
exceeded  Social  Security  tax  income.  To- 
day 9 out  of  10  active  workers  pay  Social 
Security  taxes,  but  only  5 out  of  10  of  our 
older  citizens  are  drawing  benefits.  Twenty 
years  from  now  9 out  of  10  of  our  senior 
citizens  will  be  eligible  to  draw  benefits.  It 
is  almost  impossible  for  us  to  predict  what 
the  future  cost  of  this  program  will  be,  and 
whether  our  children  or  grandchildren  will 
be  able  to  carry  this  tax  burden. 

8.  Social  Security  on  a compulsory  basis 
for  physicians  would  mean  that  physicians 
of  today  would  be  committing  the  doctors 
of  tomorrow  to  an  enforced  taxation  in  re- 
turn for  uncertain  benefits. 

Copies  of  “Which  Way?”  may  be  obtained 
by  writing  the  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago 
10,  Illinois. 
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Medicare  Announces  Change  in  Eligibility 

All  eligible  dependents  are  now  required 
to  present  their  new  Medical  Authorization 
card  to  be  eligible  for  care  under  Medicare. 
Children  under  ten  years  of  age  are  eligible 
under  the  parents’  card.  In  emergencies  de- 
pendents may  be  accepted  for  care  without 
a card  if  other  documented  identification  is 
presented  and  explained  on  claim  form  (DA 
1863),  or  attached  letter. 

Mid-South  Postgraduate  Assembly 

The  Assembly  drew  more  than  1,000  phy- 
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sicians  and  students  to  Memphis  from  seven 
states  at  its  69th  annual  session  held  at  the 
Peabody  hotel,  February  11-14.  Papers  cov- 
ered such  topics  as  jaundice,  fractures,  auto 
crash  injuries  and  deaths,  convulsive  dis- 
orders, bronchial  asthma,  chest  disease, 
drug  allergy,  cirrhosis  of  the  liver  and  lung 
cancer. 

Guest  speakers  included  Dr.  Richard  B. 
Capps  of  Evanston  and  Chicago;  Dr.  Harold 
F.  Falls  of  Ann  Arbor;  Dr.  Garth  L.  Jarvis 
of  Galveston,  Texas;  Dr.  Carter  R.  Rowe  of 
Cambridge,  Mass.;  Dr.  Fletcher  D.  Wood- 
ward of  Charlottesville,  Va.;  Dr.  Lyle  A. 
French  of  Minneapolis;  Dr.  E.  A.  Brown  of 
Medford,  Mass.;  Dr.  Hugh  M.  Wilson  of  St. 
Louis;  Dr.  Howard  F.  Root,  Baton  Rouge, 
La.;  Dr.  H.  Minor  Nichols  of  Portland,  Ore.; 
Dr.  Fred  K.  Garvey  of  Winston-Salem,  N.  C.; 
Dr.  Walton  R.  Akenhead,  Baton  Rouge,  La.; 
Dr.  Roger  S.  Mitchell  of  Boulder,  Colo.;  Dr. 
C.  B.  Puestow  of  Urbana,  111.;  Dr.  Robert 
H.  Alway,  Stanford,  Calif.;  Dr.  Julian  John- 
son, Philadelphia;  Dr.  Robert  H.  Barter, 
Washington;  and  Dr.  William  F.  Reinhoff, 
Jr.  of  Baltimore. 

Memphis  Eye,  Ear,  Nose  and  Throat 
Convention 

Six  outstanding  specialists  in  ophthal- 
mology and  otolaryngology  lectured  during 
the  annual  convention  February  8-10,  at  the 
Hotel  Peabody.  Dr.  Albert  E.  Sloane,  Bos- 
ton, associate  surgeon  in  ophthalmology 
at  Massachusetts  Eye  and  Ear  Infirmary 
opened  the  convention  with  a talk  on  “As- 
tigmatism and  Common  Problems  in  Re- 
fraction.” Other  lecturers  during  the  three 
day  meeting  were:  Dr.  S.  Rodman  Irvine  of 
Los  Angeles;  Dr.  Fletcher  W.  Woodward  of 
Charlottesville,  Va.:  Dr.  Harold  F.  Falls  of 
Ann  Arbor;  Dr.  C.  M.  Pomerat  of  Austin, 
Texas;  and  Dr.  Irving  G.  Goldman  of  New 
York. 

Topics  discussed  included  glaucoma,  ef- 
fects of  tobacco  as  related  to  otolaryngol- 
ogy, medical  aspects  of  automotive  crash 
injuries  and  deaths,  and  management  of 
sub-normal  vision.  More  than  100  eye,  ear, 
nose  and  throat  specialists  from  the  Mid- 
South  attended,  as  well  as  others  from 
seven  neighboring  states. 


Chattanooga  Area  Heart  Association 

The  Seventh  Annual  Heart  Symposium 
was  held  in  Chattanooga  on  January  30th. 
It  was  sponsored  by  the  Chattanooga  Area 
Heart  Association  in  cooperation  with  the 
Chattanooga-Hamilton  County  Medical  So- 
ciety. Dr.  John  H.  Carter,  chairman  of  the 
Symposium  committee,  was  aided  by  Drs. 
David  P.  McCallie,  Fay  B.  Murphey,  Mer- 
rill Nelson,  E.  White  Patton,  Roy  Pope,  and 
Homer  Venters.  Dr.  Charles  P.  Bailey  of 
Philadelphia,  Dr.  William  Dock  of  New 
York,  and  Dr.  E.  A.  Gaensler  of  Boston  were 
the  guest  speakers. 

Vanderbilt  University  School  of  Medicine 

Genetic  effects  of  radiation,  a controver- 
sial subject,  were  discussed  in  a lecture  by 
Dr.  Arthur  Steinberg  of  Western  Reserve 
University  at  Cleveland,  Ohio. 

A lecture  was  given  by  Dr.  Frederick  W. 
Clements,  specialist  in  nutritional  prob- 
lems from  Sydney,  Australia,  on  the  sub- 
ject of  “Some  Aspects  of  the  Problem  of 
Endemic  Goiter.” 

Dr.  Howard  E.  Skipper,  assistant  director 
of  the  Southern  Research  Institute,  Birm- 
ingham, Alabama,  lectured  on  the  subject 
“The  Biochemical  Aspects  of  Cancer  Chem- 
otherapy.” 

★ 

Sir  MacFarlane  Burnet,  the  Flexner  Lec- 
turer for  1958,  is  director  of  the  Walter  and 
Eliza  Hall  Institute  of  Medical  Research  at 
the  Royal  Melbourne  Hospital  and  Pro- 
fessor of  Experimental  Medicine  at  the 
University  of  Melbourne.  His  research  in- 
terests have  been  in  epidemiology,  immun- 
ology, and  virology.  His  contributions  on 
bacteriophages  and  influenza  viruses  are 
among  the  classics  in  this  field.  Dr.  Burnet 
is  now  regarded  as  an  outstanding  theoreti- 
cal biologist  and  as  one  of  the  world’s  fore- 
most medical  scientists. 

The  lectures  and  their  dates  are:  March 
26,  “Clonal  Phenomena  in  Bacterial 
Growth”;  March  28,  “Clonal  Aspects  of 
Virology”;  March  31,  “The  Facts  of  Immun- 
ity”; April  7,  “The  Clonal  Selection  Theory 
of  Antibody  Production”;  April  10,  “The 
Pathology  of  the  Immune  Response”;  April 
25,  “Proliferative  Conditions  in  Reticular 
Tissues”;  and  on  April  28,  “Malignant  Dis- 
eases.” 


March,  1958 


PERSONAL  NEWS 


125 


University  of  Tennessee 
College  of  Medicine 

Dr.  Hans  Haumann  of  Kennedy  VeteraTis 
Hospital  has  been  appointed  an  assistant 
professor  in  the  Department  of  Medical 
Laboratories. 

★ 

Dr.  Amoz  I.  Chernoff,  hematologist  from 
Duke  University  has  been  named  to  the 
staff  of  the  University  of  Tennessee  Me- 
morial Research  Center  and  Hospital,  Knox- 
ville. 

★ 

Some  75  medical  technologists  from  the 
South  attended  a postgraduate  program  in 
January  at  the  Institute  of  Pathology.  It 
was  presented  as  an  aid  to  technologists  in 
their  efforts  to  meet  the  rapidly  changing 
demands  made  on  the  laboratory. 

★ 

The  Department  of  Surgery  of  the  Uni- 
versity of  Tennessee  has  arranged  a two 
day  program  (April  2 and  3)  for  members 
of  the  New  Orleans  Surgical  Society,  whose 
members  travel  each  year  to  some  medical 
center  for  a scientific  program  and  oppor- 
tunity to  become  familiar  with  the  work 
being  done  in  other  centers. 

Dr.  Harwell  Wilson  has  planned  the  fol- 
lowing program:  Thoracic  Emergencies  in 
the  Aged,  by  Dr.  Duane  Carr;  Carotid  Ar- 
tery Endarterectomy,  Dr.  Francis  Murphey; 
Radical  Mastectomy  vs  Simple  Mastectomy, 
Dr.  R.  R.  Braund;  Substitution  of  Right 
Colon  for  Esophagus,  Dr.  Russell  Patterson; 
Fibrinogenopenia  and  Fibrinolysis,  Dr.  L. 
W.  Diggs;  Trans  Ventricular  Aortography, 
Dr.  Felix  Hughes;  Physiologic  Principles  in 
Operations  for  Peptic  Ulcer,  Dr.  E.  H. 
Storer;  Congenital  Cysts  of  the  Pancreas, 
Dr.  Robert  Miles;  Malignant  Carcinoid 
Syndrome — Surgical  Treatment,  Dr.  Har- 
well Wilson;  Experimental  Studies — Use  of 
Radio-active  Phosphorus  ( P ,_. ) to  Determine 
Viability  of  Head  of  Femur,  Dr.  H.  B.  Boyd; 
Experimental  Studies — Pump  Oxygenator, 
Dr.  T.  T.  Myre;  Coronary  Flow  Related  to 
Cardiac  Conduction,  Dr.  George  Lumb;  A 
Stable,  Safe,  High-Calorie  Fat  Emulsion  for 
Clinical  Intravenous  Use,  Dr.  Joe  Campbell; 
Uterine  Cancer  Survey  Project,  Dr.  C.  C. 
Erickson;  Motion  Picture,  Maxillary  Resec- 
tion— Personal  narration  by  Dr.  Edwin 
Cocke;  Carcinoma  of  Thyroid,  Dr.  William 


David  Dunavant;  Motion  Picture — Surgery 
in  Siamese  Twins— Personal  narration  by 
Dr.  Harwell  Wilson;  and  Use  and  Abuse  of 
Intramedullary  Nail,  Dr.  Hugh  Smith. 

All  interested  physicians  are  invited  to 
attend  the  scientific  program  which  the  De- 
partment of  Surgery  will  present  for  the 
New  Orleans  Surgeons. 

Aid  to  Tennessee's  Medical  School 

The  three  medical  schools  of  the  State 
have  received  grants  totaling  more  than 
$120,000  from  the  National  Fund  for  Medi- 
cal Education.  Vanderbilt  University  School 
of  Medicine  will  receive  $28,130,  the  Uni- 
versity of  Tennessee  College  of  Medicine 
will  receive  $65,440,  and  Meharry  Medical 
College,  $30,730.  Each  school  receives  a 
flat  $15,000  plus  $65  for  each  undergraduate. 
Since  1951  the  Fund  has  awarded  a total  of 
$15,843,766  to  the  medical  schools  of  the 
Country.  During  1957  the  Fund  received 
contributions  from  2662  corporations  and 
individuals  as  well  as  one  from  the  Ford 
Foundation.  These  monies  amplified  by 
contributions  from  the  medical  profession 
through  the  American  Medical  Education 
Foundation  (AMEF)  have  undoubtedly 
helped  to  keep  open  the  doors  of  some 
medical  schools. 


The  Memphis  Obstetrical  and  Gynecological  So- 
ciety has  announced  officers  for  1958.  They  are: 
Dr.  Walter  A.  Ruch,  President;  Dr.  Harold  Fein- 
stein,  Vice-President;  Dr.  R.  M.  Rueh,  Secretary 
and  Dr.  Curtis  Ogle,  Treasurer.  Outgoing  of- 
ficers are  Dr.  Carey  Bringle,  President;  Dr.  Wm. 
Mackey,  Vice-President,  and  Dr.  L.  C.  Lewis, 
Treasurer. 

Dr.  Wm.  G.  Stephenson,  Chattanooga,  has  been 
named  President-Elect  of  the  Mid-South  Post- 
graduate Medical  Assembly.  Dr.  Julian  K.  Welch, 
Jr.,  Brownsville,  was  elected  as  one  of  the  Vice- 
Presidents,  and  Dr.  P.  Thurman  Crawford,  Mem- 
phis, was  re-elected  Secretary-Treasurer. 

Dr.  Moore  J.  Smith,  Chattanooga,  recently  spoke 
on  the  subject  “The  Importance  of  Health  Educa- 
tion” before  the  Chattanooga-Hamilton  County 
Health  Council. 

Dr.  J.  E.  Acker,  Jr.,  Knoxville,  recently  spoke 
to  the  District  2 group  of  the  Tennessee  Nurses 
Association. 

Dr.  N.  E.  Hyder,  Jr.,  Erwin,  announces  his  as- 
sociation for  the  practice  of  medicine  with  Dr. 
Earl  Peterson  of  Erwin. 
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Dr.  Donald  P.  Chance,  formerly  of  Danville, 
Pa.,  has  announced  the  opening  of  his  office  for 
the  practice  of  medicine  and  surgery  at  Kingsport. 

Dr.  May  Wharton,  Pleasant  Hill,  was  recently 
honored  in  the  official  publication  of  Sigma  Phi 
Gamma  International  Sorority. 

Dr.  John  B.  Youmans,  Nashville,  was  a recent 
speaker  at  the  meeting  of  the  Roane  County  Medi- 
cal Society. 

Dr.  John  H.  Burkhart,  Knoxville,  spoke  before 
the  Technical  Society  of  Knoxville  on  the  subject 
"Diagnosis,  Treatment  and  Prevention  of  Heart 
Disease.” 

Dr.  Robert  Patterson  and  Dr.  Victor  Klein, 

Knoxville,  were  guest  speakers  before  the  Medical 
Assistants  Society  of  Tennessee. 

Dr.  Jacob  T.  Bradsher,  Knoxville,  recently 
spoke  on  "New  Developments  in  Heart  Surgery” 
at  the  Knoxville  Women’s  Club  meeting. 

Dr.  James  L.  Fowle,  Chattanooga,  has  been  re- 
elected President  of  the  Chattanooga-Hamilton 
County  Health  Council.  Dr.  Cecil  Newell,  Dr. 
Lloyd  Thompson  and  I)r.  T.  D.  Upshaw,  Jr.  were 
elected  vice-presidents. 

Dr.  R.  B.  Wood,  Knoxville,  recently  spoke  be- 
fore the  Knoxville  Chapter  of  the  National  Regis- 
try of  Medical  Secretaries. 

Dr.  R.  C.  Kimbrough,  Madisonville,  was  a par- 
ticipant at  the  career  conferences  presented  at 
McMinn  County  High  School. 

Dr.  Robert  Ball  and  Dr.  E.  Howard  Steffee,  Oak 
Ridge,  were  speakers  before  the  meeting  of  the 
Oak  Ridge  Branch  of  the  American  Association  of 
University  Women. 

Dr.  Nicholas  II.  Edwards,  formerly  of  Memphis, 
has  announced  the  opening  of  his  offices  at  the 
Grand  Junction  Clinic  in  Bolivar. 

Dr.  M.  L.  Trumbull,  Memphis,  has  been  named 
Chairman  of  the  Executive  Committee  of  the 
American  Society  of  Clinical  Pathologists. 

Dr.  .1.  Hooper,  Harriman,  is  the  new  president 
of  the  Roane  County  Medical  Society.  Dr.  Law- 
rence Ball,  Oak  Ridge,  was  named  vice-president 
and  Dr.  Henry  B.  Ruley,  Oak  Ridge,  was  re- 
elected secretary -treasurer. 

Dr.  E.  Wayne  Gilley,  Chattanooga,  recently  ad- 
dressed the  Optimist  Club. 

Dr.  Vernon  Knight.  Nashville,  was  the  author 
of  a recent  article  appearing  in  Harpers  Magazine. 

Drs.  Jones  Rutledge  and  Warren  Rutledge  an- 
nounced the  opening  of  an  office  in  Lynnville. 

Dr.  Elliot  V.  Newman,  Nashville,  has  been 
elected  a Fellow  in  the  New  York  Academy  of 
Sciences. 

Dr.  R.  H.  Haralson,  Maryville-Alcoa,  recently 
addressed  the  Civitan  Club  on  the  subject  “The 
History  of  Anesthesia.” 

Dr.  Ralph  Brickell,  Tullahoma,  has  been  elected 
chief  of  staff  at  Coffee  County  Hospital. 

Dr.  Edwin  E.  Miller,  Knoxville,  recently  spoke 
before  the  Exchange  Club. 

Dr.  Rudolph  Light,  Nashville,  has  resigned  as 
associate  professor  of  surgery  at  Vanderbilt  to 


accept  the  position  of  visiting  surgeon  at  Oxford 
University  Medical  School,  England. 

Dr.  Robert  Quinn,  Nashville,  was  a recent 
speaker  at  the  Kiwanis  Club  in  Lewisburg. 

Dr.  William  O.  Vaughan,  Nashville,  has  been 
named  chairman  of  the  Board  of  Directors  of  the 
Nashville  Academy  of  Medicine. 

Dr.  Harry  A.  Stone,  Chattanooga,  will  discuss 
the  subject  "Organized  Medicine”  on  a TV  pro- 
gram entitled  “Your  Doctor  Speaking.” 

Four  Cleveland  physicians  participated  in  a 
panel  discussion  recently  at  Lee  College  on  the 
subject  “Immunization.”  Participants  were  Drs. 
Marvin  R.  Batchelor,  William  A.  Garrott,  Jaek  R. 
Free  and  Gilbert  A.  Varnell. 

Dr.  Albert  Weinstein,  Nashville,  was  the  sub- 
ject of  a feature  article  appearing  in  a Nashville 
Newspaper  under  the  title  “The  Doctors  Speak.” 

Dr.  George  Dodson,  Jackson,  has  been  named 
chief  of  the  medical  staff  of  Jackson-Madison 
County  General  Hospital.  Dr.  Swann  Burrus,  Sr., 
was  elected  assistant  chief  of  staff. 

Chiefs  for  the  various  services  for  1958  include: 
Dr.  G.  B.  Hubbard,  surgery;  Dr.  John  Powers, 
general  practice;  Dr.  George  Harvey,  medicine; 
Dr.  Henry  Herron,  obstetrics  and  gynecology;  Dr. 
John  R.  Thompson,  radiology;  Dr.  Chester  Jones, 
pathology;  and  Dr.  Henry  Moore,  anesthesiology. 
Members  of  the  executive  committee  included  Dr. 
W.  II.  Roberts  and  Dr.  Stanley  E.  Crawford.  The 
doctors  are  all  from  Jackson. 

Dr.  Fletcher  Goode  announces  the  opening  of 
his  office  for  the  practice  of  medicine  with  Dr. 
P.  .1.  Batson  and  Dr.  B.  W.  King  at  Millington. 

“The  Function  of  Our  Public  Health  Depart- 
ment” will  be  the  topic  of  the  program  before  the 
Business  and  Professional  Women’s  Club  where 
Dr.  James  Willett,  of  Elizabethton  was  the 
speaker. 

Dr.  Paul  D.  Richards,  Knoxville,  is  the  new 
president  of  the  Knoxville,  Maryville  and  Oak 
Ridge  Pediatrics  Society.  He  will  succeed  Dr. 
Mary  Cragan,  Maryville. 

Dr.  J.  Carroll  Chambers,  Johnson  City,  is  the 
new  director  of  the  Washington  County  Health 
Department. 

Dr.  R.  H.  Hutcheson,  Franklin,  delivered  the 
principle  address  at  the  dedication  of  the  Nursing 
Education  Building  of  Memorial  Hospital  in  John- 
son City. 


Science  Looks  at  Smoking,  by  Eric  Northrup.  190 
pages.  New  York:  Coward-McCann,  Inc.,  1957. 
Price  $3.00. 

The  subject  of  smoking  vs.  lung  cancer  has 
received  repeated  review  in  recent  medical  and 
statistical  literature,  and  is  recognized  as  a prime 
example  of  the  problem  of  making  decisions  in 
the  face  of  uncertainty.  Considering  all  facets  of 
the  known  information  on  the  subject,  do  we  now 
have  “proof”  that  cigarettes  are  “coffin  nails”? 
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The  answer  must  be  No,  but  we  do  have  a great 
deal  of  evidence  that  is  most  conveniently  ex- 
plained by  the  hypothesis  that  sihoking  is  one  of 
the  major  causes. 

The  book  under  review  deplores  the  recent 
“scare”  publicity  given  to  the  subject,  when  none 
of  the  investigations  to  date  has  led  to  conclusive 
findings  that  can  be  accepted  as  reasonable  proof 
that  smoking  is  the  cause  of  lung  cancer.  This 
is  a book  aimed  at  the  lay  reader,  with  many  ci- 
tations and  quotations,  but  no  bibliography.  A 
long  introduction  is  given  by  Dr.  Harry  Greene 
of  Yale,  whom  the  author  identifies  as  an  “op- 
ponent” of  the  tobacco-cancer  theory.  One  de- 
tects repeatedly  throughout  the  book  a lack  of 
scientific  detachment  which  belies  the  title.  For 
instance,  a most  inadequate  idea  is  given  of  the 
evidence  from  the  many  case  history  studies,  and 
the  statements  which  are  given  are  slanted,  even 
though  some  detailed  consideration  of  their  in- 
adequacies and  limitations  would  be  sufficient  to 
show  that  they  do  not  establish  causal  proof. 
Their  detailed  evaluation  would  have  shown  that 
they  constitute  a formidable  body  of  evidence  of 
an  as  yet  unexplained  relation  between  smoking 
and  lung  cancer;  further  investigation  may  reveal 
that  the  relation  is  coincidental  or  pure  artifact, 
but  at  present  this  cannot  be  concluded. 

The  introduction  by  Dr.  Greene  is  more  inter- 
esting than  the  rest  of  the  book,  in  giving  his 
views  on  the  place  and  status  of  animal  experi- 
mentation in  the  evaluation  of  the  role  of  smok- 
ing in  human  cancer.  The  population  study  made 
by  the  American  Cancer  Society  is  discussed  ex- 
tensively. Some  of  the  confusing  epidemiological 
evidence  is  presented,  with  its  problems  of  re- 
liability and  interpretability.  Some  consideration 
is  given  to  smoking  vs.  heart  and  other  diseases, 
both  as  to  casualty  and  aggravation.  The  ex- 
traneous topic  of  diet  and  cholesterol  vs.  heart 
disease  is  discussed,  uncritically. 

Edwin  B.  Bridgforth,  Ph.D. 


Cardiovascular  Seminar 


The  annual  Cardiovascular  Seminar  sponsored 
by  the  Mississippi  Heart  Association  and  The  Uni- 
versity of  Mississippi  School  of  Medicine  will  be 
held  at  the  University  Medical  Center  in  Jackson 
April  2-4.  The  five-person  guest  faculty  includes: 
Henry  T.  Bahnson,  M.D.,  Johns  Hopkins  Univer- 
sity School  of  Medicine;  Louis  N.  Katz,  M.D., 
Michael  Reese  Hospital;  John  H.  Moyer,  M.D., 
The  Hahnemann  Medical  College  and  Hospital; 
Catherine  A.  Neill,  M.D.,  Johns  Hopkins  Univer- 
sity School  of  Medicine;  and  Conger  Williams, 
M.D.,  Harvard  University  School  of  Medicine. 

Gill  Memorial  Eye,  Ear  and  Throat 
Hospital 

The  Thirty-First  Annual  Spring  Congress  will 


be  held  at  Roanoke,  Va.,  April  14-19.  Twenty- 
two  guest  speakers  besides  the  Staff  will  cover 
the  fields  of  ophthalmology,  otology,  rhinology, 
laryngoscopy,  facio-maxillary  surgery,  bronchos- 
copy and  esophagoscopy. 

West  Tennessee  Medical  and  Surgical 
Association 

The  West  Tennessee  Medical  and  Surgical  As- 
sociation will  hold  its  regular  spring  meeting  on 
Thursday,  May  1,  1958  at  the  New  Southern  Hotel 
in  Jackson.  Dr.  David  E.  Stewart,  Brownsville, 
is  the  Program  Chairman.  Complete  plans  and 
the  program  will  be  announced  in  the  April  issue 
of  the  Journal. 

Psychiatric  Speakers  Bureau 

The  General  Practitioner  Education  Project, 
jointly  sponsored  by  the  American  Psychiatric 
Association  and  the  American  Academy  of  Gen- 
eral Practice,  is  interested  in  the  development  of 
postgraduate  psychiatric  education  for  the  family 
physician.  One  of  the  services  which  is  offered 
by  the  Project  is  a Speakers  Bureau,  which  is 
prepared  to  offer  names  of  Psychiatrists  who  are 
willing  to  serve  as  guest  lecturers  while  they  are 
taking  their  vacation  trips.  Medical  societies,  hos- 
pitals, etc.  which  are  interested  in  obtaining  names 
of  psychiatric  speakers,  please  contact  the  G.P. 
Project,  American  Psychiatric  Association,  1785 
Massachusetts  Avenue,  N.W.,  Washington,  D.  C. 

Newly  Licensed  Physicians 

The  following  have  been  granted  a license  to 
practice  medicine  in  the  State  of  Tennessee: 
Foster,  John  H.,  Nashville 
Ferguson,  Morris  D.,  Washington,  D.  C. 

Brooks,  Brown,  Memphis 

Deaton,  William  J.,  Memphis 

Duncan,  William  L.,  Memphis 

Meeks,  John  E.,  Memphis 

McAllister,  Marianna,  Miami  Beach,  Fla. 

Lockwood,  William  R.,  New  Orleans,  La. 

Grymes,  William  L.,  Memphis 

Grossman,  Richard  A.,  Miami  Beach,  Fla. 

Munson,  Edwin  S.,  Iowa  City,  Iowa 

Ragsdale,  John  W.,  Jr.,  Memphis 

Reid,  Nat  D.,  Asheville,  N.  C. 

Ricketts,  George  L.,  Jr.,  Memphis 
Ward,  Adele  M.  C.,  Memphis 
Bostian,  LeRoy  E.,  New  York 
Worthy,  Jerry  L.,  Memphis 
Wooley,  Otis  B.,  Jr.,  Nashville 
Burford,  Fred  J.,  Memphis 
Frank,  Gael  R.,  Wichita  Falls,  Tex. 

Herman,  Russell  C.,  National  City,  Calif. 
Hughes,  Joe  L.,  Cleveland,  Tennessee 
Mason,  Walter  L.,  Memphis 
Berton,  William  M.,  Memphis 
Balchum,  Oscar  J.,  Nashville 
Hull,  Ernest  Q.,  Signal  Mt.,  Tenn. 

Jackson,  Richard  L.,  Memphis 
Joseph,  Rae  Jean  K.,  Ft.  Campbell,  Ky. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  informa- 
tion and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5 , Tennessee. 


Desires  location  near  or  in  Nashville  in  general 
practice.  Either  permanent  or  temporary. 

LW-298 


A 28  year  old  manned  physician,  Presbyterian. 
Graduate  of  Tulane  Medical  School.  Now  com- 
pleting service.  Desires  general  practice  in  large 
community  in  clinic  or  industry.  Available  July, 
1958.  LW-299 


Locations  Wanted 

A 32  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Tennessee.  Now  on 
active  duty.  Desires  general  practice  in  commu- 
nity of  10,000  to  20,000.  Has  several  months  Ob- 
Gyn  residency.  Available  upon  securing  suitable 
location.  LW-274 


A 32  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee.  De- 
sires general  practice  in  community  of  2,000-10,000 
in  middle  or  west  Tennessee.  Available  April  1, 
1958.  LW-277 


A 44  year  old  married  physician,  Church  of 
God.  Graduate  of  University  of  Indiana  School  of 
Medicine.  Has  just  completed  9 years  service  in 
mission  field.  Desires  assistant  or  associate  prac- 
tice in  general  surgery.  Available  July,  1958. 

LW-285 


A 47  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Now  com- 
pleting service.  Desires  associate  or  clinical  gen- 
eral practice.  Would  consider  industrial.  Avail- 
able immediately.  LW-286 


A 38  year  old  widowed  physician,  Methodist. 
Graduate  of  George  Washington  University.  Pri- 
ority IV.  Desires  general  surgery  practice  in  east 
Tennessee  community  of  10,000-200,000.  Available 
immediately.  LW-300 


A 43  year  old  physician,  Presbyterian.  Grad- 
uate of  University  of  Pennsylvania.  Desires  gen- 
eral practice  with  some  surgery  and  OB.  Would 
consider  industrial.  Prefers  east  Tennessee. 
Available  immediately.  LW-302 


A 36  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Louisville.  Priority  IV. 
Desires  associate  or  clinical  practice.  Specialty 
Radiology.  Available  July,  1958.  LW-303 

♦ 

A 35  year  old  married  physician,  Catholic. 
Graduate  of  Indiana  University.  Priority  IV.  De- 
sires general  surgery  practice  in  community  over 

15,000.  Has  four  years  general  surgery  residency. 
Available  July,  1958.  LW-304 


A 34  year  old  physician,  Baptist.  Graduate  of 
University  of  North  Carolina.  Priority  IV.  De- 
sires OB-Gyn  practice  in  clinic  or  association  with 
other  doctor.  Available  July  1,  1958.  LW-305 


A 30  year  old  married  physician,  Protestant. 
Graduate  of  University  of  North  Carolina.  Priority 
IV.  Desires  practice  in  Internal  Medicine  in  com- 
munity of  at  least  50,000.  Available  June,  1958. 

LW-287 

♦ 

A 32  year  old  married  physician,  Methodist. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Desires  practice  in  Internal  Medicine  in  commu- 
nity of  20,000  to  150,000.  Available  July,  1958. 

LW-292 


A 29  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Desires 
general  practice  in  community  of  6,000-25,000. 
Available  April,  1958.  LW-295 


A 30  year  old  married  physician,  Methodist. 
Graduate  Tulane  University.  Priority  V-A.  De- 
sires general  practice  in  community  of  5,000- 

10,000.  Available  July,  1958.  ” LW-296 


A 31  year  old  married  physician,  Christian. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Desires  Internal  Medicine  practice  in  community 
of  50,000  in  east  or  middle  Tennessee.  Available 
July,  1958.  LW-297 

♦ 

A 36  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Has  one  year  psychiatric  residency. 


Physicians  Wanted 

East  Tennessee  community  desires  general  prac- 
titioner. Population  of  town  850,  of  trade  area 

10,000.  One  other  physician  in  community  with 
a limited  practice.  Plans  are  being  made  to  build 
a clinic  in  the  near  future.  Considerable  medical 
equipment  has  been  purchased  and  is  in  storage. 

PW-69 


Local  position  for  desirable  young  physician 
with  administrative  ability.  An  opportunity  to  do 
public  relations  with  the  medical  profession  and 
lay  people.  Two-year  tenure  required.  Excellent 
introduction  into  medical  circles.  PW-93 


Large  company  located  in  Nashville  desires  as- 
sistant medical  director  with  experience  in  cardi- 
ology. Company  has  17  bed  hospital  and  fully 
equipped  clinic.  Position  requires  1 year  previous 
experience.  PW-94 

♦ 

East  Tennessee  community  of  7,000  desires  phy- 
sician to  take  care  of  general  practice  and  OB,  no 
surgery.  Excellent  opportunity  for  physician  look- 
ing for  desirable  location.  PW-95 


Lai'ge  company  in  eastern  Tennessee  desires 
physician  under  35  years  of  age.  Office  space  and 
all  equipment  provided  in  dispensary.  Prefer  in- 
ternal medicine  but  not  required.  PW-97 

(More  Placement  Page  on  Page  LXXX1) 
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PLACEMENT  SERVICE 

PHYSICIANS  WANTED 

Hospital  in  community  of  20,000  in  central  Tennessee  desires  physicians  with 
specialty  in  Pathology  and  Radiology.  Arrangements  will  he  discussed  in  interview. 

PW-98 

♦ 

Wanted:  Internist  interested  in  association  with  established  Medical  Clinic  in 
West  Tennessee  community.  PW-99 

♦ 

Middle  Tennessee  community  desires  physician.  No  other  physician  located 
there.  Excellent  size  and  opportunity  in  community  of  rapid  growth  and  young 
families.  PW-100 

♦ 

Anesthesia  Residency — Approved  two  year  training  program,  365  bed  teaching 
hospital.  Salary  plus  maintenance.  Immediate  appointment.  PW-101 

♦ 

Community  of  400  in  southern  Tennessee  desires  physician.  New  ten  room 
clinic  rent  free  to  physician  interested  in  this  location.  PW-102 


East  Tennessee  community  of  4,000  population  with  three  other  compatible 
physicians  desires  general  practitioner  to  replace  one  going  into  group  practice 
fifty  miles  distant.  Excellent  practice  already  established.  Office  and  equipment 
available  May,  1958.  PW-103 
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The  radioactive  isotopes  are  tools  for  an  ever-widening  use  in  diagnosis  and  treatment.  The  first  and 
most  extended  use  of  such  agents  has  been  with  radioactive  iodine,  which 
by  now  has  advanced  far  beyond  the  experimental. 


Clinical  Application  of  Radioactive  Isotopes* 


BEN  D.  HALL,  M.D.,  Johnson  City,  Tenn. 


With  the  development  of  newer  applica- 
tions of  atomic  energy  in  the  field  of  clinical 
medicine,  the  necessity  for  applying  expert 
clinical  judgment  to  the  use  of  radioisotopes 
has  thrown  a new  burden  on  the  shoulders 
of  those  doing  internal  medicine.  Only  by 
an  increasing  awareness  of  the  vast  poten- 
tialities offered  by  isotope  technics  in  the 
diagnostic  and  therapeutic  fields  can  in- 
ternists assume  their  rightful  role  as  clini- 
cians in  a joint  project  with  our  radiologic 
colleagues.  To  this  end  my  remarks  will 
be  concerned  with  a brief  discussion  of  the 
general  concept  of  radioactivity  and  its  ap- 
plication in  the  study  and  treatment  of 
thyroid  disease. 

The  use  of  radioactive  materials  is  not 
new  in  clinical  medicine.  Radium  and 
X-rays  have  been  used  for  sixty  years  as  a 
routine  part  of  radiologic  practice.  The 
newer  radioisotopes  differ  in  no  essential 
way  except  that  they  are  artificially  pro- 
duced in  a nuclear  reactor.  With  proper 
precautions  their  use  should  be  as  safe,  or 
safer. 

As  an  indication  of  the  popidarity  of  iso- 
topes, it  is  interesting  to  know  that  the  Oak 
Ridge  National  Laboratory  has  dispensed 
over  100,000  curies  of  isotopes1 — equivalent 
to  200  pounds  of  radium  (less  than  3 pounds 
of  actual  radium  is  available  in  the  world 
today) . 

*Presented  before  the  Tennessee  Regional  Meet- 
ing, American  College  of  Physicians,  Paris  Land- 
ing, Tenn.,  October  19,  1957. 


Physical  Aspects 

Radioactivity  implies  atomic  nuclear 
change  that  results  in  the  emission  of  rays 
from  the  atom.  A sample  of  a given  ele- 
ment placed  for  a suitable  short  time  in  a 
nuclear  reactor  becomes  transformed  usu- 
ally to  a radioactive  form  of  the  same  ele- 
ment. This  is  usually  brought  about  by  a 
shift  in  the  number  and  relationship  of  the 
neutrons  and  protons  in  the  orbit  of  the 
atom. 

For  example,  a piece  of  gold  foil  the  size 
of  a postage  stamp  left  for  one  week  in  a 
nuclear  reactor  becomes  the  equivalent,  in 
radioactivity,  of  one  gram  of  radium.  In 
other  instances  one  element  is  transformed 
into  another.  In  practice,  radioactive  phos- 
phorus ( P - ) actually  is  made  from  elemen- 
tal sulfur.  In  others  the  needed  isotope, 
like  radioiodine  ( 1 1 ; 1 ) , is  formed  as  an  es- 
sential part  of  the  manufacture  of  the 
atomic  bomb  and  only  requires  isolation 
and  processing. 

It  is  essential  to  bear  in  mind  that  a con- 
stant fraction  of  the  atoms  of  any  radio- 
isotope disintegrate  or  explode  at  a constant 
rate  in  a given  period  of  time.  If,  for  in- 
stance, we  have  one  hundred  atoms  present 
at  the  start  and  find  that  one  day  later 
there  are  only  fifty,  we  can  say  that  its 
“half-life”  is  one  day  and  can  predict  with 
almost  absolute  accuracy  that  at  the  end 
of  two  days  there  will  be  only  twenty-five. 

Let  us  then  examine  the  different  types 
of  radiation.  For  purposes  of  general  classi- 
fication there  are  two  main  types:  corpus- 
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cular  and  electromagnetic.  The  corpuscular 
types  are  actual  particles  of  matter  having 
measurable  mass  and  moving  at  moderate 
rates  of  speed.  They  have  the  capacity  of 
poor  tissue  penetration.  Electrons  (pro- 
tons and  neutrons) , alpha  particles  (ra- 
dium), and  beta  particles  (radium,  P and 
I111)  are  examples  of  the  corpuscular  types 
of  radiation.  Electromagnetic  types  differ 
in  that  they  have  no  mass,  no  weight  and 
no  charge.  They  move  at  the  speed  of  light 
and  have  wave  length  and  frequency.  Ex- 
amples of  electromagnetic  types  of  radia- 
tion would  include  light,  radio  and  tele- 
vision, X-rays  and  gamma  rays  (I13t, 
radium.  X-rays) . 

Clinical  Applications — Diagnosis 

Radioactive  isotopes  have  made  available 
an  indispensable  tool  in  basic  scientific  re- 
search as  well  as  in  the  field  of  clinical 
medicine.  Radioactive  gold  (Aul!)S)  and 
yttrium  (Y'HI)  have  been  used  with  some 
success  in  decreasing  pleural  effusions  due 
to  carcinoma.  Radioactive  phosphorus  (P  -) 
is  being  used  to  treat  polycythemia  vera, 
certain  leukemias  and  to  locate  intra-orbital 
tumors.  Radioactive  cobalt  (Co';")  is  used 
to  label  vitamin  B,L.  for  a test  to  detect  the 
presence  or  absence  of  the  intrinsic  factor 
in  cases  suspected  of  having  pernicious 
anemia.  Radioactive  iodine  ( 1 1 ; 1 ) has  found 
application  in  the  diagnosis  and  treatment 
of  certain  thyroid  disorders  and  in  the 
treatment  of  certain  types  of  euthyroid 
heart  disease. 

In  the  field  of  thyroid  disease  I’:il  is  a 
very  versatile  and  useful  isotope.  While 
most  diseases  of  the  thyroid  can  be  diag- 
nosed by  history  and  physical  examination, 
together  with  a minimal  amount  of  labora- 
tory work  including  a basal  metabolic  rate 
and  serum  cholesterol,  there  is  a significant 
group  that  still  offers  diagnostic  difficulty. 
The  thyroid  gland  may  be  considered  as  a 
continuously-running  production  line.  Io- 
dine is  trapped,  taken  into  the  thyroid  cells, 
utilized  to  form  hormonal  compounds  (di- 
iodotvrosine,  triiodothyronine,  tetraiodoty- 
rosine) , released  and  transported  to  the 
tissue  cells.  The  basal  metabolic  rate  meas- 
ures the  degree  of  cellular  stimulation  by 
measuring  the  metabolic  rate  of  the  cell. 


The  radioiodine  uptake  measures  the  rate 
of  endocrine  activity  of  the  thyroid  by 
measuring  either  the  degree  of  iodine  up- 
take into  the  gland  or  the  rate  of  iodine 
turnover,  clearance  and  utilization  by  the 
gland.  The  protein-bound  iodine  measures 
the  amount  of  iodine  that  is  bound  to  thy- 
roglobulin  as  it  is  being  transported  from 
the  gland  to  the  tissue  cells. 

The  technic  of  a radioactive  iodine  uptake 
study  is  quite  simple.  A tracer  dose  of 
radioiodine  containing  from  10  to  50  micro- 
curie is  given  orally,  and  monitoring  of  the 
thyroid  area  at  the  end  of  twenty-four  hours 
is  accomplished  by  the  use  of  a scintillation 
counter.  Standards  are  likewise  counted 
and  calculations  are  made,  based  on  the 
amount  of  radioactivity  given.  The  per- 
cent uptake  of  the  radioactive  material  by 
the  thyroid  is  determined  with  a standard 
formula.  In  general,  uptakes  from  0 to  15% 
are  indicative  of  hypothyroidism.  Uptakes 
from  15  to  45%  indicated  euthyroidism. 
Uptake  values  between  45  and  50%  are  con- 
sidered borderline,  and  uptakes  above  50% 
indicate  hyperthyroidism. 

The  advantages  of  such  a test  are  many: 

1.  No  special  diet  or  rest  is  required. 

2.  Tests  can  be  done  easily  on  children. 

3.  Nervousness  and  hypertension  do  not 
affect  the  test. 

4.  Only  a minimum  of  cooperation  is  nec- 
essary. 

5.  Tests  can  be  done  at  any  time  of  day 
or  night. 

6.  There  is  no  discomfort  to  the  patient. 
No  masks  are  placed  on  the  face,  and 
venipunctures  are  not  necessary. 

7.  The  test  can  be  done  on  patients  with 
fever,  lung  disease,  cardiac  decompen- 
sation, and  punctured  ear  drums  with- 
out affecting  the  results. 

8.  Substernal  and  aberrant  thyroids  can 
be  diagnosed  and  thyroid  nodules  can 
be  localized. 

Previous  treatment  with  inorganic  iodides 
such  as  Lugol’s  solution  or  potassium  iodide 
will  result  in  a falsely  low  value.  This  is 
likewise  true  for  the  organically  bound  io- 
dine utilized  in  intravenous  pyelograms, 
myelograms,  cholecytograms,  etc.  The  prior 
use  of  goitrogenic  drugs,  such  as  propyl- 
thiouracil, will  likewise  invalidate  the  ac- 
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curacy  of  the  test  unless  the  drug  has  been 
discontinued  for  a period  of  time  prior  to 
the  test. 

In  cases  where  the  iodine  uptake  is 
border-line  normal,  other  tests  may  be  de- 
sirable. In  certain  cases  a thyroid  clear- 
ance test  may  be  helpful.  This  measures 
the  rate  of  clearance  of  the  iodine  from  the 
blood  by  the  thyroid.  The  radioiodine  is 
given  intravenously  and  periodic  measure- 
ments of  the  thyroid  gland  and  the  plasma 
are  made  at  specific  intervals.  Results  are 
expressed  as  milliliters  of  plasma  per  hour 
cleared  of  radioiodine  by  the  thyroid  gland. 

The  chemical  measurement  of  the  protein- 
bound  iodine  is  highly  technical  and  not 
widely  available.  However,  after  a suit- 
ably high  tracer  dose  of  I131  is  given,  that 
portion  of  iodine  bound  to  protein  can  be 
detected  in  a well  counter  and  the  percent- 
age of  organically  bound  iodine  can  be 
determined.  This  is  done  either  by  precipi- 
tating the  protein  fraction  or  by  removing 
the  inorganic  portion  by  absorption  onto  a 
resin  column.  This  gives  the  protein-bound 
iodine  conversion  ratio  which  is  of  diag- 
nostic value  in  some  cases  where  the  iodine 
uptake  is  in  the  border-line  range. 

Another  test  of  value  is  the  thyroid  sup- 
pression test.  In  certain  instances  where 
the  original  uptake  value  is  of  border-line 
elevation,  the  patient  is  given  large  doses 
of  desiccated  thyroid  or  triiodothyronine 
for  10  to  14  days  to  suppress  thyroid  func- 
tion. The  24  hour  uptake  is  then  repeated. 
If  the  gland  is  truly  overactive  no  signifi- 
cant reduction  in  uptake  is  observed.  If 
the  gland  is  basically  euthyroid  the  second 
uptake  will  be  significantly  lower  than  the 
first. 

In  addition  to  uptake  studies  the  gland 
may  be  scanned  for  the  study  of  thyroid 
nodules.  This  may  be  done  by  the  use  of 
a hand-held  probe  or  by  the  use  of  a me- 
chanical device  which  may  actually  record 
a scintogram  of  the  gland.  In  1940,  Hamil- 
ton, Soley,  and  Eichorn,-  using  radio- 
autographic studies  of  thyroid  tissue  slices, 
found  that  cancerous  tissues  retain  prac- 
tically no  radioiodine  whereas  normal  thy- 
roid tissue  concentrated  large  amounts  of 
the  isotope.  Cope,  Rawson,  and  McArthur1 
and  several  others'  working  independently 


reported  that  benign  hyperplastic  nodules 
concentrated  more  radioactive  iodine  than 
normal  tissue. 

Using  these  reports  as  a guide,  Perlmut- 
ter  and  Slater  compared  the  relative  avid- 
ity of  clinically  solitary  nodules,  or  nodules 
limited  to  one  lobe,  with  that  of  the  contra- 
lateral uninvolved  portion  of  the  gland. 
The  nodule  was  classified'  as  “hot”  if  it  col- 
lected considerably  more  isotope  than  the 
normal  contralateral  side,  and  “cold”  if  it 
concentrated  considerably  less.  Those 
with  intermediate  values  were  considered 
“warm,”  but  classified  as  “cold.”  In  1954, 
Perlmutter7,  reported  that  of  85  such  soli- 
tary nodules  studied  and  subsequently  sur- 
gically removed,  none  of  the  24  “hot” 
nodules  were  pathologically  malignant,  but 
20%  of  the  “warm”  and  32%  of  the  “cold” 
nodules  were  considered  malignant  by  the 
surgical  pathologist.  In  a later  article  in 
1956,  Perlmutter  and  Slater''  extended  this 
study  to  include  140  patients  and  reported 
similar  results.  In  1950,  Means7  stated,  “so 
far  we  have  never  found  a hot  nodrde  which 
has  shown  histologic  evidence  of  malig- 
nancy.” In  the  experience  of  Beierwaltes8 
no  “hot”  nodule  has  been  proved  to  contain 
carcinoma,  but  over  25%  of  “cold”  nodrdes 
removed  by  thyroidectomy  have  contained 
carcinoma.  In  general  it  may  be  stated 
that  malignant  nodules  do  not  pick  up  ra- 
dioiodine and  will  be  “cold”  as  far  as  se- 
lective counting  is  concerned.  Metabolically 
inactive  thyroid  tissue,  due  to  any  cause, 
likewise  will  be  “cold”  (hemorrhagic  cyst, 
areas  of  thyroiditis,  calcification,  fibrosis, 
etc.).  Hyperplastic  nodules  will  concen- 
trate more  radioiodine  than  will  contiguous 
tissue  and  can  be  identified  accurately.  This 
technic  has  limited  application  in  the  ther- 
apy of  nontoxic  nodular  goiter  by  the  use 
of  thyroid  feeding  with  large  doses  of  desi- 
cated  thyroid  in  an  attempt  to  suppress 
pituitary  thyroid-stimulating  hormone. 

Treatment 

The  very  nature  of  hyperthyroidism  lends 
itself  to  treatment  by  internal  radiation 
with  radioiodine.  Radioiodine  treatment 
is  indicated  in  the  following  circumstances: 
(1)  uncomplicated  hyperthyroidism  over 
age  40;  (2)  recurrent  or  persistent  postop- 
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erative  toxicity;  (3)  toxicity  in  poor  surgi- 
cal risk  patients;  (4)  idiosyncrasy  to  anti- 
thyroid drugs;  (5)  refusal  to  accept  surgery; 
and  (6)  severe  or  progressive  exophthal- 
mos. 

Treatment  with  radioactive  iodine  may 
be  considered  contraindicated  in  the  follow- 
ing circumstances:  (1)  uncomplicated  hy- 

perthyroidism under  age  40;  (2)  toxicity 
in  children;  (3)  pregnancy  or  lactation;  and 
(4)  large  toxic  nodular  goiters. 

The  advantages  of  oral  treatment  with 
radioactive  iodine  are  obvious.  No  hos- 
pitalization is  necessary.  There  is  no  op- 
erative mortality,  discomfort  or  scar,  and 
there  is  no  danger  to  the  recurrent  laryn- 
geal nerve  or  parathyroid  glands.  Inasmuch 
as  treatment  may  be  given  on  an  outpatient 
basis,  there  is  minimal  loss  of  time  from 
work  and  minimal  expense. 

Treatment  is  given  orally  on  a fasting 
stomach.  The  dosage  is  designed  to  deliver 
to  the  gland  between  100  and  140  microcurie 
per  gram  of  gland,  or  to  deliver  between 
5000  and  10,000  roentgen  equivalent  physi- 
cal (rep).  There  are  as  many  methods  for 
estimating  dosage  as  there  are  groups  giv- 
ing therapy.  In  general  the  results  re- 
ported are  similar, — 85'  < are  euthyroid  after 
one  or  more  treatments.  The  incidence  of 
post-treatment  hypothyroidism  varies  be- 
tween 4 and  18  percent.  As  a general  rule 
those  who  tend  to  give  low  initial  doses  will 
have  a higher  incidence  of  retreatments 
but  will  have  a lower  incidence  of  post- 
treatment  hypothyroidism.  The  most  im- 
portant factor  in  determining  the  dose  is 
clinical  judgment.  This  includes  factors 
such  as  the  size  of  the  gland,  the  presence 
or  absence  of  nodules,  the  clinical  degree 
of  toxicity,  the  percent  uptake  at  the  end 
of  twenty-four  hours,  the  age  of  the  patient, 
and  the  presence  of  associated  but  related 
disease.  We  have  utilized  the  following 


modified  Quimby  formula  for  calculation  of 
the  dosage  designed  to  deliver  from  5,000 
to  10,000  rep: 

I1 11  to  deliver  1000  rep  weight  of  gland 
X 0.0555  : the  percentage  uptake  times 

the  biologic  half-life. 

Summary 

An  appeal  has  been  made  to  internists 
to  better  acquaint  themselves  with  the  tech- 
nics of  using  radioactive  isotopes.  A brief 
review  of  the  general  concept  of  radioactiv- 
ity has  been  given,  and  the  application  of 
radioisotope  technics  in  the  diagnosis  and 
treatment  of  thyroid  disorders  has  been 
reviewed. 
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In  the  authors’  experience  these  abnormalities  right  themselves  spontaneously  in  practically  all  instances. 


STERNOCLEIDOMASTOID 
TUMOR  OF  INFANCY 


FELIX  G.  LINE,  M.D.,  and  MARY  LEE  LINE,  M.D.,  Knoxville,  Tenn. 


During  the  past  few  years  it  has  been  our 
impression,  based  on  observations  in  our 
private  practice,  that  fibrous  tumor  of  the 
sternomastoid  muscle  of  infancy  is  found 
much  more  frequently  than  the  literature 
would  indicate,  and  that  the  vast  majority 
of  these  infants  have  no  permanent  sequelae 
when  treated  conservatively.  Most  of  the 
writings  on  this  subject  have  appeared  in 
the  orthopedic  and  surgical  journals,  and 
most  of  these  reports  deal  with  large  series 
of  cases  of  torticollis  of  all  ages,  some  of 
which  were  associated  with  the  sternomas- 
toid tumor  in  infancy  and  some  without 
tumor.  Undoubtedly  many  cases  of  sterno- 
mastoid tumor  without  torticollis  or  other 
deformity  are  observed  by  pediatricians 
and  general  practitioners  and  are  never  re- 
ferred to  surgeons  or  orthopedists.  The 
pediatrician  and  the  general  practitioner 
are  in  a strategic  position  to  observe  the 
true  incidence  and  ultimate  outcome  of  mild 
as  well  as  severe  cases  with  sequelae,  but 
so  far  only  two  papers  dealing  with  this 
subject  could  be  found  in  pediatric  jour- 
nals.1-2 

The  purpose  of  this  paper  is  to  report  our 
experience  concerning, — (1)  the  incidence 
of  sternomastoid  tumor  in  infancy,  and  (2) 
the  outcome  of  these  tumors  with  conserva- 
tive treatment. 

Patient  Material 

During  a 4 year  period,  June  1953  through 
June  1957,  a total  of  1,283  consecutively 
examined  newborn  babies  were  cared  for 
by  us  in  private  pediatric  practice  in  four 
private  hospitals  in  Knoxville.  These  ba- 
bies were  delivered  by  many  different  ob- 
stetricians and  general  practitioners,  and 
our  obstetric  data  were  obtained  from  the 


hospital  charts.  All  of  them  were  exam- 
ined by  one  of  us  in  the  nursery  during 
the  neonatal  period  and  were  followed  over 
varying  periods  of  time  in  our  office.  When 
a tumor  was  discovered  the  mother  was  in- 
structed to  stretch  the  sternomastoid  mus- 
cle several  times  daily.  The  follow-up  data 
were  obtained  either  by  examination  of  the 
child  or  by  getting  the  information  from 
the  parents  by  letter,  if  the  family  had  gone 
elsewhere. 

Results 

Of  a total  of  1,283  newborn  infants  ex- 
amined, 23  were  found  to  have  sternomas- 
toid tumor,  or  an  incidence  of  one  in  56 
newborn  babies.  Table  1 summarizes  the 
clinical  findings  in  these  23  infants. 


Table  I 


Males 

15 

Females 

8 

Premature 

3 

Full-term 

20 

Breech  presentation 

3 

Cephalic,  uneventful 

20 

Right-sided  tumor 

10 

Left-sided  tumor 

13 

In  many  of  the  large  series  of  torticollis 
in  older  children,  breech  delivery  accounted 
for  about  one-third  of  the  cases  and  difficult 
delivery  or  abnormal  deliveries  for  over 
one-half.  This  was  not  true  in  our  series. 
The  hospital  charts  indicated  no  obstetric 
difficulties  other  than  three  instances  of 
breech  delivery  (15%).  This  incidence  of 
breech  deliveries,  however,  is  greater  than 
the  usual  3%  which  is  considered  to  be  the 
average  incidence  in  large  series  of  de- 
liveries. 

Follow-up  data  were  obtained  on  20  of 
the  23  (by  direct  examination  in  13  infants 
or  by  letter  from  families  of  7 infants) . 
Three  families  could  not  be  located.  This 
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group  of  20  infants  has  been  divided  into, 
(1)  those  who  have  been  observed  from  2 
to  4 years,  and  (2)  those  who  have  been 
observed  for  less  than  2 years. 

Table  2 

Infants  with 

Infants  with  tumor  later  deformity 

0-2  year  group  9 0 

2-4  year  group  11  0 


Discussion 


The  lesion  and  the  relation  of  sternomas- 
toid  tumor  to  the  subsequent  torticollis  have 
been  reviewed  by  Hulbert  and  Chandler.1 
The  swelling  in  the  sternomastoid  muscle 
usually  does  not  become  manifest  until  10 
to  14  days.  It  is  a hard,  fusiform,  immobile, 
nontender  mass  and  often  is  first  discovered 
by  the  mother.  There  is  a high  incidence 
of  difficult  delivery,  especially  breech  pres- 
entation, of  the  infants.  The  mass  increases 
in  size  for  2 to  4 weeks  until  it  reaches  the 
size  of  a large  almond.  It  then  begins  to 
regress  and  may  disappear  completely  by 
the  age  of  5 to  8 months.  In  those  in  whom 
torticollis  is  a complication,  tilting  of  the 
head  may  be  an  immediate  problem  or  may 
not  appear  until  several  months  later. 

No  definite  proof  exists  that  all  cases  of 
torticollis  developing  later  are  necessarily 
preceded  by  sternomastoid  tumor.  Chan- 
dler states  that,  “the  relation  of  the  sterno- 
cleidomastoid ‘tumor’  of  early  infancy  to 
the  tendinous  band  so  familiar  to  all  of  us, 
is  somewhat  conjectural.  A careful  history 
in  the  older  cases  reveal  the  existence  of 
muscle  pathology,  in  infancy,  often  enough 
to  be  more  than  a coincidence.  There  is 
no  doubt  but  that  many  children,  perhaps 
the  majority,  who  have  had  such  muscle 
tumors  shortly  after  birth  grow  up  without 
deformity.”'  Hulbert1  could  find  that  only 
about  20' , of  his  cases  of  torticollis  were 
preceded  by  a tumor.  In  a series  of  85 
cases  of  torticollis  of  all  ages,  reported  from 
Sweden,  only  18  showed  the  presence  of  a 
tumor  in  infancy 

The  pathogenesis  of  the  tumor  is  some- 
what controversial  and  is  dealt  with  in  de- 
tail by  Hulbert,1  Chandler,4  and  Kiesewet- 
ter.7 

Very  little  has  been  written  about  the 
incidence  of  this  condition.  Howell’'  states 
that  torticollis  occurs  once  in  every  150,000 


births,  but  he  makes  no  statement  concern- 
ing the  incidence  of  sternomastoid  tumor. 
Wyatt1-  says  that  the  incidence  of  this  con- 
dition in  his  experience  is  one  in  1,500. 
Rosenstern"  found  that  among  2,500  infants 
admitted  to  his  nursery  during  a ten  year 
period,  there  were  15  cases  of  muscular 
torticollis.  All  received  conservative  treat- 
ment and  in  14  cases  the  mass  disappeared 
gradually;  in  only  one  case  was  surgical 
treatment  necessary.  The  incidence  of  one 
sternomastoid  tumor  in  56  newborn  infants 
in  our  series  is  much  greater  than  in  any 
of  the  other  series. 

There  is  no  disagreement  concerning  the 
advisability  of  surgical  treatment  of  torti- 
collis in  older  children.  However,  there  is 
a wide  variation  of  opinion  regarding  how 
infants  with  sternomastoid  tumors  shordd 
be  treated.  The  opinions  range  from  the 
advocates  of  early  excision  of  the  tumor, 
such  as  Kiesewetter,7  Speed,"  Larsen,’1  and 
Wyatt,1-  to  those  who  advocate  early  con- 
servative treatment,  such  as  Hulbert,1 
Key,1  McEnery,-  and  Immerman.14  Be- 
tween these  views  are  those  of  Chan- 
dler1 7 17>  and  Brown  and  McDowell10  who 
advocate  operation  in  infancy  only  in  the 
selected  cases  where  there  is  progressively 
increasing  deformity. 

In  view  of  the  good  results  with  conserva- 
tive treatment  in  this  series  of  20  cases, 
none  of  whom  required  surgical  treatment, 
it  is  our  opinion  that  the  presence  of  a 
sternomastoid  tumor  alone,  in  the  absence 
of  persistent  deformity,  is  insufficient  rea- 
son to  subject  the  infant  to  operation. 

Summary 

Over  a 4 year  period,  1,283  consecutive 
newborn  infants  were  examined  in  our  pri- 
vate practice.  Of  these,  23  were  subse- 
quently found,  to  have  sternomastoid  tu- 
mors, at  2 to  7 weeks  of  age,  an  incidence 
of  1:56.  The  course  in  a group  of  11  was 
followed  for  2 to  4 years,  and  in  a group 
of  9 for  less  than  2 years.  None  of  these 
infants  were  operated  upon  and  none  have 
permanent  deformity. 
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The  Direct  Approach  to  Congenital  Dislocation  of 

the  Hip.  E.  W.  Somerville  and  J.  C.  Scott. 

Bone  & Joint  Surg.  39-B:623,  1957. 

The  authors  have  developed  a program  for  the 
treatment  of  congenital  dislocations  of  the  hip  in 
children,  and  the  paper  is  based  on  a study  of  50 
dislocated  hips  treated  from  the  age  of  9 months 
to  4M>  years.  Follow-up  on  the  first  24  patients 
treated  ranges  from  IVz  to  4 % years. 

Treatment  is  divided  into  four  stages.  The 
first  stage  is  that  of  reduction  which  is  achieved 
by  the  use  of  the  double  abduction  frame.  The 
second  stage  is  the  establishment  of  a full  medial 
rotation  and  the  removal  of  an  intra-acetabular 
obstruction  the  limbus)  when  present.  Arthrog- 
raphy is  used  to  determine  the  position  of  the 
limbus  in  those  hips  which  exhibit  some  obstruc- 
tion to  reduction.  If  limus  is  the  offending  agent, 
it  is  excised  surgically.  Stage  three  consists  of 
a rotational  osteotomy  performed  in  the  sub- 
trochanteric region  and  is  performed  as  early  as 
practicable,  in  all  cases,  and  it  has  been  found 
that  the  rotation  must  be  60  to  90  degrees.  At 
this  time,  the  osteotomy  sight  is  angulated  to 
correct  any  existing  valgus  of  the  femoral  neck. 
The  osteotomy  heals  in  six  weeks,  and  the  fourth 
stage,  that  of  mobilization,  is  entered.  As  soon 
as  plaster  cast  is  removed,  the  hip  joint  is  mobi- 
lized and  becomes  pain  free,  the  children  are  al- 
lowed to  walk.  The  period  of  immobilization 
extends  for  approximately  14  weeks.  This  is  a 
much  shorter  period  than  that  usually  required 
for  the  treatment  of  a dislocated  hip  in  a child. 
The  results  thus  far  have  been  most  encouraging 
and  the  authors  stress  the  importance  of  the 
functional  result  rather  than  the  radiographic  re- 
sult. Radiograms  in  the  first  24  hips  treated  are 
illustrated  and  are  generally  satisfactory  from 
this  point  of  view.  (Abstracted  by  Thomas  F. 
Parrish,  M.D.,  Nashville,  Tenn.) 
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CASE  REPORT 

Spasm  of  the  Near  Reflex  of  the  Eyes* 

Yousuf  Husain,  M.D.,f  Memphis,  Tenn. 

B.  J.  D.,  (Clinic  No.  48987)  a colored  girl  aged 
8 years,  was  first  seen  on  December  28,  1956,  in 
the  emergency  room  of  The  Memphis  E.E.N.T. 
Hospital. 

Present  Illness.  While  the  child  was  eating  her 
evening  meal  she  turned  her  head  to  look  at  the 
television  set  which  was  behind  her,  and  instantly 
complained  of  sharp  shooting  pain  behind  her  eye- 
balls and  of  seeing  everything  double.  The  mother, 
who  was  sitting  next  to  her,  noticed  that  the 
child’s  eyes  were  crossed  at  the  same  instant.  The 
patient  described  the  pain  “as  if  ants  were  biting 
inside  the  eyes.”  She  was  seen  within  35  minutes 
of  the  onset  of  symptoms,  and  was  crying  because 
of  the  pain  in  her  eyes  and  seemed  afraid  to  open 
her  eyes. 

Physical  Examination.  The  eyes  were  held 
tightly  closed,  as  though  she  was  fearful  of  seeing 
double.  When  the  lids  were  opened  forcibly  both 
eyes  showed  an  extreme  degree  of  convergence, — 
an  esotropia  of  about  40  to  45  degrees.  The  pupils 
were  fixed  and  extremely  miotic.  No  movements 
of  the  eyes  could  be  obtained  either  with  both 
eyes  kept  open  or  with  each  eye  alternately  cov- 
ered. It  was  noted  that  although  the  child  tried 
her  best  to  follow  a light  moved  in  front  of  her, 
she  could  not  do  so.  She  had  an  aversion  to  face 
bright  lights.  Diplopia  was  present  both  for  near 
and  for  distance  and  in  all  cardinal  points  of  gaze. 
The  fundi  could  not  be  examined  because  of  the 
extreme  convergence  and  miosis,  but  on  later  ex- 
amination they  were  found  to  be  within  normal 
limits. 

Past  History.  The  patient  was  a thin,  shy  and 
timid  girl.  She  made  average  grades  at  school. 
She  had  her  share  of  childhood  diseases,  but  had 
been  generally,  in  good  health  in  the  past  few 
years.  There  was  no  previous  history  of  trouble 
with  her  eyes  or  of  squint,  and  she  did  not  wear 
glasses.  There  was  a negative  history  for  any 
neurologic  disorder,  though  she  had  temper 
tantrums. 

Treatment.  Although  this  case  was  unusual,  it 
was  assumed  that  there  was  some  sort  of  spasm 
of  convergence  and  accommodation  because  of  the 
suddeness  of  onset  and  the  findings  on  examina- 
tion two  drops  of  Cyclogyl  and  Homatropine  4% 
were  instilled  in  each  eye  and  both  eyes  were 
covered  with  a patch  for  10  minutes.  At  the  end 
of  this  time  the  condition  was  unchanged.  Cyclogyl 
and  homatropine  were  instilled  again  and  her  eyes 
covered  for  another  15  minutes.  She  continued  to 
complain  of  pain  behind  the  eyes  during  this  time. 
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At  the  end  of  this  period  the  pupils  were  still 
small  and  the  convergence  was  of  the  same  de- 
gree. After  another  wait  of  10  minutes,  with  the 
left  eye  covered,  she  was  asked  to  follow  the 
light  with  the  right  eye  in  an  abduction  move- 
ment. After  a few  trials  the  eye  suddenly  moved 
from  the  position  of  extreme  convergence  it  had 
previously  maintained.  After  this  probable  break 
of  spasm  all  movements  could  be  obtained.  At 
the  same  time  the  left  eye  also  regained  all  normal 
movements.  The  pupils  dilated  moderately  and 
the  child  was  relieved  of  pain.  Diplopia  was  no 
longer  present. 

The  patient  was  sent  home  to  use  atropine  (1%) 
drops  twice  daily  and  to  return  in  3 days-  for 
eycloplegic  refraction.  On  refraction  she  was 
found  to  be  a hyperope  of  1.50  dioptres;  corrected 
vision  was  20/20  o.u.  Glasses  were  prescribed  and 
when  rechecked  one  month  later  there  were  no 
complaints.  She  felt  better  when  wearing  her 
glasses.  The  condition  has  not  recurred  to  this 
date. 

Diagnosis  and  Etiology 

Spasm  of  the  near  reflex  is  probably 
hysterical  in  origin.  Subsequent  neuro- 
logic study  in  this  case  was  negative  sug- 
gestive of  a functional  basis.  In  this  con- 
nection a passage  from  Sir  Duke-Elder1 
concerning  this  condition  seems  to  be  ap- 
propriate, he  writes  “In  most  accentuated 
cases,  typically  in  neurosis  and  hysteria,  the 
spasm  may  result  in  a fixed  position  of  ex- 
treme convergence  with  spasm  of  accom- 
modation and  small  fixed  pupils,  and  oc- 
casionally a rapid  horizontal  nystagmus.” 
In  the  case  reported,  except  for  nystagmus, 
all  other  findings  were  present. 

The  causes  for  this  condition  have  been 
described  as  follows: 

1.  Hysteria  and  neurosis  are  responsible 
for  the  majority  of  the  cases  of  spasm  of 
near  reflex  seen. 

2.  Encephalitis  and  postencephalitic  neu- 
ropathies. 

3.  Multiple  sclerosis  and  tabes  dorsalis. 

4.  Rarely  in  acute  meningitis  and  oc- 
cipital lobe  tumors. 

Comment 

There  are  three  component  parts  of  the 
spasm  of  the  near  reflex  namely, — spasm  of 
convergence,  spasm  of  accommodation,  and 
miosis.  This  spasm  is  usually  intermittent 
and  sometimes  can  be  brought  about  by 
shining  a light  into  the  patient’s  eyes,  by 
asking  the  patient  to  look  at  a very  near 
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object  or  by  directing  the  patient’s  atten- 
tion to  his  eyes.  The  hysterical  type  of  con- 
vergent strabismus  is  always  transitory  and 
the  attacks  recur.  Sometimes  the  strabis- 
mus becomes  established  permanently. 

Many  explanations  as  to  the  production  of 
this  condition  are  put  forward  but  that  by 
Morris  and  Oliver-  seems  very  plausible. 
The  condition  originates  as  an  undue  action 
of  the  interior  muscles,  i.e.,  the  sphincter  of 
the  iris  and  the  ciliary  muscle  which  are 
supplied  by  the  third  nerve.  This  later  af- 
fects all  the  exterior  muscles  supplied  by 
the  same  nerve,  i.e.,  the  superior,  inferior 
and  medial  rectii,  and  also  the  inferior 
obliques.  Functional  exertion  causes  the 
associated  symptoms. 

In  differential  diagnosis  the  condition 
has  to  be  differentiated  from  the  following: 

1.  Paralysis  of  divergence:  Sudden  onset, 


convergent  squint  and  diplopia  are  seen  as 
in  spasm  of  near  reflex,  but  there  is  no 
miosis  and  no  spasm  of  accommodation. 

2.  Tonic  spasm  of  the  eye  in  tetanus: 
There  is  spasm  of  accommodation,  miosis, 
and  the  eye  is  rigid;  usually  no  convergence 
is  seen. 

3.  Spasm  of  individual  muscles  of  the  eye 
is  seen  in  pontine  lesions,  accompanied  by 
miosis  but  only  one  eye  is  involved. 

4.  In  pseudo-myopia  and  fatigue  cramp  of 
the  ciliary  muscle,  miosis  and  diplopia  can 
occur  but  all  movements  of  the  eyes  are 
normal. 
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Dissatisfaction  with  the  older  methods  of  pre- 
serving homogenous  bone  have  led  to  the  utiliza- 
tion of  sterilization  by  radiation.  Hence,  this  bone 
is  taken  from  the  ilium  at  the  time  of  autopsy,  is 
cleaned,  cut  and  washed  and  placed  in  Pyrex 
tubes,  following  which  it  is  closed  for  20  minutes 
in  dry  ice  and  alcohol  and  then  desiccated  by  a 
vacuum.  The  tubes  are  then  sealed  and  subjected 
to  a sterilization  dose  of  four  million  roentgen 
equivalent  physicals.  After  this  the  tubes  can  be 
stored  at  room  temperature  for  an  unknown  period 
of  time.  The  use  of  this  homogenous  bone  has 
proven  to  be  satisfactory  when  sterilized  in  this 
manner.  (Abstracted  by  Thomas  F.  Parrish,  M.D., 
Nashville,  Tenn.) 
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Vanderbilt  University  Hospital* 

Upper  Gastrointestinal  Hemorrhage 

DR.  HARRISON  J.  SHULL:  We  shall 
discuss  this  morning,  the  subject  of  mas- 
sive upper  gastrointestinal  bleeding.  Tak- 
ing part  in  our  discussion  will  be  internists, 
surgeons,  a roentgenologist,  and  importantly 
a member  of  our  hospital  house  staff.  The 
number  of  participants  is  not  arranged  to 
spread  the  responsibility  for  discussion,  but 
to  lend  authority  to  the  comments  and  es- 
pecially to  emphasize  that  the  proper  study 
and  management  of  the  patient  with  gastro- 
intestinal bleeding  need  teamwork  between 
these  several  professional  interests. 

As  examples  of  the  kind  of  problems  with 
which  we  are  frequently  faced,  Dr.  Hall 
will  tell  us  the  story  of  two  patients — the 
first  we  believe  represents  a clear  cut  situ- 
ation the  management  of  which  seems  at 
this  time  to  be  straight  forward.  The  sec- 
ond initially  seemed  to  be  equally  unob- 
scure, but  subsequently  proved  to  be  a very 
difficult  diagnostic  problem. 

DR.  WALLACE  HALL:  Mr.  E.  H.  is  a 76  year 
old  white  man  who  was  admitted  to  the  Van- 
derbilt University  Hospital  4 days  ago  with  a 
chief  complaint  of  “stomach  trouble.” 

He  gave  a several  year  history  of  rather  vague, 
occasional  epigastric  pain  which  occurred  im- 
mediately after  meals  and  was  relieved  by  soda. 
During  the  6 weeks  prior  to  admission  he  had 
noted  an  increase  in  the  frequency  and  intensity 
of  this  pain  and  for  3 days  he  had  vomited  re- 
peatedly and  experienced  burning,  searing  dis- 
comfort near  the  xyphoid  area.  Because  of  this 
he  consulted  his  physician  4 days  prior  to  ad- 
mission. 

At  that  time  no  pertinent  abnormalities  were 
noted  on  physical  examination,  but  the  fluid  ob- 
tained on  gastric  analysis  was  coffee-ground  in 
nature,  guaiac  positive,  and  contained  free  acid. 
His  hematocrit  was  normal  at  that  time.  An 
X-ray  study  of  the  upper  gastrointestinal  tract 
was  done  by  Dr.  John  Beveridge  and  showed  a 
gastric  lesion.  Dr.  Beveridge  felt  the  findings  on 
X-ray  strongly  suggested  extensive  carcinoma  of 
the  body  of  the  stomach,  though  the  possibility 


*From  the  Departments  of  Medicine,  Surgery 
and  Radiology,  Vanderbilt  University  School  of 
Medicine  and  Thayer  Veterans  Hospital,  Nash- 
ville, Tenn. 


of  lymphoma  or  of  severe  gastritis  could  not  be 
excluded.  (These  X-ray  findings  will  be  dis- 
cussed by  Dr.  Allen  in  a moment.) 

Arrangements  were  made  for  admission  to  the 
hospital  for  gastroscopy  and  further  diagnostic 
studies,  but  on  the  evening  prior  to  admission  he 
passed  several  tarry  stools,  vomited  an  unknown 
quantity  of  blood,  fainted,  and  was  brought  to 
Vanderbilt  University  Hospital  that  night.  He 
was  said  to  have  been  cold,  pale  and  sweaty  as 
he  was  started  to  the  hospital. 

His  past  history  was  remarkable  in  that  he 
had  always  considered  himself  in  excellent  health 
save  for  the  occasional  epigastric  pain  already 
mentioned.  He  denied  weakness,  fatigue,  de- 
creased appetite  except  for  three  or  four  days 
prior  to  consulting  his  physician,  and  weight  loss; 
there  was  no  history  of  liver  disease  of  alcoholic 
intake.  X-ray  studies  of  his  stomach  and  duode- 
num 2 years  before  hospital  admission  were  in- 
terpreted as  normal. 

Physical  examination  on  admission  revealed 
that  he  had  recovered  from  his  syncopal  attack 
and  was  alert  and  in  no  distress.  His  B.P.  was 
130/80,  P.  108.  R.  20,  T.  98°.  He  was  slightly 
pale  but  was  not  sweating  or  cool.  There  were 
no  remarkable  lymph  nodes.  The  liver  and 
spleen  were  not  palpable  and  there  were  no  signs 
of  liver  disease.  There  was  slight  epigastric  ten- 
derness but  the  abdomen  was  otherwise  normal. 
Tarry  feces  was  obtained  on  rectal  examination 
and  no  rectal  shelf  was  noted.  There  were  no 
other  pertinent  findings. 

The  night  of  admission  his  P.C.V.  was  33%  and 
his  W.B.C.  count  was  20,000.  He  was  begun  on 
frequent  milk-cream  feedings,  antacid,  and  an 
anticholinergic  agent.  His  vital  signs  were  closely 
followed  throughout  the  night.  His  condition  re- 
mained apparently  good  until  the  following  morn- 
ing when  he  arose  for  a bowel  movement,  passed 
a tarry  stool,  vomited  1500  cc.  of  new  and  old 
blood  and  fainted.  He  became  cold  and  clammy 
and  his  blood  pressure  dropped  to  100/50. 

He  was  begun  on  transfusions.  His  condition 
quickly  stabilized;  his  vital  signs  became  normal 
and  have  remained  so.  His  P.C.V.  before  the 
hematemesis  was  27%.  With  four  units  of  blood 
his  P.C.V.  rose  to  30%  and  it  has  subsequently 
gradually  risen  to  38%  without  further  trans- 
fusions. He  has  had  no  further  evidence  of  bleed- 
ing and  his  condition  has  remained  quite  good. 
He  has  had  no  electrolyte  abnormalities.  A tran- 
sient elevation  of  the  N.P.N.  was  noted  but  this 
has  returned  to  normal.  Two  days  after  admis- 
sion liver  function  studies  showed  a BSP  reten- 
tion of  38%  and  an  alkaline  phosphatase  of  6.1 
Bodansky  units.  The  liver  profile  was  otherwise 
within  normal  limits. 

DR.  SHULL:  Dr.  Allen,  will  you  com- 
ment upon  his  X-rays,  please? 

DR.  JOSEPH  ALLEN,  JR.:  Radiographic 
examination  shows  a marked  consistent  mu- 
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cosal  irregularity  involving  most  of  the 
body  of  the  stomach.  This  involves  pri- 
marily the  posterior  surface,  but  extends 
laterally,  and  medially  to  involve  both 
curvatures. 


Ficure  1. 


Figure  1 shows  the  large  irregular  mu- 
cosal defect.  The  irregularity  of  the  mu- 
cosa strongly  indicates  a malignant  lesion, 
carcinoma,  or  possibly  lymphosarcoma.  It 
must  be  stated  that  benign  gastritis  has 
produced  a similar  picture,  but  malignancy 
is  indicated  here. 

DR.  SHULL:  Dr.  Hall,  will  you  tell  us 
about  the  second  patient? 

DR.  HALL:  Mr.  R.  M.  is  presented  in  absentia. 
He  is  a 53  year  old  white  man  with  a 4 month 
history  of  weakness,  intermittent  melena,  and 
mild  recurrent  epigastric  pain  only  poorly  re- 
lated to  meals.  In  another  hospital  in  August, 
1957,  he  was  said  to  have  had  a duodenal  ulcer 
by  gastrointestinal  X-ray  series,  and  he  had  been 
treated  with  an  ulcer  regimen,  blood  transfusions 
and  iron.  He  had  continued  to  have  his  symp- 
toms, including  two  or  three  episodes  of  melena, 
and  therefore  was  admitted  to  Vanderbilt  Uni- 
versity Hospital  on  the  Medical  Service  in  No- 
vember, 1957. 

Physical  examination  on  admission  in  Novem- 
ber was  not  remarkable  save  for  pallor.  Numer- 
ous studies  were  carried  out  to  determine  the 
site  of  his  bleeding.  Many  chemical  studies, 
sigmoidoscopy,  esophagoscopy,  gastroscopy,  X-ray 
studies  of  the  gallbladder,  esophagus,  stomach, 
complete  small  bowel  and  colon,  together  with 
air  contrast  X-ray  study  of  the  colon  were  car- 
ried out.  All  were  interpreted  as  normal.  His 
stools  were  guaiac  positive  on  admission  but  be- 
came guaiac  negative.  His  P.C.V.  was  29%  on 
admission  and  rose  to  31%  without  specific  ther- 
apy. He  was  discharged  with  the  diagnosis  of 


bleeding  from  the  gastrointestinal  tract  from  an 
unknown  cause  and  site. 

He  was  readmitted  a few  days  later  on  the 
surgical  service  again  having  weakness  and  me- 
lena. His  P.C.V.  had  dropped  to  25%.  He  was 
transfused  to  a P.C.V.  of  37%  and  exploratory 
laparotomy  was  performed.  The  entire  gastro- 
intestinal tract  from  the  lower  esophagus  to  the 
rectum  was  examined  minutely  and  no  abnor- 
mality was  found  save  for  some  blood  being  pres- 
ent from  the  cecum  to  the  rectum.  Following 
his  uneventful  recovery  from  this  surgical  pro- 
cedure, he  had  further  diagnostic  tests.  Sig- 
moidoscopy, gastrointestinal  X-ray  series,  and 
hemostatic  function  studies  were  normal.  A 
barium  enema  at  this  time,  however,  showed  a 
small  diverticulum  of  the  descending  colon.  His 
eight  hour  gastric  secretion  contained  9 mEq/1 
of  hydrochloric  acid.  His  stools  were  strongly 
guaiac  positive  during  the  early  part  of  the  ad- 
mission, but  they  later  became  negative  and  re- 
mained so.  He  was  again  discharged  without 
finding  the  source  of  the  bleeding.  On  discharge 
his  P.C.V.  was  35%. 

So  far  as  we  know,  this  man  has  not  bled 
subsequent  to  leaving  the  hospital. 

DR.  SHULL:  The  story  of  these  two  indi- 
viduals points  out  several  of  the  clinical 
features  of  the  problem  of  bleeding  from 
the  gastrointestinal  tract. 

In  the  first  instance  it  appears  that  we 
have  malignancy  in  an  elderly  person  to 
whose  life,  blood  loss  has  become  a still 
more  urgent  threat.  The  diagnosis  has  ap- 
peared very  obvious  from  the  beginning 
with  the  X-ray  findings  seeming  to  clinch 
the  diagnosis.  It  would  be  helpful  to  have 
supporting  evidence  from  cytological  stud- 
ies of  the  gastric  contents,  from  gastroscopy, 
perhaps  even  from  biopsy  of  the  involved 
area  with  the  aid  of  the  gastroscope  when 
and  if  bleeding  can  be  arrested  long  enough 
to  provide  a proper  field  for  study  by  these 
methods.  Even  in  the  face  of  such  con- 
vincing X-ray  evidence  on  the  one  exami- 
nation so  far  done  it  is  usually  wise  to 
confirm  these  findings  with  an  additional 
X-ray  examination,  for  artefacts  and  func- 
tional aberration  of  gastric  motility  occa- 
sionally play  weird  tricks  which,  if  not 
uncovered,  can  result  in  therapeutic  moves 
tragic  for  the  patient.  At  this  time  the 
evidence  strongly  suggests  that  surgical 
approach  will  eventually  be  indicated. 

The  second  patient  though  not  presenting 
the’  classical  symptoms  of  peptic  ulcer  was 
first  seen  with  adequate  evidence  of  peptic 
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ulcer  including,  as  often  happens,  an  X-ray 
which  reportedly  showed  a duodenal  ulcer. 
Therapeutic  efforts  usually  effective  for 
peptic  ulcer  did  not  alter  the  recurrence  of 
symptoms  and  particularly  of  bleeding. 
Exhaustive  studies  including  painstaking 
exploration  of  the  entire  gastro-intestinal 
tract  by  surgical  exploration  have  failed  to 
uncover  the  site  or  cause  of  bleeding  in 
this  patient.  Fortunately  the  bleeding  has 
stopped  spontaneously  and  has  not  recurred 
so  far.  Obviously  lacking  a specific  expla- 
nation for  the  bleeding,  specific  therapy 
cannot  be  logically  instituted  and  therefore 
the  present  management  regimen  is  based 
upon  careful  regular  observation  for  fur- 
ther bleeding  coupled  with  general  meas- 
ures aimed  at  maintaining  good  digestive 
function  and  adequate  blood  levels. 

Dr.  Alsobrook,  please  tell  us  your  con- 
cepts of  some  of  the  major  causes  of  gastro- 
intestinal bleeding. 

DR.  WILLIAM  L.  ALSOBROOK:  Of 

course,  the  commonest  cause  of  massive 
hematemesis  and  of  melena  is  peptic  ul- 
ceration of  the  stomach  or  duodenum.  This 
can  be  divided  further  into  the  acute  and 
chronic  types.  The  chronic  type  is  more 
self-evident  and  a diagnosis  often  can  be 
made  from  the  history.  The  acute  type 
usually  presents  more  difficulty  in  diagnosis 
but  may  have  a much  more  specific  etiology. 
At  the  present  time  evidence  is  accumulat- 
ing that  many  patients  who  acutely  have 
massive  hematemesis  and  melena,  have  re- 
ceived aspirin  immediately  prior  to  their 
episode  of  bleeding.  Other  drugs  have  been 
incriminated  as  causing  gastrointestinal 
bleeding,  among  them  corticoids,  Butazoli- 
din  and  Reserpine.  In  my  personal  experi- 
ence I have  seen  four  patients  recently  with 
acute  ulceration  due  to  this  latter  drug. 

Malignancy  of  the  stomach,  rarely  of  the 
esophagus,  very  rarely  of  the  duodenum, 
may  cause  mucosal  bleeding.  Not  only  is 
gastric  carcinoma  less  common  than  gastric 
peptic  ulcer  but  when  present  is  more 
prone  to  slow  ooze  than  to  ulceration  into 
an  arteriole  or  artery  with  resulting  mas- 
sive bleeding.  Other  malignant  types  such 
as  sarcoma  or  lymphoma  less  frequently 
may  produce  alarming  gastrointestinal 
bleeding  as  may  also,  rarely,  leukemia. 


A poorly  understood  group  of  conditions 
involves  diffuse  bleeding  from  the  gastric 
mucosa,  sometimes  from  a rather  circum- 
scribed portion  of  the  stomach,  at  other 
times  seemingly  from  the  greater  portion 
of  the  stomach  surface.  Gastritis,  acute  or 
chronic,  specific  (alcohol,  drugs)  or  non 
specific,  does  not  seem  always  to  explain 
the  situation  completely.  The  circumscribed 
area  of  bleeding  involved  within  a hiatal 
hernia  is  more  logically  explained  (and 
treated)  on  the  basis  of  the  anatomic  ab- 
normality which  can  be  demonstrated. 

Another  less  common  cause  of  bleeding, 
but  extremely  important  diagnostically  and 
therapeutically,  is  found  in  the  esophagus 
when  varices  develop  secondary  to  portal 
hypertension.  In  the  esophagus  also  peptic 
esophagitis  and  malignancy  may  be  the 
cause  of  serious  bleeding.  Rarely  blood 
vessels  outside  the  esophagus  (aneurysm 
of  aorta)  may  rupture  into  the  esophagus. 

One  of  the  difficulties  as  well  as  one  of 
the  fascinations  in  dealing  with  patients 
with  massive  hematemesis  and  melena  is 
that  the  basis  at  times  is  rather  obscure 
and  systemic  diseases  such  as  thrombocy- 
topenia, uremia  and  pseudoxanthoma  elas- 
tieum  and  other  unusual  causes  should  be 
considered. 

DR.  SHULL:  When  a doctor  in  his  office 
or  the  patient’s  home  is  faced  with  a patient 
who  has  bled  massively,  there  are  really 
two  problems  which  have  to  be  met.  The 
first  is  to  save  the  patient’s  life  from  the 
threat  which  hemorrhage  itself  presents. 
That  means  treatment  of  his  shock  state. 
The  second  which  is  a corollary  of  the  first 
is  to  determine  exactly  what  is  the  etiologic 
process,  if  possible  and  to  attack  it  spe- 
cifically. 

Now  leaving  the  consideration  of  the 
shock  state  until  a little  later  in  this  dis- 
cussion when  we  talk  about  the  manage- 
ment of  gastrointestinal  bleeding,  let’s  turn 
our  attention  first  to  the  matter  of  how  one 
determines  the  specific  etiologic  component. 
It  goes  without  saying  that  in  these  dis- 
orders like  all  others,  history,  physical  ex- 
amination, and  certain  basic  laboratory 
tests  are  important,  but  these  are  not  all 
important.  One  often  can  get  from  a short 
concise  history  definite  evidence  of  peptic 
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ulcer  or  clear  suggestion  of  liver  disease 
with  the  possibility  that  varices  of  the 
esophagus  underlies  hemorrhage.  One  may 
obtain  other  data  which  may  lead  one  to 
the  diagnosis  of  hiatal  hernia  or  gastritis, 
and  the  history  of  course,  should  be  taken 
carefully  in  order  to  determine  all  these 
facets.  Certainly  one  should  do  a careful 
physical  examination  but  one  should  be 
looking  under  such  urgent  circumstances 
for  rather  specific  findings.  A tumor  in  the 
epigastrium  would  of  course  suggest  car- 
cinoma of  the  stomach  or  the  presence  of 
a shelf  on  rectal  examination  would  have 
similar  significance.  An  enlarged  liver  or 
spleen  with  or  without  the  presence  of 
jaundice,  spider  hemangiomata,  ascites, 
peripheral  edema  or  the  veins  of  increased 
collateral  circulation  would  lead  one  to  sus- 
pect at  least  the  presence  of  liver  disease, 
portal  hypertension,  and  varices  of  the 
esophagus.  One  must  keep  in  mind  that 
shortly  upon  the  heels  of  massive  bleeding 
the  spleen  which  formerly  was  large  may 
recede  beneath  the  costal  margin  and  the 
liver  may  already  have  become  small  be- 
cause of  extensive  liver  disease  which 
underlies  the  process.  These  points  on 
physical  examination  are  readily  detectable 
and  one  should  look  for  them.  Certain  basic 
laboratory  data  is  sometimes  helpful  too. 
Obviously  in  the  patient  who  is  bleeding 
massively,  a determination  of  gastric  acid 
content  is  of  little  help  but  when  the  bleed- 
ing has  subsided,  one  can  get  help  from 
gastric  acid  determination  if  one  considers 
gastric  carcinoma  or  gastric  ulcer  as  a pos- 
sibility. It  is  of  course  necessary  to  know 
packed  cell  volume  or  hemoglobin  determi- 
nation. Recently  the  use  of  Bromsulphalein 
(BSP)  excretion  has  been  found  of  some 
help.  It  is  believed  by  Zamcheck1  and  by 
others  that  one  rarely  sees  an  abnormal 
BSP  under  the  circumstances  of  emergency 
bleeding  in  a patient  whose  liver  is  com- 
pletely normal.  It  is  of  interest  that  our 
first  patient  does  have  an  elevated  BSP; 
this  may  be  explained  in  one  of  several 
ways— i.e.,  cirrhosis  of  the  liver,  liver  met- 
astases  from  carcinoma  of  the  stomach  or 
other  causes. 

Now  moving  from  these  considerations 
which  are  of  course  primary,  the  sheet  an- 


chor of  our  diagnostic  procedure  in  gastro- 
intestinal bleeding  is  X-ray.  Dr.  Allen, 
please  tell  us  of  the  use  of  X-ray  in  massive 
gastrointestinal  bleeding;  when  we  should 
use  it,  what  we  can  obtain  from  it.  Per- 
haps you  can  give  us  a few  examples  of 
what  you  see  when  you  look  at  the  X-ray 
film. 

DR.  ALLEN:  The  role  of  the  radiologist 
in  the  diagnosis  and  management  of  acute 
upper  gastrointestinal  bleeding  of  unknown 
cause  is  the  subject  of  great  dispute  espe- 
cially among  the  radiologists  themselves. 
One  large  school  has  it  that  X-ray  exami- 
nation at  this  time  is  contraindicated  for 
two  primary  reasons:  one  is  that  in  most 
cases  there  is  blood  or  food  or  both  in  the 
stomach  thus  rendering  the  examination  of 
the  mucosa  almost  impossible  and  second 
that  the  barium  ingestion  may  produce 
more  bleeding,  and  vomiting.  I feel  very 
strongly  in  the  opposite  direction.  The 
figures  given  for  a positive  and  reliable 
diagnosis  in  such  situations  may  vary  from 
10  to  60  per  cent.  Of  course  findings  that 
could  cause  bleeding  may  actually  not  al- 
ways represent  the  etiology.  I would  like 
to  show  you  representative  X-rays  of  sev- 
eral conditions  for  which  we  search  when 
bleeding  from  the  upper  gastro-intestinal 
tract  confronts  us.  This  is  a case  of  hiatal 
hernia.  Whether  it  is  the  cause  of  bleeding 
or  not,  the  clinician  has  to  decide.  Of 
course  hiatal  hernia  can  be  the  cause  of 
acute  bleeding.  It  is  very  easily  seen.  For 
the  examination  the  patient  requires  prac- 
tically no  preparation.  A second  cause 
which  is  equally  easily  determined  is  peptic- 
ulcer  of  the  duodenum.  This  again  requires 
very  little  examination  of  the  mucosa  and 
usually  can  be  demonstrated  rather  readily 
with  minimal  preparation.  This  X-ray 
shows  the  typical  deformity.  A third  le- 
sion, more  difficult  to  diagnose  under  emer- 
gency circumstances,  is  the  gastric  ulcer. 
I think  that  perhaps  is  the  lowest  yield  that 
we  get  and  even  under  ideal  conditions  this 
lesion  is  missed  frequently.  Here  is  an 
X-ray  of  a patient,  however,  who  was  bleed- 
ing acutely  and  had  no  preparation  and  a 
large  gastric  ulcer  is  easily  demonstrated. 
A fourth  lesion  is  esophageal  varices.  Ap- 
proximately half  to  90%  of  these  can  be 
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seen  under  ideal  circumstances  and  con- 
siderably less  with  acute  bleeding.  This 
patient  had  both  esophageal  and  gastric 
varices  in  the  proximal  portion  of  the 
stomach.  (Fig.  2.)  Putting  barium  into 


Figure  2. 


the  stomach  offers  probably  less  harm  to 
the  patient  than  ingesting  milk  or  food. 
The  information  thus  gained  in  these  pa- 
tients can  not  infrequently  be  lifesaving. 

DR.  SHULL:  There  are  certain  endo- 
scopic procedures  which  under  selected  cir- 
cumstances are  believed  to  be  helpful.  In 
fact,  we  had  planned  to  gastroscope  the  first 
patient  because  Dr.  Beveridge,  who  did  the 
X-ray  examinations,  had  some  reservations 
concerning  the  nature  of  his  condition.  Dr. 
Alsobrook.  you  have  been  interested  in  en- 
doscopy in  such  patients.  Will  you  com- 
ment, please,  concerning  your  ideas  about 
the  usefulness  of  such  procedures  in  gastro- 
intestinal bleeding? 

DR.  ALSOBROOK:  I feel  endoscopic  pro- 
cedures should  be  carried  out  in  conjunc- 
tion with  X-ray  examination.  At  times  the 
diagnosis  can  be  established  by  endoscopy. 


Thus,  esophagoscopy  is  particularly  valu- 
able in  visualizing  superficial  ulcerations  of 
the  esophagus  and  varices  of  the  esophagus 
which  are  not  seen  readily  in  X-ray  films. 

I think  Dr.  Allen  will  agree  that  a super- 
ficial ulceration  of  the  esophagus  is  very 
difficult  to  visualize  by  X-ray  though  with 
the  magnifying  instrument  used  in  the 
esophagoscope  these  can  be  easily  seen. 
The  same  will  hold  true  for  gastroscopy. 
Many  times  a superficial  gastric  ulcer  can 
be  visualized  that  is  not  visualized  by  X-ray 
and,  of  course,  the  diagnosis  of  acute  hem- 
orrhagic gastritis,  which  incidentally  is  not 
an  uncommon  entity,  is  totally  a gastro- 
scopic  diagnosis.  The  timing  of  the  endo- 
scopic examination  is  rather  important.  I 
usually  like  to  wait  approximately  6 hours 
after  the  last  known  bleeding  episode.  This 
period  of  time  will  give  the  mucosa  an  op- 
portunity to  clear  itself  of  the  clots  and  a 
satisfactory  examination  can  usually  be  ob- 
tained. It  is  my  feeling  that  all  patients 
who  have  had  massive  gastrointestinal  hem- 
orrhage in  which  the  bleeding  site  cannot 
be  demonstrated  should  have  an  esophagos- 
copy and,  if  bleeding  is  still  unexplained, 
gastroscopy. 

It  is  also  important  to  mention  that  it  is 
now  possible  to  obtain  tissue  from  the  gas- 
tric mucosa,  as  it  has  long  been  possible 
from  the  mucosa  of  the  esophagus.  Gastric 
biopsy  has  been  made  possible  both  by  the 
use  of  a specially  made  gastroscope  which 
we  have  used  with  some  success  and  by  a 
specially  constructed  suction  instrument 
which  is  used  blindly  and  with  which  we 
have  had  no  experience.  I believe,  Dr. 
Shull,  you  have  hoped  not  only  to  visualize 
the  stomach  of  the  first  patient  through  the 
gastroscope  but  also  to  biopsy  the  areas 
held  suspect? 

DR.  SHULL:  That  is  correct,  Dr.  Also- 
brook, if  circumstances  permit. 

DR.  SHULL:  When  one  is  dealing  with 
the  question  of  malignancy  as  we  think  we 
may  be  in  the  first  patient  there  are  certain 
other  refinements  of  diagnostic  technique 
which  have  been  introduced  in  recent  years. 
Dr.  Eskind,  you  have  been  interested  in 
gastric  cytology  from  the  point  of  view  of 
its  diagnostic  aid.  Would  you  comment 
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please  about  the  use  of  this  method  of  diag- 
nostic study? 

DR.  IRWIN  B.  ESKIND:  The  value  of 
gastric  cytology  and  application  of  the  early 
Papanicolaou  techniques  which  were  for- 
merly used  on  cervical  material  has  been 
brought  over  into  the  field  of  gastric  work. 
In  the  first  case  one  perhaps  must  point  out 
that  during  the  time  of  massive  hemorrhage 
we  would  not  have  desired  to  place  a gas- 
tric tube  into  this  patient.  However  at  a 
somewhat  later  date  it  would  have  been 
quite  valuable  to  obtain  a sampling  of  gas- 
tric cells.  In  the  second  patient  this  could 
have  been  done  even  earlier.  The  pro- 
cedure has  several  variations.  One  is  the 
passage  of  a brush  which  is  attached  to  a 
flexible  cable,  the  Ayre  brush,  on  which 
a series  of  bristles  rotates,  brushes  the  mu- 
cosa and  is  then  withdrawn  into  a sheath 
before  removal.  There  is  really  no  more 
trauma  to  this  procedure  than  the  actual 
passage  of  a moderate  sized  Levine  tube. 
The  only  complication  is  that  on  rare  oc- 
casion an  actual  gastric  mucosal  biopsy  is 
obtained.  A much  more  satisfactory  pro- 
cedure, with  results  equally  as  good,  has 
been  the  instillation  through  a Levine  tube 
of  approximately  200  cc.  of  normal  saline 
solution  with  mild  movement  of  this  fluid 
through  the  stomach  by  gentle  pressure  and 
subsequent  withdrawal  of  this  fluid.  The 
only  difference  between  the  techniques  on 
this  procedure  and  that  of  the  Papanicolaou 
cervical  study  is  that  the  gastric  juice  as 
withdrawn  has  to  be  spun  down  immedi- 
ately and  the  sediment  immediately 
smeared  on  a slide  placed  in  the  usual  fixa- 
tive. The  poor  results  which  have  been 
obtained  in  some  series  has  been  thought  to 
be  due  to  the  fact  that  the  preparation  was 
allowed  to  stand  before  it  had  been  pre- 
pared. Some  series  have  reached  as  high 
as  90%  accuracy  on  diagnosis.  I will  simply 
point  out  that  the  accuracy  varies  directly 
with  the  experience  of  the  man  doing  the 
reading  and  with  the  rapidity  with  which 
the  preparation  is  made.  The  main  center 
for  this  at  the  present  time  is  in  Chicago 
on  the  service  of  Dr.  Walter  Palmer  and  in 
Seattle  where  Dr.  Rubin  has  had  a great 
deal  of  experience  in  a large  series  of  cases 
and  is  quite  pleased  with  the  diagnostic 


possibilities.  There  are  some  cases  on  rec- 
ord here  that  we  have  studied.  Our  statis- 
tics are  a direct  variation  with  the  experi- 
ence of  the  man  reading  them  and  so  far 
we  are  still  in  an  experimental  stage. 

DR.  SHULL:  Still  more  recently,  much 
has  been  written  in  the  literature  about 
elevated  blood  ammonia  level  in  patients 
who  have  hepatic  disease.  This  finding  has 
suggested  to  others  a method  of  differentiat- 
ing between  bleeding  from  varices  and 
that  from  other  sources.  Dr.  Hall  of  our 
house  staff  has  been  interested  in  this  and 
is  currently  attempting  to  set  up  such  a 
method.  Dr.  Hall,  will  you  please  comment 
about  this  procedure? 

DR.  HALL:  Dr.  McDermotU  of  Boston 
has  recently  advocated  using  a simple  quali- 
tative test  for  hyperammonemia  as  an  ex- 
cellent means  of  differentiating  acute  mas- 
sive blood  loss  due  to  esophageal  varices 
from  other  causes  of  upper  gastrointestinal 
hemorrhage.  A brief  review  of  ammonia 
metabolism  will  make  clear  the  principles 
underlying  this  test. 

There  are  several  endogenous  sources  of 
body  ammonia  but  by  far  the  chief  source 
of  ammonia  which  the  body  must  metab- 
olize is  the  gastrointestinal  tract.  Intestinal 
micro-organisms  act  on  a nitrogenous  load 
to  form  ammonia.  This  ammonia  enters 
the  portal  circulation  where  the  “ammonia” 
level  ranges  from  200  to  300  micrograms 
per  100  cc.  in  the  fasting  state  to  1000  to 
1500  micrograms  per  100  cc.  after  a heavy 
nitrogen  load.  Most  of  this  ammonia  is 
converted  by  the  liver  to  urea,  so  that  the 
normal  “ammonia”  level  in  peripheral  ve- 
nous blood  is  only  40  to  70  micrograms  per 
100  cc.  (modified  Conway  technic5).  It  is 
apparent  that  if  portal-systemic  shunts  are 
in  operation,  the  liver  will  be  by-passed 
and  the  peripheral  blood  “ammonia”  level 
will  be  elevated.  The  presence  of  these 
shunts  is  much  more  important  than  im- 
paired liver  function  in  producing  hyper 
ammonemia. 

Thus,  if  a large  protein  load  (as  blood)  is 
introduced  into  the  gut,  there  will  be  a 
marked  increase  in  blood  “ammonia”  in  the 
portal  circuit.  If  portal-systemic  shunts 
(as  esophageal  varices)  are  functioning, 
there  will  be  an  increase  in  peripheral  blood 
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“ammonia”  levels.  If  these  shunts  are  not 
present  and  functioning  (i.e.,  no  varices) 
the  peripheral  blood  “ammonia”  will  be 
normal  or  only  slightly  increased.  Of 
course,  surgical  shunts  or  markedly  im- 
paired liver  function  will  cause  hyperam- 
monemia in  the  absence  of  esophageal 
varices;  and,  even  in  the  presence  of  func- 
tioning portal-systemic  shunts,  there  will 
be  no  significant  elevation  of  peripheral 
blood  “ammonia”  if  the  nitrogen  load  is  too 
small  (minor  hemorrhage),  insufficient  time 
elapses  for  bacterial  action  (less  than  1 to 
2 hours),  the  gut  is  sterile  (antibiotic  treat- 
ment) , or  the  blood  ammonia  is  lowered  by 
treatment  with  arginine  or  glutamic  acid. 

Dr.  McDermott’s  qualitative  test  for  hy- 
perammonemia is  a simplified  colorimetric 
test  which  can  be  run  at  the  bed-side  by 
any  house-officer  or  student  with  a little 
practice.  A positive  color  reaction  indi- 
cates a significant  elevation  of  blood  “am- 
monia”; i.e.,  greater  than  120  to  125  micro- 
grams per  100  cc. 

DR.  SHULL:  Now  turning  our  attention 
to  the  matter  of  management  of  gastroin- 
testinal bleeding,  Dr.  Carlson,  will  you 
please  discuss  for  us  the  matter  of  shock, 
its  significance,  and  some  observations 
which  are  made  regarding  it  and  some  of 
the  approaches  to  its  management? 

DR.  ROBERT  CARLSON:  The  objective 
of  the  treatment  of  hemorrhagic  shock  due 
to  a lesion  in  the  upper  gastrointestinal 
tract  is  two-fold.  One,  we  want  to  recon- 
stitute the  patient’s  total  circulating  blood 
volume  and  two,  we  want  to  afford  enough 
time  so  that  we  can  make  a definitive  diag- 
nosis and  institute  proper  therapy.  What 
are  some  of  the  leads  that  we  have  that 
will  give  us  information  as  to  the  severity 
of  the  hemorrhage  that  the  patient  has  suf- 
fered? One  is  the  history.  Usually  we  can 
get  a pretty  good  appraisal  of  the  amount 
of  blood  that  has  been  vomited  from  the 
patient  or  from  members  of  the  family  and 
again,  we  usually  are  able  to  get  some  idea 
of  the  duration  of  the  hemorrhagic  episode. 
One  other  historical  fact  that  we  have  found 
recently  to  be  of  considerable  importance 
is  the  history  that  the  patient  had  been  on 
one  of  the  Rciuwolfia  compounds  to  control 
hypertension.  Recently  we  have  had  3 pa- 


tients, all  of  whom  have  been  on  Serpasil 
therapy  who  have  come  to  the  hospital 
bleeding  massively.  One  exsanguinated  be- 
fore he  could  be  taken  to  the  operating 
room,  the  other  two  patients  required  emer- 
gency gastric  surgery  to  control  their  bleed- 
ing. We  of  course  depend  upon  the  physical 
examination  in  the  evaluation  and  diagnosis 
of  shock.  I do  not  think  we  have  to  belabor 
the  signs  and  symptoms  of  peripheral  vas- 
cular collapse.  The  blood  pressure  and 
pulse  rate  are  also  good  indicators  of  the 
severity  of  hemorrhage  and  what  is  more, 
they  serve  as  excellent  monitors  of  the  ef- 
ficacy of  our  replacement  therapy.  And 
finally,  we  turn  to  the  laboratory  proce- 
dures and  as  has  been  mentioned  before, 
we  place  most  of  our  confidence  in  the 
hematocrit  despite  the  fact  that  we  all  ap- 
preciate the  inaccuracies  of  this  method  due 
to  the  rapid  transferral  of  fluids  and  electro- 
lytes, between  the  intra  and  the  extra- 
vascular  spaces.  In  some  institutions  radio- 
active isotope  determinations  of  the  total 
circulating  blood  volume  are  available.  Se- 
rial determinations  using  RISA  or  radioac- 
tive chromium  are  of  value  in  determining 
the  total  circulating  blood  volume.  It  is 
impossible  to  determine  at  the  onset  of 
therapy  how  much  blood  is  going  to  be  nec- 
essary to  reconstitute  the  patient’s  blood 
volume.  I feel  that  when  the  patient  is 
initially  seen,  particularly  if  there  is  evi- 
dence of  peripheral  vascular  collapse,  that 
immediately  intravenous  fluids,  crystalloids 
or  the  plasma  expanders  should  be  started 
while  blood  is  being  cross  matched  for 
whole  blood  transfusion.  Those  patients 
who  are  not  already  in  the  hospital  can  be 
transported  to  the  hospital  from  their  homes 
or  from  a doctor’s  office  while  intravenous 
fluids  are  given.  As  soon  as  the  patient  ar- 
rives at  a place  where  whole  blood  trans- 
fusion is  possible,  I believe  that  whole  blood 
should  be  started  and  should  be  continued 
until  the  blood  volume  has  been  reconsti- 
tuted. The  rapidity  with  which  the  blood 
is  given,  of  course,  will  be  affected  by  the 
presence  or  absence  of  concomitant  cardio- 
vascular disease  for  we  are  fully  cognizant 
of  the  fact  that  pulmonary  edema  can  be 
produced  if  the  fluids  or  blood  are  given 
at  an  injudiciously  rapid  rate.  On  the 
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other  side  of  the  coin,  however,  we  must 
remember  that  a patient  with  coronary  ar- 
tery disease  does  not  stand  anemic  anoxia 
as  well  as  a normal  person  and  accordingly 
reconstitution  of  the  normal  circulating 
blood  volume  should  be  carried  out  as  ex- 
peditiously as  possible.  In  regard  to  some 
of  the  auxiliary  methods  of  management 
other  than  the  reconstitution  of  the  circu- 
lating blood  volume,  what  is  the  role  of  an 
inlying  gastric  tube?  This  is  a controversial 
issue;  there  are  a variety  of  opinions  on  it. 
I,  myself,  feel  that  an  inlying  gastric  tube 
is  of  value  if  the  patient  has  a stomach  that 
is  distended  with  blood  clots  giving  rise  to 
nausea,  vomiting,  or  hiccups.  Under  those 
circumstances,  I think  an  attempt  should  be 
made  to  evacuate  the  blood  clots  from  the 
stomach.  It  frequently  yields  an  additional 
dividend  in  that  an  intermittent  checking 
of  the  gastric  aspirate  will  give  us  an  idea 
as  to  whether  hemorrhage  is  persisting  or 
it  is  stopped.  I believe  that  as  far  as  con- 
trol of  shock  is  concerned  the  use  of  an 
inlying  urethral  catheter,  with  a determi- 
nation of  the  hourly  urinary  output,  is  a 
very  efficacious  method  of  monitoring  the 
therapy  that  is  being  given  the  patient.  We 
attempt  to  maintain  the  hourly  urinary  out- 
put between  25  and  75  cc.  of  urine.  And 
finally,  in  the  patient  in  whom  the  diagnosis 
is  uncertain  and  there  is  the  possibility  at 
least  of  esophageal  varices  being  present, 
we  have  made  use  of  the  Sangstaken  tube 
which  serves  not  only  as  a good  therapeutic 
measure  if  the  patient  does  have  varices, 
but  frequently  is  of  diagnostic  importance 
in  that  the  bleeding  usually  stops  rather 
promptly  with  the  balloons  in  the  esophagus 
and  stomach  being  inflated.  Finally,  we  as 
surgeons,  prefer  to  operate  on  persons  with 
massive  bleeding  from  the  upper  gastro- 
intestinal tract  only  when  they  have  been 
completely  reconstituted  not  only  in  terms 
of  their  total  blood  volume  but  as  far  as 
their  general  nutritional  status  is  con- 
cerned. This  means  that  we  treat  the  shock 
state  vigorously  in  the  hope  that  the  pa- 
tient’s hemorrhagic  episode  will  subside  so 
that  ultimately  the  patient  can  be  operated 
upon  as  an  elective  procedure.  The  reason 
we  feel  strongly  on  this  subject  is  that  the 
mortality  rate  and  the  incidence  of  post- 


operative complications  is  definitely  higher 
in  those  patients  who  are  operated  upon  as 
an  emergency  when  contrasted  with  those 
patients  who  have  an  elective  operative 
procedure. 

DR.  SHULL:  We  are  living  in  an  age 
when  we  have  many  agents  with  which  we 
can  treat  patients  better  than  we  treated 
them  in  years  past.  This  is  true  in  gastro- 
intestinal bleeding.  The  use  of  blood  has 
furnished  us  a powerful  agent  to  save  life. 
However,  it  is  not  an  unmixed  blessing.  Dr. 
Flexner,  would  you  be  good  enough  to  com- 
ment concerning  some  of  the  problems  and 
safeguards  which  should  be  watched  in  the 
use  of  blood  in  these  transfusions. 

DR.  JOHN  FLEXNER:  The  use  of  whole 
blood  as  replacement  therapy  in  gastroin- 
testinal bleeding  carries  with  it  the  prob- 
lems of  one  single  transfusion.  The  risk  has 
been  said  by  some  to  be  that  of  an  appen- 
dectomy. Foremost  of  these  is  the  hemolytic 
transfusion  reaction,  bacterial  contamina- 
tion, and  the  omnipresent  danger  of  homo- 
logous serum  jaundice.  However,  when 
one  gives  large  amounts  of  blood  in  a small 
period  of  time,  other  complications  arise. 
The  first  of  these  is  the  so-called  “overload- 
ing reaction,”  which  has  been  referred  to 
previously,  and  at  this  point  one  must  dif- 
ferentiate between  acute  blood  loss  or  ex- 
sanguination  and  chronic  blood  loss  with 
anemia.  The  best  tools  we  have  at  hand  are 
a good  careful  history,  and  a look  at  the 
peripheral  smear,  which  in  the  case  of 
chronic  blood  loss  will  show  a hypochromic 
microcytic  type  of  anemia.  More  recently 
it  has  been  shown  that  transfusing  large 
amounts  of  blood  in  a short  period  of  time 
is  accompanied  by  thrombocytopenia  and 
clinical  hemorrhage.  The  reason  for  this 
is  not  clear,  but  it  is  thought  by  some  to 
represent  a two-fold  mechanism.  The  first, 
due  to  further  dilution  by  the  stored  or  bank 
blood  which  is  low  in  functioning  platelets, 
and  secondly  there  being  a thrombocy- 
topenogenic  factor  in  plasma.  The  last  prob- 
lem that  one  is  concerned  with  is  citrate  in- 
toxication. This  is  seen  in  individuals  with 
poor  renal  or  hepatic  function.  The  normal 
individual  can  handle  large  amounts  of 
citrate  fairly  well.  The  complications  may 
be  hypotension  and  tetany  which  are  treated 
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with  calcium  chloride  or  gluconate,  but  as  I 
say,  this  problem  is  rarely  seen. 

DR.  SHULL:  Assuming  that  one  has  ar- 
rived at  a diagnosis  and  assuming  that  one 
has  his  patient  reasonably  well  under  con- 
trol so  far  as  danger  to  life  from  bleeding 
is  concerned,  let’s  turn  our  attention  to 
some  of  the  problems  which  exist  so  far  as 
particular  diseases  are  concerned.  Dr.  Scott, 
one  of  the  problems  which  we  have  to  face 
is  bleeding  from  varices.  Please  comment 
concerning  the  management  of  bleeding 
from  varices. 

DR.  H.  WILLIAM  SCOTT:  Once  the  diag- 
nosis of  varices  has  been  established,  the 
method  of  treatment  which  we  believe  to  be 
optimal  (if  any  can  be  considered  optimal) 
is  the  non-operative  approach  to  the  control 
of  the  acute  bleeding  from  the  varices  fol- 
lowed subsequently  by  the  establishment  of 
an  effective  shunt  between  the  systemic  and 
the  portal  circulations.  The  keystone  of  the 
therapeutic  arch  in  the  nonoperative  man- 
agement of  bleeding  from  gastro-esophageal 
varices  is  the  Sangstaken-Blakemore  tube  or 
one  of  its  more  recent  modifications.  (Fig. 
3.)  The  use  of  this  tube  in  Dr.  Blakemore’s 


Figure  3. 

hands  has  been  quite  successful  and  I think 
it  is  worth  mentioning  briefly  his  present 
day  concept  of  management  of  bleeding 
varices  with  the  tube.  He  feels  that  every 
individual  who  has  varices  with  bleeding 
should  have  the  tube  inserted  promptly, 
without  any  delay,  and  positioned  with  an 
inflation  pressure  of  around  25  to  30  mm.  of 


mercury.  With  his  newer  modification  he 
will  use  pressure  up  as  high  as  45  mm.  of 
mercury.  He  thinks  that  the  tube  should 
remain  in  place  for  at  least  96  hours  before 
it  is  deflated.  This  is  totally  different  from 
the  instructions  given  in  the  little  brochure 
which  is  sent  out  with  these  tubes,  and  from 
which  many  of  us  have,  perhaps,  learned  to 
use  the  tube.  This  brochure  used  to  state 
that  the  tube  must  be  deflated  after  48 
hours.  With  the  more  prolonged  use  of  the 
tube,  most  individuals  with  varices  will 
have  their  bleeding  brought  under  control. 
The  96  hours  is  long  enough  in  many  in- 
stances for  clotting  to  occur  in  the  varices, 
for  adequate  replacement  of  blood  losses 
and  for  completion  of  the  diagnostic  survey. 
The  second  principle  after  insertion  and  in- 
flation of  the  tube  is  to  evacuate  blood  from 
the  stomach  by  copious  gastric  lavage  and 
then  to  attempt  by  use  of  suction  to  de- 
termine whether  or  not  any  further  bleed- 
ing is  occurring.  The  third  factor  in  this 
therapeutic  approach  is  to  evacuate  the 
blood  contained  in  the  intestinal  tract  by 
the  use  of  cathartics  such  as  magnesium  sul- 
fate or  castor  oil  injected  into  the  stomach 
through  the  Levine  tube  segment  of  this 
triple  lumen  tube.  The  purpose  of  this  is 
to  evacuate  the  nitrogenous  material  which 
was  mentioned  by  Dr.  Hall  as  being  the 
major  source  for  ammonia.  This  can  be  fol- 
lowed also  with  profit  by  the  use  of  an  ap- 
propriate intestinal  antibiotic  such  as  neo- 
mycin. With  this  regimen  most  individuals 
with  hemorrhage  from  esophageal  varices 
can  be  brought  under  control.  Bleeding  will 
usually  stop.  The  balloon  tube  should  be 
deflated,  perhaps,  at  96  hours  but  left  in 
place  for  24  hours  before  it  is  removed.  Then 
if  subsequent  bleeding  occurs,  it  should  be 
promptly  inflated.  This  program  will  per- 
mit most  patients  to  be  satisfactorily  man- 
aged and  ultimately  brought  into  condition 
to  permit  the  establishment  of  a definitive 
shunt  between  the  portal  and  the  systemic 
circulations.  In  those  patients  who  do  not 
fit  into  this  fortunate  group,  but  who  con- 
tinue to  have  bleeding  from  the  varices  or 
from  some  source  which  is  not  controlled  by 
the  esophageal  tamponade,  one  has  to  re- 
sort to  operative  intervention  to  prevent 
death  from  exsanguination  and  we  believe 
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this  is  the  place  for  transesophageal  ligation 
of  the  varices.  We  think  that  this  opera- 
tion should  be  reserved  for  the  failures  of 
the  Sangstaken-Blakemore  tube.  While 
transesophageal  ligation  of  varices  may  be 
a life-saving  procedure  at  times,  the  mortal- 
ity of  this  operative  procedure  has  been 
excessively  high  and  we  feel  that  by  using 
a nonoperative  approach  to  the  management 
of  the  acute  bleeding  that  this  sizable  mor- 
tality can  be  reduced.  I should  point  out 
that  Dr.  Robert  Linton  disagrees  with  this 
plan  of  management  of  acute  bleeding  from 
"varices.  He  has  had  good  results  by  the 
prompt  use  of  transesophageal  ligation  of 
varices  in  the  first  few  hours  after  the  pa- 
tient’s hospitalization  and  the  subsequent 
establishment  of  a splenorenal  shunt  weeks 
or  months  later  at  a second  operation.  We 
feel  that  the  Blakemore  approach  may  ac- 
complish the  same  purpose  in  many  patients 
without  the  necessity  of  the  transesophageal 
procedure  which  should  not,  in  our  opinion, 
be  thought  of  as  anything  but  a temporary 
expedient  in  the  control  of  bleeding  from 
varices.  In  many  patients  with  severe 
hepatic  insufficiency  Dr.  Blakemore  and  his 
group  have  controlled  the  varices  with 
tamponade  for  weeks  and  even  months 
while  the  patient  is  fed  via  the  gastric  com- 
ponent of  the  tube  with  ultimate  improve- 
ment in  liver  function  to  the  degree  that  a 
portocaval  shunting  operation  can  be  safely 
performed.  In  a few  of  our  “good  risk”  pa- 
tients with  acute  bleeding  we  have  left  the 
balloon  tube  in  place  to  control  bleeding  and 
have  carried  out  a shunting  procedure  with- 
in a very  few  days  and  have  deflated  the 
balloon  tube  in  the  early  postoperative 
period  after  the  successful  reduction  of  the 
portal  hypertension  by  the  shunt. 

DR.  SHULL:  Now  turning  to  the  other 
major  cause  of  bleeding  which  we  see  here, 
one  which  causes  us  perhaps  our  greatest 
problem,  in  terms  of  volume  at  least,  is  that 
of  ulceration  of  the  stomach  or  duodenum, 
the  peptic  ulcer  problem.  One  can  attack 
this  problem  in  one  of  three  ways.  His- 
torically, the  withholding  of  blood  trans- 
fusions because  it  was  thought  to  be  danger- 
ous, the  withholding  of  food  from  the  pa- 
tients during  the  bleeding  episode,  and 
simply  allowing  nature  to  take  its  course  is 


one  extreme  of  therapy  that  has  been  largely 
relegated  to  the  past.  A second  course 
which  may  be  taken  is  that  advocated  by 
Dr.  John  Stewart1  and  others, — that  one 
should  operate  on  every  patient  with  mas- 
sive gastrointestinal  bleeding  as  soon  as  he 
can  be  prepared  for  the  operating  room. 
One  may  take  still  a third  course  in  which 
an  attempt  is  made  to  select  those  patients 
who  will  be  followed  by  a medical  regimen 
and  those  patients  who  will  be  operated 
upon,  being  ever  ready  to  alter  one’s  course 
from  a medical  regimen  should  the  needs 
for  such  alteration  occur.  Whatever  course 
is  taken  one  needs  to  set  for  himself  a 
policy  and  adhere  to  that  policy  altering  it 
only  for  specific  indications,  but  carrying 
out  certain  specific  steps  in  each  patient  and 
observing  that  patient  very  carefully  as  he 
proceeds.  If  I may  have  the  first  slide  please, 

I would  like  to  just  place  on  the  board  a 
scheme  (Table  1)  which  we  have  used  here 
at  Vanderbilt  for  sometime  and  which  has 
been  used  also  in  a series  of  patients  who 
have  been  followed  and  reported  at  the 
Thayer  Veterans  Hospital."  Every  patient 

Table  I 

TREATMENT  OF  Gl  BLEEDING 

1.  Complete  bed  rest. 

2.  Adequate  sedation  to  relieve  restlessness  and 
anxiety;  parenteral  barbiturates  are  preferable. 

3.  Feed  the  patient  early  unless  the  bleeding  is 
known  or  strongly  suspected  to  arise  from 
varices  in  the  esophagus  or  stomach.  The 
foods  of  Bland  No.  1 or  No.  2 diets  in  small 
quantity  (60-90  cc.)  are  satisfactory.  It  is  not 
advisable  to  attempt  to  feed  the  patient  during 
the  active  phase  of  vomiting. 

4.  Treat  shock  or  impending  shock  promptly. 

(a)  Determine  P.C.V.  and  Hgb.; 

(1)  Immediately. 

(2)  At  6 hour  intervals  during  known  or 
suspected  bleeding. 

(3)  At  12  hour  intervals  for  48  hours'  after 
bleeding  is  believed  to  have  stopped. 

(4)  At  24  hour  intervals  for  an  additional 
72  hours. 

(b)  Blood  pressure  and  pulse  every  hour  dur- 
ing first  24  hours.  More  frequently  and 
for  additional  period  as  indicated. 

(c)  Transfuse  for  shock  or  impending  shock; 
if  Hgb.  below  10  Gm.  (P.C.V.  below  30); 
or  if  Hgb.  (or  P.C.V.)  is  known  to  be  fall- 
ing significantly.  Give  transfusion  slowly 
(500  cc.  per  hour)  unless  conditions  de- 
mand it  faster.  Aim  to  raise  Hgb.  to  11 
or  12  Gm.  (P.C.V.  to  33  to  36). 

(d)  Constant  attendant  during  known  or  sus- 
pected bleeding. 

5.  Notify  surgeon  of  patient’s  admission  as  soon 
as  basic  data  is  available  for  initial  evaluation 
so  that  he  may  have  had  the  advantage  of  fol- 
lowing patient’s  course  if  surgical  treatment 
must  be  considered  later. 
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6.  Gastric  tube  may  be  desirable  (in  absence  of 
varices) : 

(a)  To  relieve  distension; 

(b)  To  aspirate  gastric  juices  and  to  administer 
antacid  and  food  over  full  24  hours  under 
special  circumstances. 

7.  Record  fluid  intake  and  output  (including 
gastric  aspiration  or  emesis). 

8.  Record  nutritional  intake. 

9.  Unless  site  of  bleeding'  is  reasonably  certain 
early  X-ray  (in  supine  position  and  without 
abdominal  palpation)  is  worth  consideration. 

who  is  bleeding  massively,  obviously  should 
be  at  bed  rest.  He  shouldn’t  be  up  and 
about  or  allowed  to  go  to  the  toilet  or  to 
move  himself  and  he  should  be  helped  in 
each  of  his  bodily  activities.  He  should  have 
adequate  sedatives  to  relieve  his  anxiety; 
most  of  these  patients  are  very  anxious 
whether  they  admit  it  or  not.  One  should 
remember  that  morphine  tends  to  produce 
nausea  and  vomiting  in  many  patients  and 
should  be  avoided.  Parenteral  barbiturate 
is  perhaps  the  preferable  drug  to  use  and 
due  consideration  should  be  given  to  the 
fact  that  certain  barbiturates  are  dangerous 
in  the  presence  of  liver  disease.  Parao- 
dehyde  or  certain  barbiturates,  barbital,  for 
example,  which  is  largely  excreted  by  the 
kidneys,  are  not  so  dangerous  as  pheno- 
barbital  or  some  of  the  shorter  acting  de- 
rivatives in  liver  disease.  One  may  feed 
patients  with  bleeding  from  the  upper 
gastrointestinal  tract  very  early.  The  chief 
contra-indication  for  feeding  is  the  presence 
of  nausea  and  vomiting.  If  the  patient  is 
not  nauseated,  and  is  not  vomiting,  then  one 
can  begin  small  amounts  of  feeding  quite 
early.  One  should  also  treat  shock  vigor- 
ously and  this  is  an  outline  of  a procedure 
which  has  been  used  in  the  patients  at 
Thayer  which  we  have  found  rather  helpful. 
We  determine  the  packed  cell  volume  and 
hemoglobin  immediately  when  the  patient 
comes  on  the  ward.  This  is  redetermined 
regularly  at  6 hour  intervals  as  long  as 
there  is  any  bleeding,  at  12  hour  intervals 
for  at  least  48  hours  after  the  bleeding  is 
stopped  and  for  an  additional  72  hour  pe- 
riod at  24  hour  intervals.  This  is  done 
to  be  certain  not  to  miss  a new  bleeding 
episode  should  it  occur.  Blood  pressure  and 
pulse  are  determined  during  the  first  24 
hours  at  least  every  hour  and  sometimes 
more  frequently  depending  upon  the  need. 
Patients  are  transfused  for  shock  or  for  im- 


pending shock.  If  the  hemoglobin  is  below 
a level  of  10  grams  or  a packed  cell  volume 
is  below  30%  or  if  the  hemoglobin  is  known 
to  be  falling  from  whatever  level,  trans- 
fusion is  instituted  promptly.  These  trans- 
fusions are  given  slowly,  500  cc.  an  hour 
unless  conditions  demand  it  faster.  One 
aims  to  get  the  hemoglobin  up  to  a level  of 
11  or  12  grams  and  hold  it  at  that.  One 
should  also  emphasize  the  need  for  a con- 
stant attendant  during  any  known  or  sus- 
pected bleeding.  I should  like  to  emphasize 
the  necessity  for  recording  what  data  one 
finds.  In  this  respect  perhaps,  we  are  most 
negligent.  It  serves  no  useful  purpose  for 
an  individual  physician  or  house  officer  to 
carry  around  in  his  head  data  about  packed 
cell  volumes  or  blood  transfusions.  The  data 
should  clearly  indicate  relationships  to 
bleeding  episodes,  transfusion,  and  of 
packed  cell  volume  so  that  one  may  de- 
termine reasonably  well  what  progress  is 
being  made.  The  attending  physician  or 
another  house  officer  who  takes  one’s  place 
or  a consultant  who  comes  in,  needs  to  have 
the  data  readily  at  hand  and  I should  like 
to  emphasize  that  point  very  strongly.  One 
should  invite  the  surgeons  to  see  the  patient 
early  in  these  situations.  He  should  be  told 
about  the  patient’s  admission  into  the  hos- 
pital and  allowed  to  see  the  patient  to  fol- 
low him  along.  As  soon  as  the  base  line 
data  is  available  he  can  help  in  making  the 
decision.  It  isn’t  fair  to  call  him  for  the 
first  time  to  operate  on  a patient  in  extremis. 
One  may  use  the  gastric  tube;  I shall  not 
comment  upon  it  any  further.  Dr.  Carlson 
has  quite  adequately  stated  the  position  of 
the  tube.  One  should  record  fluid  intake 
and  output  and  nutritional  intake  for  ob- 
vious purposes.  We  formerly  used  the  daily 
NPN  determination;  we  don’t  use  it  much 
any  more  as  a daily  observation.  We  have 
already  commented  about  the  use  of  X-ray. 
Certainly  we  believe  if  one  is  in  doubt  as  to 
the  source  of  bleeding,  early  X-ray  should 
be  used. 

DR.  SHULL:  Dr.  Carlson,  when  one  op- 
erates upon  a patient,  what  sort  of  pro- 
cedures do  you  do;  what  is  the  surgical 
problem? 

DR.  CARLSON:  I won’t  go  into  the  indi- 
cations for  surgical  intervention  because 
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Valuable  Information  • The  Washington  Office  of  the  American  Medical  Association 
From  Internal  Revenue  has  furnished  the  Executive  Secretary  with  technical  infor- 
Service  mation  bulletin  #61  issued  by  the  Treasury  Department  on  the 

subject  of  physicians  group  retirement  plan.  The  technical 
bulletin  is  as  follows: 

The  Internal  Revenue  Service  has  announced  that  it  is 
modifying  its  position  with  respect  to  classification 
for  Federal  income  tax  purposes  of  organized  groups  of 
doctors  practicing  medicine. 

In  Rev.  Rul.  56-23,  C.B.,  1956-1,  598,  it  was  held 
that  a group  of  doctors  who  adopt  the  form  of  an  asso- 
ciation in  order  to  obtain  the  benefits  of  corporate 
status  for  purposes  of  section  401  (a)  of  the  Internal 
Revenue  Code  of  1954  is  in  substance  a partnership  for 
all  purposes  of  the  Internal  Revenue  Code. 
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It  is  now  the  position  of  the  Service  that  the  fact 
that  an  association  establishes  a pension  plan  under 
section  401  (a)  of  the  Internal  Revenue  Code  of  1954 
corresponding  to  section  165  (a)  of  the  1939  Code  is 
not  determinative  of  whether  such  organization  will  be 
classified  as  a partnership  or  an  association  taxable 
as  a corporation.  The  usual  tests  will  be  applied  in 
determining  whether  a particular  organization  of  doc- 
tors or  other  professional  groups  has  more  of  the  cri- 
teria of  a corporation  than  a partnership. 

Basic  criteria  to  be  used  in  testing  the  existence  of 
an  association  taxable  as  a corporation  will  be  stated 
in  a Revenue  Ruling  to  be  published  at  a later  date. 

• It  is  not  too  early  to  make  hotel  reservations  in  San 
Francisco  if  you  are  planning  to  attend  the  AMA  annual  ses- 
sion, June  23-27.  See  AMA  Journal  for  reservation  blanks. 
Don't  delay.  Write:  AMA  Housing  Bureau,  Room  300  — 61  Grove 
Street,  San  Francisco,  California. 

• The  Board  of  Trustees  of  the  AMA  recently  authorized  pub- 
lication of  a new  sixteen  page  tabloid  newspaper  called  the 
"AMA  News".  The  newspaper  which  is  in  its  formative  and 
planning  stages  is  expected  to  be  distributed  every  two 
weeks  to  approximately  200,000  physicians.  It  is  planned  to 
bring  to  the  attention  of  AMA  members  the  multitude  of 
projects  and  activities  carried  on  by  the  AMA  as  well  as  all 
non  scientific  news  of  interest  to  the  profession.  The  pa- 
per is  to  be  published  for  the  purposes  of  improving  com- 
munication between  the  AMA  and  its  members.  Physicians  will 
be  kept  informed  of  what  is  going  on  in  medicine  in  all 
forty-eight  states.  The  first  issue  is  expected  to  be  ready 
for  distribution  at  the  AMA  annual  convention  in  San  Fran- 
cisco, June  23-27. 

• Here  is  information  on  Medicare  in  Tennessee  for  the 
first  fourteen  months  of  the  program.  The  total  amount  of 
money  paid  Tennessee  physicians  in  claims  under  Medicare 
from  the  beginning  (December  7,  1956)  through  February  28, 
1958  was  $951,092.90.  The  average  amount  per  claim  for  the 
period  was  $76.78.  The  fiscal  agent  has  stated  that  1,594 
physicians  entered  claims  under  Medicare. 

• The  majority  of  component  medical  societies,  recog- 
nized as  the  medical  authorities  in  their  county,  have  been 
and  will  continue  to  serve  their  respective  communities,  but 
the  public  in  these  communities  have  little  or  no  idea  of 
the  width  and  breadth  of  the  society's  activity.  The  prob- 
lem lies  in  communicating  to  the  community,  information 
about  the  service  rendered  by  the  society.  If  the  County 
Society  is  to  better  serve,  it  is  necessary  to  tell  medi- 
cine's story  of  service.  Civic  clubs  would  welcome  this 
type  of  information;  newspapers  are  always  ready  to  publi- 
cize civic  services  ; and  there  are  many  ways  to  let  the  pub- 
lic know  about  the  activity  of  the  medical  society.  Let 
each  county  medical  society  expend  its  effort  in  telling  its 
"story  of  community  service"  to  the  town's  people  so  that  an 
increasing  amount  of  service  can  be  rendered  and  so  that  a 
renewed  respect  of  the  medical  society  may  be  engendered. 
Socialistic  trends  are  increasing,  evidenced  by  many  meas- 
ures being  introduced  in  the  national  congress  that  lean 
heavily  toward  socialization.  No  group  in  the  community, 
although  small  in  numbers,  is  more  potent  than  doctors  of 
medicine.  If  the  individual  physicians  in  the  county  medi- 
cal society  will  take  the  lead,  great  gains  can  be  achieved. 


A.M.A.  Adopts 
Alternative  Plan 
To  Forand  Bill 


A.M.A.  Stresses 
Positive  Approach 


Habilitation  First; 

Re-Habilitation 

Second 


& The  American  Medical  Association  this  month  announced  an 
alternative  plan  to  H.R.  9467,  the  "Forand  Bill."  In  es- 
sence, the  A.M.A.  plan  calls  for  a positive  program  of  com- 
munity effort  on  a nation-wide  basis  to  solve  the  problem 
which  confronts  our  society;  what  to  do  about  the  constantly 
increasing  population  in  the  over-65-year  bracket. 

The  problem  presented  is  one  which  has  evolved  from,  at 
the  best,  community  acceptance  of  the  status  quo;  and  at  the 
worst,  community  rejection  of  it's  responsibilities. 

It  has  been  said  that  our  mores  and  folk  ways  are  not  as 
brutal  as  those  of  the  Eskimos.  When  an  Eskimo  man  or  woman 
becomes  too  old  to  be  a productive  member  of  the  tribe,  he 
or  she  is  given  a bag  containing  a few  days  rations,  and 
marooned  on  the  ice  to  die  of  exposure  or  starvation,  which- 
ever comes  first. 

It  has  been  further  stated  that  ours  is,  of  course,  a 
more  highly  civilized  culture.  Our  oldsters,  when  they 
reach  the  point  of  non-productivity,  are  not  relegated  to 
quick  death,  but  are  in  too  many  cases  consigned  to  such 
human  garbage  cans  as  an  institution,  if  such  is  available, 
or  otherwise  caused  to  be  removed  as  participant  in  the 
activities  of  the  family  unit. 

Another  culture  existent  in  tribes  equally  as  primitive 
as  that  of  the  Eskimos  holds  that  age  is  not  to  be  regarded 
as  a state  of  non-fitness,  but  rather  one  of  venerable  at- 
tainment. In  these  cultures,  the  tribes'  ancients  are  re- 
garded with  respect  by  their  juniors,  who  recognize  that 
their  elders,  full  of  the  wisdom  of  years,  can  contrib- 
ute much  to  the  forward  progress  of  the  tribe  through  coun- 
selling, and  must  be  consulted  for  guidance  in  those  areas 
of  activity  in  which  their  juniors  have  not  yet  labored. 

© Of  these  two  types  of  culture,  the  A.M.A.  basic  concept 
of  an  alternative  plan  to  the  Forand  Bill  points  toward  the 
latter.  This  is  borne  out  in  the  outline  which  the  A.M.A. 
presented  in  draft  form  to  representatives  from  eight  south- 
eastern states  who  attended  a regional  A.M.A.  meeting  of  its 
"Committee  on  Aging"  in  Birmingham,  March  30th. 

While  the  details  have  not  been  listed  in  final  form,  the 
plan  in  brief  summons  all  forces  of  community  activity,  un- 
der the  leadership  of  the  medical  profession,  to  evolve  a 
continuing  and  long-range  program  which  will  make  the  Forand 
Bill  quite  unnecessary. 

© The  American  people  have  come  to  regard  the  age  of  65 
years  as  a demarcation  line.  By  custom,  and  even  by  legis- 
lation, this  age  serves  to  separate  the  productive  from  the 
non-productive  in  our  society.  The  A.M.A.  plan  holds  this 
to  be  a logical  truth;  that  the  age  of  65  should  not  neces- 
sarily create  forced  retirement  on  a great  percentage  of  our 
working  population,  but  the  retirement  should  be  elastic  to 
the  extent  that  the  abilities  and  desires  of  the  individual 
should  be  taken  into  consideration. 


Advancing  Years 
Separated  from 
"Old  Age" 


Memphis  High  School 
Wins  First  Place 
in  Health  Contest 


At  the  same  time,  the  program  calls  for  a realistic  ap- 
proach to  retirement.  In  other  words,  the  individual  should 
begin  an  indoctrination  course,  well  in  advance  of  his  re- 
tirement age,  so  that  he  will  plan  ahead.  Although  no  sta- 
tistics are  available  to  support  this  contention,  an  axiom 
generally  accepted  in  our  society  seems  applicable  here,  to 
wit  ; when  a moving  body  ceases  to  go  forward,  it  begins  to 
drop  back  quite  rapidly. 

The  A.M.A.  program  would  have  individuals  looking  forward 
to  retirement  not  as  a cessation  of  work,  but  as  an  op- 
portunity to  obtain  fulfillment.  The  golden  years  are 
ahead,  the  plan  states,  anticipate  them  now  and  enjoy  them 
later. 

• Thus,  A.M.A.  hopes  to  tear  down  the  all-too-f requent  be- 
lief that  old  age  is  a recessive  period.  It  focuses  atten- 
tion on  the  fact  that  seniority  does  not  necessarily  consti- 
tute senility,  and  that  a person  can  continue  to  grow  until 
the  very  end. 

At  the  same  time,  the  plan  is  realistic  to  the  extent 
that  it  recognizes  that  a great  number  of  cases  of  chronic 
illness  are  found  in  this  population  group.  The  plan  fol- 
lows the  logical  sequence  of  first,  preparing  the  younger 
citizen  for  his  so-called  harvest  years  ; second,  a dynamic 
insinuation  of  living  for  those  who  reach  this  age  without 
serious  physical  or  mental  impairment  ; and  third,  provisions 
to  minister  to  those  who  are  to  a greater  or  lesser  degree 
incapacitated  by  mental  or  physical  deterioration. 

0 

• The  Biology  Club  of  Shelby  County’s  Treadwell  School  has 
been  selected  as  the  first  place  winner  in  the  Fifth  Annual 
TSMA  Health  Project  Contest.  The  project,  on  Salk  Vaccina- 
tions, was  conducted  by  30  members  of  the  school's  Biology 
Club. 

Representatives  of  the  high  school  will  be  presented  with 
a $500  bond  at  the  President's  Night  Banquet,  Monday,  April 
21st  in  Gatlinburg.  The  bond  will  be  presented  by  TSMA 
President  Dr.  J.  Paul  Baird. 

Second  place  winner  according  to  Mrs.  Laurence  Grossman, 
Woman's  Auxiliary  Health  Project  Contest  chairman,  was  the 
sophomore  class  of  the  White  County  High  School  at  Sparta. 
This  project  was  devoted  to  dental  health. 

Third  place,  and  a certificate  of  achievement,  goes  to 
Central  High  School  of  Chattanooga  which  entered  a project 
on  traffic  safety. 

Contest  judges  were:  Dr.  R.  H.  Hutcheson,  Tennessee  Com- 
missioner of  Public  Health  ; Dr.  Robert  Quinn,  Chief  of  the 
Department  of  Preventive  Medicine,  Vanderbilt  University 
School  of  Medicine;  and  F.  C.  Sowell,  Vice-President  and 
general  manager,  WLAC  Radio. 
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Dr.  Shull  has  reviewed  them.  I think  that 
one  must  keep  in  mind  that  if  an  emergency 
surgical  procedure  is  necessary,  the  primary 
object  is  to  save  the  patient’s  life — that  is, 
you  are  going  to  try  to  prevent  him  from 
bleeding  to  death.  Of  course,  there  are 
many  secondary  objectives.  One  would 
like  to  rid  the  patient  of  his  ulcer  diathesis 
and  certainly  one  hopes  that  the  patient 
will  make  an  uneventful  convalescence. 
You  must  recall,  however,  that  I mentioned 
previously  when  operation  is  done  under 
emergency  circumstance,  the  mortality  rate 
is  higher  and  the  incidence  of  postoperative 
complications  is  higher.  These  people  are 
depleted;  they  do  not  heal  their  wounds 
kindly;  the  incidence  of  duodenal  stump 
dehiscence  is  greater  than  in  those  that  are 
done  under  elective  conditions.  Modern 
surgery  differs  vastly  from  the  surgery  of 
30  years  ago  primarily  in  that  we  are  more 
leisurely  in  the  way  in  which  we  carry  out 
the  procedure.  We  are  not  racing  the  clock 
as  our  fathers  and  grandfathers  in  surgery 
did.  I think  one  exception  to  this,  how- 
ever, is  when  one  is  operating  on  a patient 
under  emergency  circumstances  for  bleed- 
ing, the  abdomen  should  be  entered  as  ex- 
peditiously as  possible.  The  duodenum 
should  be  exposed.  Usually  there  are  tell- 
tale signs  to  show  that  the  duodenum  har- 
bors a duodenal  ulcer  which  is  the  cause  of 
the  trouble.  One  must  remember  that  usu- 
ally the  bleeding  ulcer  is  located  on  the 
posteromedial  aspect  and  that  this  hidden 
location  sometimes  gives  rise  to  difficulty 
in  determining  the  site  of  the  bleeding.  If 
there  is  any  doubt  as  to  the  duodenum  be- 
ing the  cause  of  the  trouble,  a duodenotomy 
should  be  done  and  the  bleeding  point  in 
the  ulcer  crater  exposed  if  it  is  present.  I 
feel  that  if  an  ulcer  is  present  the  vessel 
within  the  base  of  the  ulcer  should  be  li- 
gated. The  tenseness  of  the  situation  is 
immediately  dissipated  and  the  procedure 
can  then  proceed  in  a more  leisurely  fash- 
ion. In  the  event  that  the  duodenum  is  not 
the  site  of  the  bleeding,  an  ample  gastrot- 
omy  incision  should  be  made  so  that  every 
portion  of  the  gastric  mucous  membrane 
can  be  scrutinized  to  see  if  an  ulcerative 
lesion  is  present.  If  the  duodenum  is  free 
of  disease  and  the  stomach  is  normal,  the 


situation  becomes  a little  more  complicated. 
Then  one  should  explore  the  remainder  of 
the  intestinal  tract,  primarily  the  small 
bowel,  because  occasionally  one  encounters 
entities  which  are  rare  such  as  telangiec- 
tasia of  the  small  bowel,  a Meckel’s  diverti- 
culum or  benign  polyps  which  may  be  the 
source  of  the  bleeding.  Dilatation  of  the 
veins  in  the  gastrohepatic  ligament  would 
indicate  portal  hypertension  with  bleeding 
esophageal  varices.  In  the  event  that  there 
is  no  obvious  cause  for  massive  bleeding, 
and  the  bleeding  has  been  in  the  upper 
gastrointestinal  tract  manifested  by  vomit- 
ing rather  than  by  loss  through  the  lower 
bowel  alone,  I believe  that  an  empiric  gas- 
tric resection  should  be  done;  that  is  that 
about  two-thirds  of  the  stomach  should  be 
removed  because  in  a sizeable  number  of 
instances,  microscopic  or  almost  micro- 
scopic lesions  will  be  found  on  a careful 
pathological  examination  of  the  specimen. 
In  the  past  numerous  measures  short  of 
gastric  resection  have  been  attempted  in 
an  attempt  to  ligate  all  the  vessels  feeding 
the  ulcer  crater  but  these  have  been  almost 
universally  unsuccessful.  I want  to  close 
with  one  last  point  and  that  is  when  the 
patient  does  have  a duodenal  ulcer  and  is 
bleeding  massively,  I feel  that  is  the  one 
set  of  circumstances  in  which  it  is  manda- 
tory to  remove  the  ulcer  during  the  course 
of  the  gastric  resection. 

DR.  SHULL:  There  isn’t  time  to  go  into 
certain  other  disease  entities  which  might 
be  discussed  in  terms  of  their  specific  man- 
agement. We  should  like  to  close  this  con- 
ference by  thanking  those  who  have  taken 
part  in  this  panel  and  the  audience  for  your 
patience. 

Follow  up  Report  of  first  patient,  Mr.  E.  H. 

DR.  SHULL:  Following  presentation  of 
the  patient  to  the  conference  above,  it  was 
planned: 

1.  On  the  morning  following  the  conference  to: 

(a)  study  fasting  gastric  contents  for  possible 
malignant  cells,  and 

(b)  carry  out  gastroscopic  examination  and 
if  possible  biopsy  gastric  mucosa  in  the 
involved  areas. 

2.  On  the  second  morning  following  the  con- 
ference to  repeat  X-ray  examination  of  the 
stomach. 

3.  On  the  fifth  day,  having  reconstituted  the 
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blood  volume  and  carefully  fed  the  patient 
throughout  this  period,  surgically  to  explore 
the  abdomen  and  do  whatever  may  be  neces- 
sary or  possible  to  correct  the  condition, — 
assuming  that  nothing  in  the  above  observa- 
tions or  the  patient’s  progress  dictated  a 
change  in  plans. 

In  the  late  evening  following  the  confer- 
ence the  patient  vomited  a small  amount 
of  blood.  In  spite  of  this,  clear  nonbloody 
gastric  aspirate  was  obtained  for  cytologic 
study  (which  revealed  no  malignant  cells) 
the  following  morning.  A little  later  in 
the  day  the  patient  vomited  a considerable 
amount  of  blood,  passed  dark  black  stools 
and  his  packed  cell  volume  was  noted  to 
be  falling  again.  After  surgical  consulta- 
tion with  Dr.  Charles  Trabue,  who  had  been 
following  the  patient  since  the  day  of  his 
admission,  it  was  felt  that  we  should  pro- 
ceed the  following  day  with  operation  be- 
cause it  was  believed  that  the  patient  might 
not  again  be  in  better  condition  for  opera- 
tion. It  was  confidently  believed  he  had 
gastric  carcinoma;  it  was  hoped  this  still 
would  be  resectable.  Dr.  Trabue  described 
the  operative  findings  as  follows: 

“The  abdomen  was  entered  through  a left  para- 
median incision.  The  operator  was  greatly  sur- 
prised at  the  normal  appearance  of  the  stomach 
since  the  previous  X-rays  had  suggested  so 
strongly  a process  of  thickening  in  the  wall  of 
the  major  portion  of  the  stomach.  Furthermore, 
on  palpation  the  stomach  wall  was  of  normal 
thickness,  softness  and  elasticity.  A generous  in- 
cision was  made  in  the  mid-portion  of  the  anterior 
wall  of  the  stomach.  On  inspection  the  mucosa 
had  an  entirely  normal  color  and  there  were  no 
exaggerated  rugae  or  other  evidences  of  pathology 
except  for  the  presence  of  a very  large  ulcer  on 
the  posterior  wall,  fairly  close  to  the  greater 
curvature  and  in  the  upper  part  of  the  body  of 
the  stomach.  The  ulcer  was  quite  shallow,  did 
net  have  crater  like  edges,  was  oval  in  shape  and 
had  a greyish  appearance.  On  palpation  there 
was  a minimal  amount  of  induration  of  the  ulcer 
bed,  its  edges  and  the  surrounding  stomach  wall. 
The  glands  of  the  lesser  omentum  and  of  the 
gastrocolic  ligament  were  not  enlarged.  The 
venous  supply  of  the  stomach  did  not  appear  to 
be  increased,  nor  was  there  any  exaggeration  of 
the  portal  system  or  its  collaterals.  The  liver, 
spleen  and  pancreas  were  normal  to  inspection 
and  palpation. 

Resection  of  the  ulcer  seemed  imperative  be- 
cause of  the  hemorrhage.  Total  gastric  resection 
was  considered  but  since  there  was  no  suggestive 
evidence  of  malignancy  a subtotal  resection  was 
elected.  This  procedure  was  done  removing 
about  80%  of  the  stomach  by  the  Hofmeister 


technic  with  a post  colic  anastamosis.  The 
laporatory  wound  was  closed  in  layers  using  in- 
terrupted cotton.” 

Studies  of  the  microscopic  sections  (fig. 
4)  from  the  involved  areas  were  studied  by 


Figure  4-a. 


Dr.  John  L.  Shapiro.  He  states  “The  dif- 
ferential diagnosis  was  between  a lympho- 
matous  neoplasm  and  a chronic  inflamma- 
tory reaction  manifested  by  lymphoid 
infiltrate.  Because  of  the  confinement  of 
the  cellular  infiltrate  to  the  submucosa,  the 
associated  scarring  and  the  presence  of 


Figure  4-b. 
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germinal  centers  within  the  lymphoid  ag- 
gregates, I came  to  the  conclusion  that  this 
was  an  inflammatory  reaction,  perhaps  at 
the  site  of  an  old  healed  ulceration.  Sec- 
tions from  elsewhere  in  the  stomach  than 
the  immediate  area  of  the  ulcer  did  not 
show  the  lymphoid  infiltrate.” 

The  patient  has  had  an  uneventful  post- 
operative course,  is  eating  fairly  well  and 
regaining  his  strength  in  a normal  way. 
So  go  the  vagaries  of  the  problem  of  gastro- 
intestinal bleeding. 
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Congenital  Vertical  Talus.  Lloyd-Roberts,  G.  C., 
and  Spence,  A.  J.:  Bone  & Joint  Surg.  40-B:33, 
1958. 

Congenital  vertical  talus  is  an  uncommon  de- 
formity but  is  a definite  cause  of  severe  flat  feet. 
In  this  paper,  32  feet  are  reported  and  22  patients 
with  this  disorder.  The  deformity  was  most  com- 
mon in  arthrogryposis;  without  associated  defect; 
with  spina  bifida;  and  with  neurofibromatosis. 
Fifteen  of  the  22  patients  had  been  treated  utiliz- 
ing a Denis-Browne  splint  reverse,  manipulation 
followed  by  plaster,  shoe  wedges,  night  splints, 
or  brace  and  T-strap,  and  the  outcome  of  the 
deformity  was  uniformly  poor. 

Operatively,  tenotomy  of  the  tibialis  anterior 
was  performed  3 times  without  apparent  benefit. 
Dunn’s  arthrodesis  was  performed  twice  and  has 
been  the  most  promising  procedure  thus  far. 
(Abstracted  by  Thomas  F.  Parrish,  M.D.,  Nash- 
ville.) 
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Polycystic  Disease  of  the  Kidneys 

Gerald  I.  Plitman,  M.D.,  and  J.  M.  Young,  M.D.* 

DR.  PLITMAN:  This  61-year  old  white  man 
was  first  admitted  to  Kennedy  Hospital  about  7 
years  before  death.  He  was  referred  by  his  local 
physician  for  a “check-up”  for  high  blood  pres- 
sure. His  only  complaints  were  a dull  ache  in  his 
chest  unrelated  to  exertion,  and  nocturia  prac- 
tically all  of  his  life.  The  most  significant  finding 
on  the  first  admission  was  a B.P.  of  210/120. 
Chest  x-ray  was  negative.  EKG  was  normal. 
Eyegrounds  revealed  minimal  tortuosity  and  nick- 
ing of  vessels.  Complete  blood  counts  were 
normal;  urinalysis  revealed  a trace  of  albumin, 
and  the  urine  concentration  test  maximum  was 
1.010. 

Four  years  later  he  returned  complaining  of 
exertional  dyspnea  for  6 months  and  pedal  edema 
for  a week;  he  still  mentioned  nocturia  and  had 
noted  daytime  urinary  frequency.  B.P.  was 
220/120.  Retinopathy  was  Grade  II.  The  heart 
was  at  upper  limits  of  normal  in  size.  Ankle 
edema  was  noted. 

Red  blood  count  was  3.1  million;  Hgb.  9 Gm, 
sedimentation  rate,  17  mm.  per  hour.  Urinalyses 
revealed  a faint  trace  of  albumin,  and  specific 
gravity  ranged  from  1.002-1.010.  There  were  a 
few  red  blood  cells  and  white  blood  cells  per  hp  f. 
on  repeated  urinalyses.  N.P.N.  was  74  mg'.,  BUN 
39  mg.  per  100  ec.  Total  proteins  6.7  Gm.,  with 
albumin  3.8  Gm.  per  100  cc.  Study  of  stools  for 
blood  and  parasites  negative.  Chest  film  revealed 
emphysema  and  a tortuous  aorta;  intravenous 
pyelogram  was  reported  as,  “No  contrast  media 
visualized  on  films.  No  gross  abnormality  noted.” 
EKG,  normal.  He  was  given  one  blood  trans- 
fusion and  the  RBC  count  rose  to  4.0  million  but 
later  dropped.  With  rest,  his  B.P.  dropped  to 
166/102.  The  patient  was  placed  on  a 1 Gm. 
sodium  diet  and  had  a normal  urinary  output. 
Urea  clearance  was  7.5%.  Serum  sodium  values 
were  109-135  mEq/L.  with  most  being  near  120. 
Chemical  determinations  were  Ca.  4.7,  P.  3.2,  K. 
5.5.  and  CO  8.5-14  mEq/L.  The  N.P.N.  rose  as 
high  as  99  but  at  the  time  of  discharge  the  BUN 
was  34  mg.  per  100  cc. 

His  third  admission  was  6 months  later  for  a 
"check-up.”  He  had  noted  easy  fatigability  and 
slight  ankle  edema.  B.P.  was  230/120.  Urea 
clearance  was  19%  of  normal;  P.S.P.  was  2%  ex- 
cretion of  dye  in  15  minutes.  Total  proteins  6.9, 
with  albumin  4.0  Gm.  and  N.P.N.  was  64  mg.  per 
100  cc.  Other  studies  were  as  given  on  second  ad- 


*From the  Medical  and  Laboratory  Services  of 
the  Veterans  Administration  Medical  Teaching 
Group  Hospital  (Kennedy),  Memphis,  Tenn. 


mission.  He  was  given  four  250  cc.  blood  trans- 
fusions and  his  R.B.C.  count  rose  from  3.4  to  4.2 
million. 

Three  months  later  he  was  checked  again  and 
studies  were  as  before  with  an  N.P.N.  of  68  mg. 
per  100  cc.  and  R.B.C.  count  3.3  million.  Urine 
culture  was  negative;  WBC  and  RBC  were  again 
present  in  the  urine.  The  B.P.  was  now  230/120. 
He  was  given  four  packed  red  cell  transfusions 
and  then  discharged.  RBC  count  rose  from  3.3 
to  4.2  million. 

His  fifth  admission  was  16  months  later  at  which 
time  he  complained  of  paroxysmal  nocturnal 
dyspnea,  orthopnea,  and  ankle  edema.  Significant 
changes  were  that  he  had  noted  gross  hematuria 
3 weeks  prior  to  admission,  some  pleuritic  pain  in 
the  left  chest  for  one  week,  and  an  increase  in 
nocturia.  Physical  examination  was  similar  to 
the  previous  ones.  RBC  count  was  2.9  million, 
Hgb.  9 Gm.,  sedimentation  rate  12  mm.  per  hr., 
reticulocyte  count  2%.  WBC  count  was  3300  to 
4400  with  neutrophils  44-66%  and  eosinophils  as 
high  as  13%.  Urinalysis:  2 plus  albumin,  specific 
gravity  1.007,  numerous  WBC  and  many  RBC 
per  hpf.  BUN  ranged  from  62  to  112  mg.  %. 
Other  chemical  studies  were:  serum  Na.  132,  K. 
5.6,  CO;  15.5  mEq/L,  total  proteins,  5.8  with 
albumin  3.8  Gm.  per  100  cc.  Stools  were  nega- 
tive for  blood  and  parasites.  Liver  function  tests 
were  normal.  Chest  x-ray  revealed  pleural  ef- 
fusion, emphysema,  and  a moderately  enlarged 
heart.  Barium  enema  revealed  diverticulosis; 
gastrointestinal  series  showed  enlargement  of  left 
lobe  of  liver  with  extrinsic  pressure  on  the 
stomach  and  a calcified  arear  probably  in  the  left 
lobe  of  the  liver;  gallbladder  series  was  normal. 

I think  this  would  be  a good  time  to  examine 
the  X-rays. 

DR.  ETTMAN:  The  chest  x-ray  shows 
moderate  enlargement  of  the  cardiac  sil- 
houette with  no  distinctive  features.  The 
pleural  effusion  mentioned  in  the  protocol 
was  actually  present  bilaterally  and  is  of 
only  mild  degree  on  either  side.  On  the 
barium  enema,  you  can  see  these  scattered 
diverticula  with  no  evidence  of  the  signs  we 
usually  associate  with  inflammatory  disease 
superimposed.  An  interesting  finding  is  the 
calcification  seen  on  plain  film  of  the  ab- 
domen to  the  right  of  the  midline  in  the 
region  of  the  liver.  There  are  actually  sev- 
eral sites  of  calcification  which  seem  to  have 
a linear  configuration. 

DR.  PLITMAN:  Looking  at  the  plain  film 
of  the  abdomen  one  could  convince  himself 
that  he  is  seeing  what  appear  to  be  enlarged 
renal  shadows  bilaterally,  but  actually  I 
would  have  to  admit  that  the  renal  shadows 
are  not  specifically  visible.  This  is  im- 
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portant,  and  it  is  also  important  that  this 
is  a technically  satisfactory  film  following 
good  preparation  of  the  patient.  Getting 
back  to  the  calcification,  I think  it  also  sig- 
nificant that  it  does  not  appear  to  lie  in  the 
region  where  the  right  kidney  would  be  ex- 
pected to  be  found. 

PROTOCOL  RESUMED:  The  patient  was  dig- 
italized and  placed  on  reserpine.  Repeated  urine 
cultures  failed  to  grow  out  any  one  organism  con- 
sistently. The  liver  which  was  palpable  on  ad- 
mission decreased  in  size;  the  spleen  was  never 
palpable.  L.E.  preparation  was  negative  and 
muscle  biopsy  revealed  nothing  significant. 

His  sixth  admission  was  3 months  later  because 
of  persistent  vomiting.  This  time  he  was  de- 
scribed as  mentally  dull.  B.P.  was  200/120,  sedi- 
mentation rate, .,8  mm.  per  hr.,  and  BUN,  81  mg. 
per  100  cc.  EKG.  showed  bradycardia,  left  ven- 
tricular enlargement  and  digitalis  effect.  Thora- 
zine helped  his  vomiting.  He  was  discharged  on 
Thorazine,  digitoxin,  and  reserpine. 

He  returned  one  day  after  discharge  still  vomit- 
ing. BUN.  was  122  mg.  per  100  cc.  RBC  count 
was  2.2  million,  Hgb.  7.3  Gm.,  and  sedimentation 
rate  0.  Chemical  studies  were.  C02  16,  chlorides 
108,  Ca.  4.45,  P.  2.9,  Na.  127,  and  K.  6.5  mEq/L. 
He  had  a positive  Chvostek  sign.  He  again  was 
sedated  and  given  Thorazine  and  Serpasil  and 
calcium  gluconate. 

His  final  admission  was  6 months  later  with 
complaints  of  headache,-  general  malaise,  and 
anorexia.  B.P.  was  184/92;  there  was  Grade  III 
retinopathy.  RBC  count  was  2.2  million.  Other 
laboratory  data  were  essentially  as  before.  BUN. 
was  74  at  first  and  rose  to  180  mg.  per  100  cc.  He 
was  given  several  transfusions  of  packed  red 
blood  cells.  His  course  was  steadily  downhill  and 
a uremic  frost  appeared  shortly  before  death, 
which  occurred  some  7 years  after  his  first  ad- 
mission here. 

Discussion 

DR.  PLITMAN:  Whatever  else  this  pa- 
tient may  show,  he  had  predominantly  kid- 
ney disease  and  died  a renal  death.  From 
the  time  of  his  very  first  admission  there 
was  albumin  in  the  urine  and  the  maximum 
specific  gravity  was  1.010.  At  the  time  of 
death  his  BUN.  was  180,  and  the  patient  ex- 
pired in  the  clinical  picture  of  uremia  com- 
plete with  uremic  frost.  Between  the 
first  and  last  admissions  there  was  evidence 
of  progressive  renal  disease  until  eventu- 
ally, for  about  the  last  four  years  of  his  life, 
this  patient  could  be  described  as  having 
shown  the  picture  of  “End  Stage  Kidney 
Disease.”  This  is  a useful  clinical  term 
which  is  at  the  same  time  an  undesirable 


one  and  a good  one.  It  is  certainly  unde- 
sirable in  that  it  has  no  implications  regard- 
ing specific  etiology  and  for  that  reason  as- 
sumes the  status  of  a “wastebasket”  term. 
On  the  other  hand,  it  is  a useful  term  in 
view  of  the  fact  that  it  is  well  known  that 
several  common  types  of  bilateral  kidney 
disease  in  their  late  stages  produce  a com- 
mon clinical  picture  with  similar  labora- 
tory findings,  rendering  a differential  diag- 
nosis in  that  stage  highly  difficult,  if  not 
impossible.  In  dealing  with  the  individual 
instance  of  “End  Stage  Kidney  Disease” 
then,  the  problem  of  the  clinician  is  to  seek 
out  whatever  clues  may  be  available  in  at- 
tempting to  make  a differential  diagnosis, 
and  if  possible  to  be  guided  by  these  in  his 
therapy.  A number  of  clues  are  available 
to  us  in  this  protocol  and  let  us  see  if  any 
of  them  seems  to  be  of  sufficient  significance 
to  permit  a specific  diagnosis. 

May  I begin  by  pointing  out  that  the 
kidney  is  subject  to  a number  of  disease 
processes,  some  of  which  are  primary  dis- 
eases of  the  kidney  itself  and  some,  diseases 
of  other  organs  or  systems  with  secondary 
involvement  of  the  kidney.  It  is  difficult  to 
achieve  a completely  satisfactory  classifica- 
tion of  kidney  diseases,  but  for  the  purpose 
of  our  discussion  I think  these  diseases  can 
be  broken  down  into  the  following  general 
headings:  Neoplastic,  Congenital,  Metabolic, 
“Immunologic,”  Vascular,  and  Infectious. 
Let  us  proceed  by  examining  each  of  these 
categories  individually. 

I will  mention  neoplastic  disease  of  the 
kidneys  largely  to  exclude  this  category. 
Renal  neoplasms  are  several  in  number  and 
the  urinary  tract  can  also  be  involved  bv 
contiguous  or  metastatic  spread  from  a 
separate  primary  site.  The  only  clue  sug- 
gesting neoplasm  would  be  the  gross  hema- 
turia which  the  patient  reported  on  one  oc- 
casion; although  on  this  same  admission  the 
urinary  sediment  was  reported  to  contain 
many  red  cells,  we  have  no  statement  that 
actual  gross  hematuria  was  confirmed.  It 
would  be  indeed  far-fetched  to  consider 
renal  neoplasm  of  this  duration  and  without 
other  evidence  of  metastasis  as  the  cause  of 
this  patient’s  picture. 

We  must  next  consider  the  fact  that  this 
man’s  ultimately  fatal  kidney  disease  may 
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have  represented  some  congenital  anomaly. 
In  this  regard,  we  furthermore  have  some 
clues.  We  are  told  in  the  first  paragraph 
that  the  patient  had  nocturia  two  times  a 
night  for  practically  all  his  life,  and  before 
we  gloss  over  this  perhaps  insignificant 
symptom  it  might  be  well  to  point  out  that 
he  could  conceivably  have  had  some  ob- 
structing lesion  of  the  lower  urinary  tract 
producing  the  above-mentioned  symptom. 
Obstructive  uropathies  are,  of  course,  a 
major  group  of  congenital  abnormalities  of 
the  urinary  tract.  However,  I would  be 
surprised  if  this  proves  to  be  our  ultimate 
diagnosis,  since  at  no  time  did  the  patient 
have  any  clinical  occurrence  suggestive  of 
acute  purulent  pyelonephritis  which  is  so 
frequently  seen  in  this  type  of  disorder. 
This  may  be  tenuous  grounds  for  ruling  out 
an  obstructive  uropathy,  but,  on  the  other 
hand,  from  the  clues  available  to  us  in  this 
protocol,  we  have  no  real  basis  for  making 
this  diagnosis.  Satisfactory  pyelographic 
studies,  whether  intravenous  or  retrograde, 
would  have  been  invaluable  in  this  respect 
but  these,  of  course,  were  never  feasible  at 
any  time  during  the  patient’s  clinical  course. 

Another  type  of  congenital  anomaly  of  the 
kidneys  which  must  be  given  serious  consid- 
eration is  polycystic  kidney  disease  with 
progressive  degeneration  of  renal  paren- 
chyma. This  is  a not  uncommon  renal 
lesion  which  can  pursue  exactly  the  course 
that  this  patient’s  disease  did.  It  is  of  more 
than  passing  interest  that  in  approximately 
one-third  of  cases  of  polycystic  disease  of 
kidneys  there  is  also  congenital  cystic  dis- 
ease of  the  liver.  Could  our  clue  in  this  re- 
gard be  the  seemingly  linear  calcifications 
noted  on  the  plain  film  of  the  abdomen? 
Could  these  represent  calcification  in  con- 
genital liver  cysts?  Kidney  cysts  may  con- 
tain calcium.  Although  I could  not  find  any 
specific  references  to  the  occurrence  of  calci- 
fication in  congenital  liver  cysts,  this  might 
be  expected  to  occur  on  the  basis  of  infec- 
tion or  hemorrhage.  It  is  impossible  for 
me  to  rule  out  polycystic  disease  with  com- 
plete safety,  but  I would  direct  your  atten- 
tion to  the  fact  that  no  family  history  is 
given  to  us,  plus  the  fact  that  this  patient 
is  a little  older  than  is  the  usual  patient 
who  begins  to  show  renal  failure  from  poly- 


cystic disease.  At  no  time  was  any  mention 
of  abdominal  masses  made  despite  the  op- 
portunity for  many  physical  examinations 
on  this  patient.  Furthermore,  at  no  time 
did  this  patient  have  any  of  the  frequently 
seen  episodes  of  abdominal  pain  with  hema- 
turia that  occur  in  these  patients,  and  that 
are  ascribable  to  rupture  of  cysts  with  re- 
sulting hemorrhage.  I must  discount  poly- 
cystic disease  of  kidneys  as  my  primary 
diagnosis.  In  short,  I find  that  I have  no 
basis  for  making  a diagnosis  of  congenital 
disease  of  kidneys  or  urinary  tract  and  I 
must  leave  this  category. 

Our  third  category,  metabolic  diseases 
with  renal  involvement,  is  a numerically 
large  group  comprising  a number  of  dis- 
orders. High  on  the  list  at  this  point  would 
be  hyperparathyroidism  for  which  I think 
we  all  at  this  hospital  carry  a high  index  of 
suspicion.  You  will  recall  the  case  pre- 
sented very  recently  at  the  Medical  Grand 
Rounds  with  apparent  long-standing  hyper- 
parathyroidism and  advanced  renal  disease 
secondary  to  the  nephrocalcinosis  that  may 
occur.  The  previously  noted  calcification 
in  this  patient’s  abdomen  again  rears  its 
head  at  this  point  as  a possible  clue,  but 
this  did  not  have  the  appearance  of  nephro- 
calcinosis. Furthermore,  this  patient  lacked 
the  chief  symptom  of  hyperparathyroidism 
as  seen  in  this  country,  namely,  kidney 
stones.  There  was  no  clinical  history  of 
ureteral  colic,  and  in  my  own  opinion  the 
calcification  that  we  have  seen  on  this  pa- 
tient’s X-rays  does  not  appear  to  be  renal 
1 ithiasis.  I feel  that  hyperparathyroidism 
can  be  ruled  out. 

Need  we  consider  gout?  This  patient  had 
no  arthritic  manifestations  and  at  no  point 
in  the  protocol  do  we  have  a serum  uric 
acid  determination.  On  the  other  hand,  is 
this  possibly  significant  omission  to  be  con- 
strued as  a clue?  Gouty  patients  may  suffer 
renal  damage  not  only  from  deposition  of 
urates  and  urate  stones  but  also  from  severe 
renal  arteriosclerotic  changes.  However, 
we  have  no  basis  for  suspecting  this  disease 
and  I am  inclined  to  rule  it  out. 

The  Kimmelstiel-Wilson  lesion  I feel  can 
be  glossed  over  rapidly.  There  is  no  evi- 
dence that  this  patient  was  a diabetic,  but 
he  did  show  the  so-called  Kimmelstiel- 
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Wilson  “syndrome.”  However,  we  realize 
that  whereas  the  “syndrome”  is  seen  fre- 
quently, the  specific  Kimmelstiel-Wilson 
lesion  of  intercapillary  glomerulosclerosis 
is  an  uncommon  one  and  is  felt  to  be  unique 
for  diabetes,  which  again  this  patient  ap- 
parently did  not  have. 

I must  at  this  point  mention  so-called  salt 
losing  nephritis  and  confess  immediately 
that  I am  not  sure  I understand  what  this 
syndrome  represents.  This  bears  emphasis 
in  our  present  discussion  since  on  one  of  his 
early  admissions  this  patient’s  serum  sodium 
values  apparently  were  in  a very  low  range; 
the  attending  clinicians  evidently  consid- 
ered this  when  they  performed  sodium  bal- 
ance studies.  My  own  understanding  of  this 
situation  is  that  salt  losing  nephritis  is  not  a 
specific  disease  but  merely  represents  a 
severe  tubular  abnormality  with  excessive 
sodium  loss  which  may  result  from  any  one 
of  some  several  specific  kidney  lesions.  De- 
spite the  low  serum  sodium  determinations 
which  this  patient  showed,  he  did  not  show 
the  clinical  picture  associated  with  a true 
salt  losing  nephritis.  These  patients  come 
in  generally  showing  a picture  compatible 
with  Addison’s  disease  minus  the  pigmenta- 
tion, but  do  not  respond  to  adrenal  hormone 
replacement.  I cannot  make  that  diagnosis 
here,  and  even  if  I could  I would  feel  that 
this  in  turn  would  merely  be  suggesting 
some  other  primary  lesion  which  we  would 
have  yet  to  diagnose. 

May  I include  multiple  myeloma  in  a dis- 
cussion of  metabolic  kidney  diseases?  Al- 
though this  is  regarded  as  a primary  malig- 
nancy of  the  bone  marrow  the  disease  has 
strong  metabolic  implications  in  regard  to 
protein  metabolism.  Renal  damage  is  a 
well-known  occurrence  and  these  patients 
can  even  develop  a type  of  amyloidosis  with 
renal  involvement.  I mention  this  merely 
for  completeness,  since  by  no  means  have  I 
any  reason  for  suspecting  this  disease.  The 
few  hematologic  earmarks  with  which  we 
are  presented,  chief  among  which  is  the 
persistent  anemia,  are  adequately  explain- 
able on  other  bases.  I will  therefore  dis- 
count the  entire  group  of  so-called  metabolic 
lesions  of  the  kidney  and  go  on  to  my  next 
consideration  which  is  “immunologic”  dis- 
ease of  the  kidneys. 


I use  this  perhaps  poor  term  of  immuno- 
logic disease  to  refer  to  glomerulonephritis. 
As  you  know  this  is  felt  to  represent  an  an- 
tigenantibody  type  of  reaction  with  the 
renal  glomeruli  as  the  “shock  organ”  as  it 
were.  We  recognize  acute,  possibly  sub- 
acute, and  chronic  stages  of  this  disease,  the 
latter  presenting  as  the  previously  men- 
tioned designation  of  “End  Stage  Kidney.'” 
Frankly,  I cannot  in  this  case  rule  out 
chronic  glomerulonephritis.  I could  point 
out  the  fact  that  this  patient  had  no  clear- 
cut  episode  of  acute  nephritis,  but  notori- 
ously these  patients  may  not  have  had  such 
or  may  not  recall  the  episode.  There  is  also 
a feeling  in  some  quarters  that  a classical 
acute  glomerulonephritis  does  not  ever  pro- 
gress to  a chronic  form  with  severe  renal 
damage.  I could  emphasize  the  fact  that 
this  patient  showed  only  a faint  trace  of 
albumin  in  his  urine  at  the  time  that  there 
was  evidence  of  definite  tubular  damage, 
but  this  would  not  be  a significant  point  of 
differentiation  either.  Furthermore,  at  no 
time  are  any  casts  described  in  this  patient’s 
urinary  sediment  and  these  are  a frequent, 
if  not  invariable,  finding  at  some  time  in 
glomerulonephritis;  we  must  assume  that 
this  patients  urinary  sediments  were,  of 
course,  carefully  examined.  My  only  reason 
for  discounting  chronic  glomerulonephritis 
as  my  primary  diagnosis  is  the  fact  that  this 
is  an  unusual  disease,  nowhere  near  as  com- 
mon as  some  may  feel.  Still,  this  is  a CPC 
and  we  must  be  alert  to  the  so-called  rari- 
ties Nevertheless,  I do  not  think  that  this 
patient  had  chronic  glomerulonephritis. 

In  going  to  our  next  group  of  renal  dis- 
eases, those  of  vascular  origin,  we  come  to 
a very  important  group  which  embodies 
several  types  of  lesion.  Were  this  patient’s 
kidneys  damaged  by  recurrent  infarcts?  I 
am  afraid  all  I can  do  is  suspect  that  possi- 
bility and  simultaneously  wonder  where  the 
emboli  would  have  come  from.  He  had  evi- 
dently not  had  a myocardial  infarct,  a fre- 
quent primary  focus  of  thrombosis  and 
emboli.  There  is  no  evidence  that  this  man 
had  bacterial  endocarditis;  no  heart  murmur 
was  described.  Although  the  spleen  was 
never  palpated  it  bothers  me  that  the 
pathologist  took  the  trouble  to  emphasize 
that  fact  in  the  protocol.  The  absence  of  a 
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heart  murmur,  of  course,  does  not  com- 
pletely rule  out  bacterial  endocarditis,  but 
it  makes  it  sufficiently  unlikely  that  I do 
not  give  that  serious  consideration. 

I must  mention  bilateral  renal  vein 
thrombosis  or  inferior  vena  caval  throm- 
bosis with  renal  vein  involvement  merely 
to  point  out  that  we  are  not  dealing  with 
the  clinical  picture  of  that  situation  and  I 
do  not  think  we  need  give  it  serious  con- 
sideration. 

We  must,  however,  give  very  serious  con- 
sideration to  the  possibility  that  this  man 
had  a collagen  vascular  disease,  either  dis- 
seminated lupus  erythematosus  or  perhaps 
polyarteritis  nodosa.  In  this  regard,  we 
have  a number  of  clues  and  evidently  these 
possibilities  were  strongly  considered  clin- 
ically since  L.E.  preparations  were  done,  as 
was  muscle  biopsy.  To  consider  dissem- 
inated lupus  first,  I would  point  out  the 
leukopenia  which  this  patient  manifested. 
This  is  unusual  in  azotemia,  but  leukopenia 
is  a well-known  finding  in  disseminated 
lupus.  Its  mechanism  in  that  disease  may 
sometimes  be  a so-called  hypersplenism;  is 
this  the  reason  why  the  pathologist  empha- 
sized the  absence  of  an  enlarged  spleen? 
We  are  told  specifically  that  the  L.E.  prep 
was  negative  and  although  a positive  L.E. 
prep  is  not  invariably  seen  in  disseminated 
lupus,  one  would  certainly  expect  it  to  be 
positive  in  a patient  with  advancing  activity 
of  the  disease,  such  as  this  man  would  have 
been  showing.  However,  let  us  recall  that 
although  our  concepts  of  disseminated 
lupus  are  changing  this  is  still  predom- 
inantly a disease  of  young  females.  Renal 
involvement  is  well  known  in  disseminated 
lupus  but  tends  to  appear  late  in  the  stage 
of  that  disease  after  abundant  other  clin- 
ical manifestations  have  been  noted.  This 
patient  seems  to  have  shown  none  .of  the 
“usual”  manifestations  of  lupus,  such  as 
arthritis,  or  polyserositis;  he  did  have 
pleuritic  pain  and  pleural  effusions  but  these 
I feel  are  adequately  ascribable  to  his  con- 
gestive failure. 

In  an  elderly  male  we  must  give  much 
more  serious  consideration  to  polyarteritis 
nodosa,  another  of  the  collagen  vascular  dis- 
eases which  shows  a high  incidence  of  renal 
involvement.  We  do  have  a clue  in  this  re- 


gard in  that  this  patient  was  described  as 
having  an  eosinophilia,  as  high  as  13'  < ; 
eosinophilia  occurs  in  polyarteritis  nodosa 
in  varying  percentage  according  to  several 
series  reported  in  the  literature,  and  the  oc- 
currence of  an  eosinophilia  in  a patient  with 
severe  renal  damage  and  hematuria  must 
certainly  make  us  think  strongly  of  poly- 
arteritis nodosa.  However,  may  I remind 
you  that  eosinophilia  is  a very  frequently 
seen  abnormality  in  the  peripheral  blood 
and  can  result  from  a whole  host  of  causes; 
even  the  digitalis  which  this  patient  was 
getting  has  been  implicated  as  a cause  of 
eosinophilia.  The  clinicians  handling  this 
case  were  evidently  impressed  by  the 
eosinophilia  since  they  searched  the  stools 
for  parasites.  However,  my  only  clue  to 
polyarteritis  is  the  presence  of  the  eosino- 
philia. To  make  this  diagnosis  I would  ex- 
pect this  patient  to  be  showing  other  clin- 
ical manifestations,  such  as  joint  and  muscle 
pain,  more  definite  evidence  of  involvement 
of  other  systems,  and  again  episodes  of 
serositis.  I do  not  feel  at  all  secure  in  leav- 
ing polyarteritis  nodosa,  but  I do  not  feel 
that  I have  firm  grounds  for  making  that 
diagnosis. 

To  proceed  in  our  consideration  of  vascu- 
lar diseases  of  the  kidney,  however,  I would 
point  out  that  we  could  be  seeing  a classical 
instance  of  nephrosclerosis  beginning  in  a 
benign  stage  and  progressing  in  severity 
with  eventuation  in  the  stage  of  so-called 
malignant  nephrosclerosis  with  malignant 
hypertension.  Except  for  the  absence  of 
papilledema,  this  case  could  represent  a 
full-blown  example  of  terminal  malignant 
hypertension.  Heretofore,  it  was  felt  that 
this  clinical  picture  was  a certain  indica- 
tion of  the  histologic  presence  of  malignant 
nephrosclerosis  with  actual  necrotizing 
arteriolitis  in  the  kidneys  and  elsewhere, 
plus  onion  skin  endothelial  proliferation  of 
vessels  in  the  kidneys.  However,  accumu- 
lated experience  has  indicated  that  whereas 
so-called  malignant  hypertension  is  seen 
frequently  clinically,  the  associated  renal 
lesion  is  most  often  some  disease  other  than 
necrotizing  arteriolitis.  This  latter  actually 
is  a relatively  uncommon  finding  in  autopsy 
experience.  Therefore,  my  best  reason  for 
believing  that  this  patient  will  not  show 
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malignant  nephrosclerosis  in  his  kidneys  is 
the  reason  of  statistics,  and  to  me  this  is 
always  a cogent  one. 

Statistically,  most  patients  demonstrating 
the  clinical  picture  and  mode  of  exitus 
which  this  patient  showed  will  have  chronic 
pyelonephritis.  I do  not  refer  to  that  type 
of  pyelonephritis  which  is  commonly  as- 
sociated with  obstructing  lesions,  which  is 
felt  to  represent  an  ascending  infection,  and 
which  clinically  demonstrates  recurrent 
episodes  of  chills,  fever,  and  leukocytosis. 
I refer  instead  to  an  interstitial  pyelo- 
nephritis, which  is  felt  to  be  a blood  borne 
infection,  which  can  result  from  any  one  or 
several  of  a variety  of  micro-organisms,  and 
which  sets  up  a chronic  progressively  de- 
structive lesion  in  the  kidney  parenchyma 
beginning  interstitially  with  subsequent  in- 
volvement and  destruction  of  tubules  and 
glomeruli.  This  lesion  has  been  termed 
“pyelonephritis  lenta”  which  eloquently  at- 
tests to  its  slowly  progressive  course.  Just 
as  I can  see  nothing  in  this  protocol  incon- 
sistent with  this  patient’s  having  had  malig- 
nant nephrosclerosis,  nor  can  I see  anything 
inconsistent  with  his  having  had  chronic 
interstitial  pyelonephritis  and  as  I have 
mentioned  in  this  regard,  I feel  that  I have 
frequency  in  my  favor.  Pyelonephritis 
lenta  is  becoming  a clinical  problem  of  in- 
creasing importance  as  more  and  more  of 
our  elderly  patients  expiring  in  the  picture 
of  “End  Stage  Kidney”  are  found  at  autopsy 
to  have  this  lesion.  To  my  knowledge  the 
specific  pathogenesis  has  not  been  worked 
out  except  insofar  as  it  is  felt  to  be  a blood 
borne  infection.  It  is  notoriously  resistant 
to  therapy  and  as  fast  as  one  eradicates  one 
organism  or  set  of  organisms  from  the  urine 
culture  by  approximate  antibiotic  therapy, 
a new  flora  appears  to  take  its  place.  The 
protocol  states  that  repeated  urine  cultures 
failed  to  grow  out  any  one  organism  con- 
sistently and  this  is  the  situation  usually 
seen  in  our  experience.  Regarding  treat- 
ment one  can  think  of  this  lesion  as  being 
analogous  to  subacute  bacterial  endocarditis 
where  the  organisms  frequently  lie  em- 
bedded in  the  tissues  well-nigh  inaccessible 
to  the  effects  of  reasonable  levels  of  anti- 
biotics. It  must  be  pointed  out  that  patients 
with  pyelonephritis  lenta  customarily  have 


a higher  and  more  persistently  elevated 
diastolic  pressure  than  this  patient  showed 
but  I do  not  feel  that  the  absence  of  that 
one  finding  is  inconsistent  with  the  diag-. 
nosis.  The  fact  that  terminally  this  patient’s 
blood  pressure  actually  fell  to  a level  of 
184/92  probably  attests  merely  to  his  fail- 
ing circulation  and  is  again  a common  clin- 
ical experience.  One  other  inconsistency  is 
the  gross  hematuria  which  the  patient  once 
reported.  This  is  not  characteristic  of 
pyelonephritis  lenta,  and  would  more  likely 
suggest  polycystic  disease;  however,  once 
again  the  gross  hematuria  was  not  con- 
firmed. 

In  summary  then  we  have  a man  with 
End  Stage  Kidney  Disease,  in  whose  case 
we  have  considered  a number  of  diagnostic 
possibilities.  In  examining  the  clues  avail- 
able to  make  a differential  diagnosis  I have 
not  found  any  single  clue  which  appears  to 
be  of  outstanding  diagnostic  importance.  I 
feel  that  I must  then  fall  back  on  statistics 
and  render  a diagnosis  of  pyelonephritis 
lenta  since  this  is  the  lesion  most  commonly 
seen  to  account  for  this  picture. 

Clinical  Diagnosis 

Pyelonephritis  lenta. 

Anatomical  Findings 

DR.  YOUNG:  The  most  interesting  find- 
ing at  post-mortem  examination  in  this  case, 
of  course,  was  the  renal  disease.  Each  kid- 
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ney  was  enlarged  and  surrounded  by  fibrous 
and  fatty  tissue.  The  left  kidney  weighed 
1200  grams  and  the  right  920  grams.  (Fig. 
1.)  In  both  the  parenchyma  was  mainly  re- 
placed by  cysts  ranging  up  to  5.0  cm.  in 
diameter.  On  section,  most  of  the  cysts  con- 
tained clear  fluid,  but  some  revealed  brown- 
ish and  hemorrhagic  fluid.  No  definite 
cortico-medullary  demarcation  was  visible. 
The  pelvic  lining  grossly  seemed  thickened 
but  microscopically  there  was  no  evidence 
of  significant  scarring  or  inflammation. 

In  addition  the  liver  contained  multiple 
small  cysts  and  weighed  1700  grams.  Many 


of  these  were  located  in  the  left  lobe  in  a 
fibrosed  area.  The  largest  measured  1.5  cm. 
in  diameter. 

Other  significant  findings  were  left-sided 
cardiac  hypertrophy  (600  grams) , conges- 
tive changes  in  the  lungs,  liver  and  spleen, 
and  secondary  parathyroid  hyperplasia  of 
marked  degree,  each  measuring  more  than 
1.0  cm.  in  greatest  diameter. 

Final  Anatomical  Diagnosis 

1.  Polycystic  disease  of  kidneys  and  liver. 

2.  Cardiac  hypertrophy. 


Respiratory  Viruses  and  Heart  Disease.  E.  N. 

Silber,  Ann.  Int.  Med.  48:228,  1!)58. 

Advanced  technics  for  the  isolation  of  viruses 
have  made  available  effective  means  for  the  study 
of  certain  obscure,  otherwise  unsolved  diseases 
of  the  heart.  The  author  presents  a comprehen- 
sive review  of  the  current  status  of  heart  disease 
related  to  virus  infections  encompassing  a re- 
capitulation of  recent  pertinent  observations  at 
Michael  Reese  Hospital,  a review  of  the  medical 
literature,  and  an  interesting  critique  of  a number 
of  obscure  affections  of  the  heart.  Complement- 
fixation  tests  for  viruses,  rickettsia,  and  cold  hem- 
agglutinins were  performed  over  a 7 year  period 
on  all  patients  with  congestive  heart  failure 
without  demonstrable  etiology,  patients  with  signs 
or  symptoms  of  heart  disease  during  or  following 
any  acute  infectious  disease,  either  clearly  viral 
in  origin,  or  without  clinical  or  laboratory  evi- 
dence of  bacterial  or  rheumatic  etiology,  and 
those  patients  with  routine  electrocardiograms 
suggestive  of  myocarditis.  These  criteria  yielded 
21  patients  with  myocarditis,  2 with  pericarditis. 
Of  this  group  8 had  a specific  viral  etiology  identi- 
fied, and  the  remainder  were  designated  as  pre- 
sumptive by  exclusion  of  other  recognized  causes. 
The  specific  virus  etiologies  established  included 
infiuenza-B,  influenza-A,  influenza-A',  psittacosis, 
and  primary  atypical  pneumonia  virus. 

The  major  clinical  features  of  viral  myocarditis 
included  in  order  of  frequency  an  antecedent  res- 
piratory infection,  dyspnea,  peripheral  edema, 
orthopnea,  retrosternal  pain,  and  weakness.  The 
usual  clinical  signs  included  tachycardia,  systolic 
murmur,  protodiastolic  gallop,  congestive  heart 
failure,  sensitivity  to  digitalis,  diminished  apical 
first  heart  sound,  and  diastolic  murmur.  Em- 
phasis was  placed  on  the  duration  of  one  to 
several  weeks  between  the  occurrence  of  initial 
infection  and  the  appearance  of  signs  of  cardiac 
involvement.  Congestive  heart  failure  was  a 
dominant  clinical  feature  of  all  instances  of  pro- 
tracted chronic  myocarditis.  An  extremely  val- 


uable clue,  suggesting  a possibility  of  myocarditis 
in  patients  with  congestive  heart  failure,  was  the 
occurrence  of  ectopic  rhythms  with  relatively 
small  doses  of  digitalis.  Electrocardiograms  re- 
vealed nonspecific  changes,  the  most  common  be- 
ing contour  abnormalities  with  or  without  ar- 
rhythmias. 

A review  of  the  literature  revealed  that  heart 
involvement  in  influenza  has  been  recognized 
clinically  for  a long  time,  but  there  has  been  a 
wide  difference  of  opinion  because  of  absence  of 
characteristic  myocardial  morphologic  changes, 
and/or  adequate  laboratory  confirmation.  There 
may  be  myocardial  involvement  in  “primary 
atypical  pneumonia,”  a clinical  syndrome  pro- 
duced by  a number  of  different  bacterial,  fungal 
and  viral  agents,  including  primary  atypical  pneu- 
monia virus  which  produces  cold  hemagglutinins, 
and  infrequently  influenza  and  psittacosis.  The 
adeno-viruses  have  recently  been  shown  to  induce 
respiratory  disease  clinically  consistent  with  pri- 
mary atypical  pneumonia.  Patchy  myocarditis 
has  been  noted  in  suckling  and  adult  mice  inocu- 
lated with  Coxsackie  B Virus,  and  similar  cardiac 
lesions  have  been  reported  in  man  due  to  Cox- 
sackie B Virus,  type  III. 

Obscure  diseases  of  the  heart,  such  as  isolated 
or  Fiedler’s  myocarditis,  idiopathic  ventricular 
hypertrophy,  endocordial  fibroelastosis,  and  post- 
partal  heart  disease  may  possibly  be  subdivided 
due  to  newer  technics  for  establishing  viral  eti- 
ology. Clinically  75%  of  the  cases  reported  in 
this  study  would  have  been  designated  as  isolated 
myocarditis  if  the  relationship  to  influenza  or 
other  respiratory  infectious  agents  had  not  been 
established.  Of  the  now  approximately  60  cases 
of  idiopathic  ventricular  hypertrophy  reported, 
review  of  the  data  is  insufficient  to  exclude  pos- 
sible viral  etiology  of  the  myocarditis  reported 
in  pathological  protocols.  The  interesting  condi- 
tion of  endocardial  fibroelastosis,  most  often  en- 
countered in  infancy,  has  been  reported  in  adults. 

(Continued  on  page  171) 
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President's  Letter 

WE  HAVE  PASSED  THE  POINT  OF  NO  RETURN 


In  my  report  of  of- 
fice this  month  to  the 
House  of  Delegates  I 
have  urged  that  some 
future  changes  be 
considered  which 
might  influence  more 
interest  and  a better 
attendance  at  our  An- 
nual State  Meetings. 
In  various  in- 
stances members  from  different  sections  of 
the  State  with  whom  I have  discussed  the 
matter  have  indicated  concern  over  the 
small  registration,  the  relatively  small 
number  attending  the  General  Scientific 
meeting,  and  in  general  what  might  be  done 
to  improve  the  State  Meeting. 

Recently  Dr.  Kampmeier,  chairman  of 
the  Committee  on  Scientific  Work,  has  ex- 
pressed his  views  that  this  committee  be  in- 
creased in  number.  He  thinks  that  with  ad- 
ditional new  faces  and  new  thoughts  that 
the  committee  might  be  able  to  change  the 
scope  and  arrangement  of  the  program  to 
make  these  improvements.  However,  there 
are  several  factors  which  have  to  be  consid- 
ered in  reviewing  the  problem  if  changes 
are  contemplated. 

One  of  the  biggest  factors  is  to  determine 
the  wishes  of  the  membership.  It  must  be 
ascertained  whether  sentiment  demands 
that  the  present  policy,  of  having  only  Ten- 
nessee Physicians  appear  on  the  program 
before  the  General  Scientific  meeting,  be 
kept  intact.  There  are  many  in  the  State 
who  feel  that  this  policy  should  be  changed 
so  that  well  known  out  of  state  speakers 
could  appear  and  that  this  alone  would 


further  interest  and  attendance.  In  some 
states  the  greater  proportion  of  the  speakers 
are  well  known  non-residents  who  can  in- 
fluence attendance  to  the  general  meeting 
merely  by  their  presence  on  the  program. 
It  has  been  suggested  that  some  of  the 
“name”  speakers  brought  before  the  Spe- 
cialty Groups,  or  the  Academy  of  General 
Practice,  might  be  utilized  in  a dual  role 
so  that  they  could  appear  for  an  extra  pres- 
entation before  the  general  meeting.  This 
might  help  to  keep  the  expense  involved  to 
a minimum  so  that  additional  dues  or  a 
registration  fee  would  be  unnecessary.  An- 
other factor  which  must  be  considered  is  a 
practical  approach  to  coordinate  all  the  ac- 
tivities of  the  various  specialty  groups 
meeting  concurrently.  We  must  find  some 
way  of  making  the  general  meeting  of  suf- 
ficient interest  to  all  members  so  that  the 
individual  in  a specialty  group  will  not 
limit  his  time  and  interest  strictly  to  his 
specialty  and  return  home  following  an 
afternoon  or  night  session. 

These  factors  and  many  other  problems 
could  be  studied  by  an  expanded  Program 
Committee  such  as  Dr.  Kampmeier  has  sug- 
gested. A committee  of  this  nature  could 
determine  the  sentiment,  correlate  infor- 
mation, and  make  future  recommendations 
to  the  House.  It  is  my  belief  such  a study 
committee  could  bring  to  the  Association 
plans  for  improved  meetings,  a stronger  or- 
ganization and  a better  Association. 


J.  Paul  Baird 
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dleaderzAtfr  £xentfili£Ce&  'Tlecv  “President 

Since  World  War  II,  Dr.  James  Collie  Gardner  has  exemplified  the  high 
type  medical  leadership  that  is  vitally  necessary  in  this  age  of  socialistic  trends. 

He  has  contributed  generously  of  his  talents,  which  have  been  a major 
factor  in  the  success  of  his  county  and  state  medical  organizations.  He  has 
shown  the  keen  ability  to  analyze  many  of  the  problems  confronting  med- 
icine and  particularly  the  Tennessee  State  Medical  Association. 

From  1947,  upon  his  return  from  the  service,  until  1952,  Dr.  Gardner  headed 
the  Doctors  Procurement  Program  for  the  Armed  Forces  in  Tennessee. 

TSMA’s  new  president  is  a Tennessean  by  choice.  He  was  born  in  Dan- 
ville, Virginia,  February  14,  1900,  and  came  to  Tennessee  as  a student  at  Van- 
derbilt in  1921. 

Dr.  Gardner  attended  preparatory  school  at  Riverside  Military  Academy  in 
Gainesville,  Georgia. 'He  received  his  undergraduate  education  at  Vanderbilt 
University  where  he  obtained  his  A.B.  degree  in  June,  1926.  Following  his 
pre-medical  work,  he  entered  Vanderbilt  University  School  of  Medicine,  where 
he  received  his  M.D.  degree  in  1928.  He  was  a member  of  the  Kappa  Sigma  and 
Phi  Chi  fraternities  at  Vanderbilt. 

Internship  was  served  at  St.  Thomas  Hospital  in  Nashville.  Special  train- 
ing in  surgery  followed  at  Cleveland  Clinic  Foundation,  Cleveland,  Ohio.  Also 
he  had  special  training  at  Gallinger  Hospital  at  George  Washington  Univer- 
sity, Washington,  D.  C. 

Dr.  Gardner  serves  as  assistant  professor  of  clinical  surgery  at  Vanderbilt 
University  School  of  Medicine.  He  maintains  an  active  general  surgical  prac- 
tice in  Nashville. 

World  War  II  called  him  into  Army  service  in  1942  where  he  served  until 
1946.  He  was  stationed  at  the  Army-Navy  General  Hospital,  Hot  Springs,  Ar- 
kansas, where  he  served  with  the  rank  of  lieutenant  colonel.  He  was  chief  of 
surgical  service  at  his  post. 

He  is  a member  of  the  Nashville  Academy  of  Medicine  and  Davidson  County 
Medical  Society,  the  Tennessee  State  Medical  Association  and  the  American 
Medical  Association.  He  is  certified  by  the  American  Board  of  Surgery.  He 
is  a past-president  of  the  Nashville  Academy  of  Medicine  and  Davidson  County 
Medical  Society,  and  served  as  chairman  of  the  Board  of  Trustees  of  the  Ten- 
nessee State  Medical  Association  from  1952  to  1957.  He  served  in  1952  as  pres- 
ident of  the  Nashville  Surgical  Society,  and  he  is  a member  of  the  American 
College  of  Surgeons  and  the  Southeastern  Surgical  Congress. 

Dr.  Gardner  has  had  a major  role  in  bringing  to  Tennessee  one  of  the  out- 
standing vocational  rehabilitation  programs  of  any  state.  He  now  serves  as 
administrative  medical  consultant  to  the  Tennessee  Department  of  Vocational 
Rehabilitation.  In  addition,  he  is  attending  surgeon  on  four  Nashville  hospital 
staffs,  and  finds  time  to  lend  his  energies  to  other  civic  and  community  activities. 

Dr.  Gardner’s  counsel  is  constantly  sought  by  his  colleagues,  not  only  in 
surgical  matters,  but  also  in  the  organizational  and  public  relations  phases  of 
medicine. 

He  and  his  family  are  active  mebers  of  the  Westminster  Presbyterian 
Church.  He  is  a member  of  the  Rotary  Club.  He  is  an  avid  sports  fan  and 
occasionally  finds  some  time  to  devote  to  fishing.  He  is  a member  of  the  Belle 
Meade  Country  Club. 

Dr.  Gardner  was  married  to  Miss  Anne  Lucy  White  of  Nashville  in  1928. 
They  have  two  children,  Mrs.  Rachel  Gardner  Smith  of  Nashville  and  James 
C.  Gardner,  Jr.  who  is  a student  at  Vanderbilt  University. 

This  Nashville  surgeon  steps  into  the  presidency  of  TSMA  as  a result  of 
service  to  all  branches  of  organized  medicine  in  which  he  has  been  associ- 
ated. His  proven  ability  and  medical  statesmanship,  will  assure  the  continued 
progress  of  the  Tennessee  State  Medical  Association. 


— J.  E.  Ballentine 
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THE  DISSEMINATION  OF  CANCER  CELLS 


The  spread  of  malignant  cells  has  con- 
cerned operating  surgeons  and  their  in- 
ternist colleagues  since  the  recognition  of 
secondary  growth.  As  early  as  1907,  Long 
recognized  the  possibility  of  the  implanta- 
tion of  cancer  cells  per  se  into  a wound  and 
advised  changing  drapes,  instruments,  etc., 
after  a biopsy  was  performed,  before  pro- 
ceeding with  the  radical  resection  of  the 
cancer.  In  1936,  Saphir1  identified  tumor 
cells  on  knives  used  in  surgical  biopsy  and 
excision.  Subsequently,  others  have  re- 
ported local  recurrences  following  aspira- 
tion of  carcinoma  of  the  thyroid,  prostatic 
carcinoma,  and  recently  we  have  noted  im- 
plantation along  the  needle  tract  following 
thoracentesis  of  fluid  containing  adeno- 
carcinoma cells. 

Although  not  the  first  to  note  the  high 
incidence  of  recurrence  at  the  suture  line 
following  resection  of  the  colon,  studies  of 


the  dissemination  of  cancer  cells  have  been 
summarized  recently  by  Warren  Cole.2  He 
and  others  found  such  recurrences  in  about 
10%  of  cases.  A number  of  reports  de- 
scribed silk  sutures  in  the  recurrences, 
which  lends  credence  to  the  transplantation 
theory.  Smears  from  the  bowel  lumen  in 
patients  being  operated  upon  for  carcinoma 
of  the  bowel  have  showed  malignant  cells 
which  decreased  in  frequency  as  the  dis- 
tance from  the  tumor  increased.  Implanta- 
tion and  growth  of  malignant  cells  in 
fistulas  and  on  hemorrhoids,  from  adeno- 
carcinoma of  the  colon,  would  seem  to 
verify  that  these  desquamated  cells  are 
viable.  Hilberg'  presented  evidence  that 
cancer  cells  were  found  in  washings  from 
wounds  in  one-third  of  patients  having  rad- 
ical operations  for  cancer. 

Recently,  certain  drugs  which  are  anti- 
cancer agents  have  been  tried  in  this 
regard.  Chief  among  these  is  nitrogen  mus- 
tard, which  seems  to  prevent  a high  per- 
centage of  “takes”  in  experimental  animals 
injected  with  rat  carcinosarcoma.  The  drug 
must  be  given  within  an  hour  after  inocu- 
lation of  the  cells  to  effect  a difference.  If 
six  hours  elapse  between  inoculation  of 
cells  and  injection  of  drug,  no  benefit  from 
the  drug  is  detectable. 

To  prevent  recurrences  of  carcinoma  on 
the  basis  of  implantation  from  colonic  car- 
cinoma, the  following  steps  have  been  ad- 
vocated: 

1.  Ligate  the  lumen  of  the  bowel  above 
and  below  the  lesion  before  the  opera- 
tion is  begun. 

2.  Clean  the  bowel  lumen  very  carefully 
before  sutures  are  placed  in  the  anasto- 
motic line. 

3.  Ligate  the  vascular  trunks  leading  to 
and  from  the  tumor  whenever  possible, 
in  order  to  prevent  venous  emboli 
arising  from  the  tumor  during  oper- 
ative manipulation. 

4.  Put  a cover  over  the  tumor  if  possible 
during  its  removal,  thus  minimizing 
the  possibility  of  desquamation  from 
the  tumor  and  subsequent  implanta- 
tion on  peritoneal  surfaces. 

5.  Give  nitrogen  mustard  in  an  attempt 
to  destroy  cancer  cells  dislocated  dur- 
ing operative  manipulation.  It  is  hoped 
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that  these  anti-cancer  agents  will  slow 
down  or  prevent  the  progression  of  dor- 
mant microscopic  nests  of  cells  to  grow- 
ing metastases.  The  recommended 
total  dose  is  limited  to  30  mg.,  giving 
no  more  than  0.4  mg.  per  kilo  for  the 
entire  course.  This  total  dose  is  di- 
vided into  four  quarters.  The  first 
quarter  is  given  into  a tributary  of  the 
portal  vein  and  the  second  quarter  is 
given  into  the  peritoneal  cavity  at  the 
conclusion  of  the  operation.  The  third 
and  fourth  quarters  are  given  intra- 
venously on  the  next  two  days. 

It  is  hoped  that  these  measures  will  help 
prevent  the  iatrogenic  spread  of  cancer 
cells.  Until  nonsurgical  treatment  of  can- 
cer is  developed,  the  surgeon  must  realize 
that  his  glove,  his  knife,  his  drapes,  or  his 
haste  may  negate  all  his  surgical  skill  and 
technic  in  effecting  a cancer  cure. 

A.  B.  S. 
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EDUCATIONAL  COUNCIL  FOR 
FOREIGN  MEDICAL  GRADUATES 

One  may  hope  that  an  answer  has  been 
found  to  a problem  which  has  been  most 
difficult  in  the  past  half-dozen  years. 

The  accreditation  of  hospitals  for  intern- 
ship and  residency  has  outstripped  any  po- 
tential increase  in  graduates  who  might  be 
available  for  all  the  vacancies.  (It  is  said 
there  are  approximately  twice  as  many  ac- 
credited internships  as  there  are  medical 
graduates  annually.)  It  is  frankly  admitted 
by  many  hospitals  that  they  are  searching 
for  “extra  hands”  rather  than  offering  a 
bona-fide  educational  program  in  graduate 
training.  These  hospitals  more  and  more 
have  welcomed  the  foreign  medical  grad- 
uates who  have  invaded  our  shores  since 
World  War  II. 

The  foreign  medical  graduate  is  anxious 
to  obtain  an  appointment  on  the  intern  or 


resident  staff  in  an  American  hospital  for 
one  of  two  purposes.  Some  sincerely  wish 
the  opportunity  to  learn  American  medicine 
so  they  may  return  to  their  home  and 
spread  the  benefits  of  their  American  train- 
ing. Unfortunately  these  dedicated  young 
doctors  often  are  to  be  disappointed  if  they 
are  accepted  on  the  house  staff  of  a hospital 
that  hungers  for  “extra  hands”  and  is  short 
on  education.  Such  a trainee  all  too  often 
may  not  see  the  best  in  American  medicine 
but  rather  may  take  home  some  of  which 
we  may  not  be  proud.  The  second  purpose 
for  which  foreign  graduates  come  to  this 
country  is  in  the  hope  of  becoming  an 
American  citizen  with  the  ultimate  privi- 
lege of  private  practice. 

All  of  us  have  heard  over  and  over  again 
that  many  of  the  foreign  graduates  upon 
arrival  do  not  know  enough  English  to  un- 
derstand or  be  understood  in  even  ordinary 
communication,  aside  from  the  complexi- 
ties of  the  American  hospital.  Equally  as 
serious  have  been  the  woeful  shortcomings 
of  some  in  even  the  barest  of  basic  medical 
knowledge.  This  has  led  to  serious  conse- 
quences at  times  in  our  hospitals,  particu- 
larly on  services  with  inadequate  super- 
vision. 

Sooner  or  later  an  answer  had  to  be  found 
to  this  problem.  After  three  years  of  plan- 
ning a functioning  organization  has  been 
set  up,  the  Educational  Council  for  Foreign 
Medical  Graduates,  sponsored  by  the  Amer- 
ican Hospital  Association,  The  American 
Medical  Association,  the  Association  of 
American  Medical  Colleges  and  the  Federa- 
tion of  State  Medical  Boards  of  the  United 
States.  Funds  for  the  first  two  years’  ac- 
tivities have  been  provided  by  the  sponsor- 
ing agencies  and  the  Kellogg  Foundation 
and  the  Rockefeller  Foundation. 

“It  will  make  available  to  properly  quali- 
fied foreign  medical  graduates  while  still 
in  their  own  country  a means  of  obtaining 
ECFMG  certification,  (a)  to  the  effect  that 
their  educational  credentials  have  been 
checked  and  found  meeting  minimal  stand- 
ards (18  years  of  formal  education,  includ- 
ing at  least  4 years  in  a bona  fide  medical 
school),  (b)  that  the  command  of  English 
has  been  tested  and  found  adequate  for  as- 
suming an  internship  in  an  American  hos- 
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pital,  (c)  that  the  general  knowledge  of 
medicine  as  evidenced  by  passing  of  the 
American  Medical  Qualification  Examina- 
tion is  adequate  for  assuming  an  internship 
in  an  American  hospital.” 

Material  used  for  examination  in  the 
screening  examination  will  be  provided  by 
the  National  Board  of  Medical  Examiners 
which  “will  proctor  the  examination,  score 
and  analyze  the  results,  and  turn  them  over 
to  the  ECFMG’s  Examination  Committee 
for  final  evaluation  and  action.”  The  for- 
eign graduate  in  this  country  will  be  billed 
$50.00  for  the  screening  examination.  For- 
eign students  abroad  will  be  billed  only  if 
they  obtain  a position  in  an  American  hos- 
pital. American  hospitals  will  pay  $75.00 
for  each  such  candidate  accepted. 

It  is  clearly  understood  that  this  organi- 
zation is  not  a placement  agency  for  foreign 
interns  or  residents,  who  must  make  their 
own  arrangements  with  American  hospitals. 
Nor  will  the  organization  rate  or  evaluate 
foreign  medical  schools;  it  will  evaluate 
only  the  professional  competence  of  the  in- 
dividual. 

Since  at  the  moment  there  are  several 
thousand  foreign  graduates  in  house-staff 
positions  in  this  country,  the  Educational 
Council  for  Foreign  Medical  Graduates  will 
do  a great  service  to  the  American  hospital, 
to  American  doctors,  to  the  American  pub- 
lic and  to  the  young  foreign  doctor  himself, 
since  it  will  give  him  the  entree  that  com- 
petence only  can  provide. 

R.  H.  K. 


DEATHS 


Dr.  L.  S.  Love,  76,  Nashville,  died  February 
10th  at  his  home.  He  suffered  a heart  attack. 
Dr.  Love  was  a Central  State  Hospital  official  for 
30  years. 

Dr.  John  F.  Moore,  59,  Nashville,  died  February 
9th  at  his  home  following  a long  illness. 


Knoxville  Academy  of  Medicine 

Members  of  the  Academy  met  in  the 
Academy  building  on  March  11th.  The  sci- 


entific program  consisted  of  a panel  dis- 
cussion entitled  “Diagnosis  and  Treatment 
of  Duodenal  Ulcer.”  Panelists  were  Dr.  E. 
Charles  Sienknecht,  Dr.  Willis  Kraemer 
and  Dr.  Mark  Fecher. 

Roane  County  Medical  Society 

Members  of  the  Society  met  in  the  dining 
room  of  the  Oak  Ridge  Hospital  on  March 
25th.  The  scientific  program  consisted  of 
a paper  entitled  “Surgery  of  the  Hand  in 
Arthritis”  by  Dr.  S.  Benjamin  Fowler, 
Nashville.  All  members  of  the  Society  and 
their  wives  were  invited  to  the  home  of  Dr. 
Paul  Spray  following  the  meeting  to  meet 
the  speaker. 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  met  on  March  4th  in  the 
Interstate  Building  where  the  scientific  pro- 
gram included  a paper  by  Dr.  Tim  J.  Man- 
son  on  “Chronic  Pancreatitis  and  Pancreatic 
Insufficiency,”  one  by  Dr.  Howard  B.  Barn- 
well on  “Problems  in  Plastic  Surgery,”  and 
two  case  reports  by  Dr.  Stewart  Lawwill, 
Jr.,  and  by  Dr.  Wm.  C.  Pallas  and  Dr. 
Charles  W.  Hawkins. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  March  11th  meeting  was  held  at  Van- 
derbilt University  Hospital  where  dinner 
was  served  in  the  cafeteria.  The  scientific 
p r o g r a m entitled  “Pediatric  Diagnostic 
Problems”  was  presented  by  Dr.  Amos 
Christie  and  members  of  the  Vanderbilt 
pediatric  staff  and  featured  patients  in  a 
“live”  clinic.  An  initial  report  was  given 
on  the  duration  of  immunization  provided 
by  recently-developed  vaccines,  based  on 
tests  just  concluded. 

Monroe  County  Medical  Society 

“Diseases  of  the  Heart”  was  the  topic  dis- 
cussed by  Dr.  W.  J.  Cameron,  of  Sweet- 
water, at  the  February  meeting,  which  was 
held  at  the  home  of  Dr.  David  Hadley.  A 
dinner  was  served  to  the  11  members  of 
the  society  present. 


April,  1958 


NATIONAL  NEWS 


165 


NATIONAL  NEWS 


AMA  Tells  Why  It  Opposes  the 
Forand  Bill 

The  American  Medical  Association  has 
announced  that  it  will  strongly  oppose  any 
federal  legislation  which  would  provide 
hospitalization  and  medical  benefits  under 
the  Social  Security  program. 

Such  benefits  under  Social  Security  have 
already  been  proposed  under  terms  of  a bill, 
H.R.  9467,  introduced  in  the  85th  congress. 
It  is  estimated  that  there  are  approximately 
13  million  persons  who  would  be  included 
if  this  bill  is  passed. 

The  AMA  Board  of  Trustees  has  ap- 
pointed a special  task  force  to  conduct  an 
intensive  research  study  of  the  health  status 
of  the  population  over  the  age  of  65.  The 
task  force  will  collect  data  and  opinions 
bearing  on  the  following  questions: 

(1)  What  is  the  extent  of  the  problem? 

(2)  What  are  the  economic  resources  of 
the  persons  affected? 

(3)  What  are  voluntary  insurers  doing 
and  planning  to  meet  existing  needs? 

(4)  To  what  extent  does  public  assistance 
meet  the  need? 

(5)  What  is  the  relationship  of  the  family 
to  the  aged  persons  in  this  group. 
Specifically,  what  are  the  resources 
and  obligations  of  children  and 
grandchildren  to  the  aged? 

(6)  What  is  the  incidence  of  hospitaliza- 
tion and  illness  by  age  groups? 

(7)  What  is  the  relative  status  of  volun- 
tary measures  for  the  care  of  the 
over-65  age  group  today  as  compared 
to  the  situation  five  or  ten  years  ago? 

The  answers  to  these  and  other  questions 
will  be  incorporated  in  the  AMA’s  testi- 
mony before  Congress  and  will  be  used  in 
AMA’s  educational  efforts  in  behalf  of  the 
American  People. 

The  Washington  Scene 

At  least  for  this  year,  it  appears  that  Con- 
gress will  keep  its  hands  off  tranquilizer 
drug  regulation.  The  issue  was  studied  by 
a House  Government  Operations  Subcom- 


mittee in  three  days  of  hearings,  where 
experts  on  tranquilizers  testified.  With  few 
exceptions,  they  told  the  subcommittee  they 
thought  the  situation  was  well  in  hand  now 
and  that  no  new  legislation  was  needed. 

The  investigation  grew  out  of  reports  that 
(a)  some  tranquilizer  manufacturers  are 
misleading  doctors  in  literature  describing 
the  drugs  and  in  advertisements  in  medical 
journals,  and  (b)  somehow  the  general  pub- 
lic is  reading  these  claims  and  prevailing 
on  doctors  to  prescribe  the  drugs  when  they 
aren’t  indicated  medically. 

A repoi’t,  when  issued  by  the  full  com- 
mittee later  in  the  year,  is  expected  to  point 
out  some  of  the  danger  areas  explored  at 
the  hearings,  but  not  to  make  a strong  de- 
mand for  further  federal  regulation  in  this 
area. 

Dr.  Leo  Bartemeier,  chairman  of  the 
American  Medical  Association’s  Council  on 
Mental  Health,  told  the  subcommittee  under 
Rep.  John  Blatnik  (D.,  Minn.)  that  he 
knows  of  no  “gross  misrepresentation”  of 
the  drugs,  and  that  it  is  his  understanding 
that  the  producers  subject  the  drugs  to 
careful  tests  before  releasing  them  to  the 
medical  profession.  Dr.  Bartemeier  ex- 
plained that  the  drugs  are  helpful  in  bring- 
ing mental  patients  in  contact  with  reality, 
thus  preparing  them  for  treatment. 

Dr.  Robert  H.  Felix,  head  of  the  National 
Institute  of  Mental  Health,  agreed  that 
tranquilizers  are  “a  new  source  of  hope” 
for  patients  and  psychiatrists  alike,  but  he 
pointed  out  that  their  success  actually  high- 
lighted the  acute  shortage  of  trained  psy- 
chiatric personnel  in  public  mental  hospi- 
tals. He  said  that  too  many  patients,  after 
being  made  ready  for  treatment  through  use 
of  the  drugs,  have  to  wait  for  long  periods 
until  overworked  psychiatrists  can  start 
their  treatments. 

Two  other  government  witnesses  also  said 
no  new  legislation  is  needed.  They  were 
Dr.  Albert  H.  Holland,  Jr.,  medical  director 
of  Food  and  Drug  Administration,  and 
Commissioner  Sigurd  Anderson  of  the  Fed- 
eral Trade  Commission.  They  argued  that 
even  the  most  questionable  wording  does 
not  mislead  the  wary  physician,  and  that 
there  is  no  record  in  20  years  of  any  drug 
advertisements  sent  exclusively  to  the  pro- 
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fession  that  carried  false  or  misleading 
claims. 

Dr.  Nathan  Kline,  research  director  for 
the  New  York  State  Department  of  Mental 
Hygiene,  said  there  may  be  occasional 
abuses  or  “Honest  Mistakes,”  but  that  they 
are  not  frequent  enough  to  justify  new  leg- 
islation. 

Dr.  Kline  did  suggest  that  it  might  be 
wise  to  give  Food  and  Drug  Administration 
full  authority  over  policing  of  advertising. 
At  present  FDA  is  responsible  for  checking 
on  claims  on  labels  or  enclosed  literature, 
and  Federal  Trade  Commission  for  checking 
advertisements.  The  advantage  would  lie 
in  FDA’s  authority  to  move  faster  against 
producers  in  case  of  abuse. 

Among  the  few  who  called  for  new  con- 
trol legislation  was  Dr.  J.  Murray  Steels, 
who  headed  a New  York  Academy  of  Medi- 
cine study  of  tranquilizer  advertising. 

In  contrast  to  evidence  from  witnesses 
before  the  Blatnik  subcommittee,  Dr.  Steele 
said  a number  of  psychiatrists  had  told  his 
panel  that  the  ads  often  serve  more  to  mis- 
lead than  to  guide  physicians. 

(From  the  Washington  Office  of  the  AMA) 
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Medicare  Statistics  tor  Tennessee 

The  Dependents  Medical  Care  program 
(Medicare)  has  now  reached  sizeable  pro- 
portions. The  total  amount  of  money  paid 
in  physicians’  claims  to  doctors  of  Tennes- 
see under  Medicare  from  the  beginning  of 
the  program  (December  7,  1956)  to  Febru- 
ary 28,  1958,  totaled  $951,092.90.  This  is  an 
average  amount  per  claim  of  $76.78.  A 
total  of  1,594  physicians  have  participated 
in  the  program  in  the  fourteen  month  pe- 
riod. 

TSMA  Inaugurates  Code  on  News 
in  Medicine 

A voluntary  code,  designed  to  improve 
teamwork  between  the  medical  profession 
and  the  news  media,  has  been  established. 
The  plan  defines  what  constitutes  patient 
news  in  the  public  interest  and  what  does 


tographs  and  tape  recordings  in  hospitals, 
not.  It  spells  out  the  rules  governing  pho- 
and  the  use  of  photographs  of  physicians. 

The  code  was  worked  out  by  a special 
committee  representing  newspapers,  radio 
and  television,  hospitals  and  physicians. 

Pediatric  Symposium 

Some  50  physicians  from  East  and  Middle 
Tennessee  attended  a symposium  on  se- 
lected problems  of  pediatrics  at  the  Uni- 
versity of  Tennessee  Memorial  Research 
Center  and  Hospital  on  March  7-8.  Lec- 
tures were  given  by  attending  physicians 
at  the  U-T  Hospital  and  physicians  from 
Knoxville. 

Topics  included  the  care  of  the  newborn 
baby,  surgery  in  children,  the  “problem” 
child,  convulsions,  poisoning  and  various 
other  problems  doctors  encounter  when 
treating  infants  and  children.  The  program 
was  sponsored  by  the  U-T  Hospital,  Ten- 
nessee Valley  Academy  of  General  Practice, 
and  the  U-T  Graduate  School  and  College 
of  Medicine,  through  the  U-T  extension  di- 
vision. 

TSMA  Committee  Proposes  Study  to 
Determine  Drivers'  Permits 

A committee  of  the  Tennessee  State  Med- 
ical Association  has  proposed  that  a study 
be  made  to  determine  if  periodic  re-exami- 
nation should  be  required  for  drivers’  per- 
mits. The  Chairman  of  the  Public  Service 
Committee  has  stated  that  the  committee 
would  like  to  join  with  the  Tennessee  Bar 
Association  and  State  Safety  Department 
in  making  such  a study. 

Conference  on  Handicapped  Children 

Some  800  doctors,  social  workers  and 
other  interested  parties  attended  the  second 
Tennessee  conference  on  handicapped  chil- 
dren on  March  7-8  at  Memphis.  The  con- 
ference was  sponsored  and  financed  by  the 
Nemours  Foundation,  a charitable  organiza- 
tion created  to  aid  handicapped  children  in 
the  South.  The  purpose  of  thp  conference 
was  to  determine  services  now  available  to 
the  handicapped  child  in  Tennessee  and  to 
determine  what  is  not  being  done  and  to 
recommend  a program. 
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University  of  Tennessee 
College  of  Medicine 

A Legislative  Council  subcommittee  has 
approved  the  entrance  requirements  and  ad- 
missions policy  of  University  of  Tennessee 
Medical  Units.  Officials  stated  that  no  Ten- 
nessee student  who  could  qualify  scholas- 
tically had  ever  been  refused  admission  in 
favor  of  an  out-of-state  student.  The 
Chairman  of  the  faculty  admissions  com- 
mittee stated  that  the  number  of  out-of- 
state  students  accepted  varies  each  year, 
depending  upon  how  many  qualified  Ten- 
nessee applicants  are  available. 

★ 

A grant  amounting  to  $65,440  has  been 
made  to  the  University  of  Tennessee  Col- 
lege of  Medicine,  by  the  National  Fund  for 
Medical  Education. 

★ 

Dr.  Bernard  George  Stall  III,  a specialist 
in  the  study  of  high  blood  pressure,  has 
been  added  to  the  staff  of  the  newly  opened 
Research  Center  at  University  Hospital.  Dr. 
Stall  comes  to  the  University  from  the  Uni- 
versity of  North  Carolina  School  of  Medi- 
cine where  he  has  been  assistant  professor. 

New  and  Clarifying  Regulations 
Issued  on  Medicare 

The  Office  for  Dependents’  Medical  Care 
has  issued  some  additional  regulations  and 
restated  others  for  the  guidance  of  physi- 
cians in  connection  with  treating  patients 
under  the  medicare  program. 

Eligible  dependents  generally  receive  care 
in  semiprivate  hospital  rooms,  ODMC  says. 
However,  private  accommodations  may  be 
provided  under  the  following  arrange- 
ments: 

1.  When  private  accommodations  are  re- 
quired for  proper  care  and  treatment  and 
the  patient’s  attending  physician  so  certi- 
fies. The  patient  will  be  responsible  for 
payment  of  25%  of  the  difference  between 
the  private  room  charge  and  the  weighted 
average  of  semi-private  room  charges  of 
the  hospital. 

2.  When  a private  room  is  provided  at 
the  specific  request  or  desire  of  the  patient 
or  sponsor,  the  patient  will  pay  the  full 
difference  between  the  private  room  and 


the  weighted  average  of  a semi-private 
room. 

3.  Where  a hospital  offers  only  private 
rooms,  the  patient  pays  10%  of  the  daily 
hospital  charge  for  the  private  room,  or  the 
total  daily  hospital  charge,  less  $15,  which- 
ever is  the  greater. 

In  a second  circular,  ODMC  outlines  pro- 
cedures in  the  payment  of  independent 
nurse  anesthetists  and  physical  therapists. 
It  notes  that  there  has  been  considerable 
delay  and  difficulties  in  their  payment  be- 
cause of  the  lack  of  a clear-cut  policy  arid 
the  fact  they  work  on  a free-lance  basis. 

They  may  now  be  paid  direct  if,  (1)  the 
attending  physician  ceitifies  on  a form  (DA- 
1863)  that  the  services  were  authorized  by 
him,  and  (2)  the  amount  charged  does  not 
exceed  the  physician’s  normal  charges  to 
persons  having  an  annual  income  of  $4,500 
or  less. 

Under  provisions  of  a clarifying  circular 
on  physicians’  fees  in  maternity  cases,  the 
government  has  this  reminder:  If  preg- 

nancy terminates  in  premature  delivery, 
the  doctor  is  entitled  to  full  fee  if  he  has 
rendered  continuous  antepartum  care  be- 
ginning in  the  first  eight  weeks  of  preg- 
nancy. 

ODMC  says  that  if  a maternity  patient 
should  have  to  consult  a physician  in  a lo- 
cality away  from  that  of  her  attending  doc- 
tor clinic,  the  doctor  consulted  is  entitled 
to  a fee  for  a home  or  office  visit. 

Action  of  TSMA  Legislative  Committee 

The  Committee  on  Legislation  and  Public 
Policy  met  on  January  26th  in  Nashville. 
Meeting  with  the  committee  was  Mr.  Au- 
brey Gates,  a staff  coordinator  of  the  AMA, 
assisting  the  committee  in  outlining  its  pro- 
gram on  the  Forand  Bill,  HR  9467.  Mr. 
Gates  presented  fourteen  questions  request- 
ing information  relative  to  this  program. 
Answers  to  the  questions  and  the  informa- 
tion needed  by  the  AMA  are  now  being 
compiled  by  the  Legislative  and  Public 
Policy  Committee.  The  committee  ap- 
proved giving  full  support  to  the  AMA  and 
to  do  all  possible  in  opposing  HR  9467,  now 
before  Congress. 

The  committee  reviewed  the  hearings  be- 
fore the  Legislative  Council  on  the  con- 
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troversial  psychologists  versus  psychiatry 
dispute. 

A committee  was  named,  composed  of  Dr. 
R.  H.  Hutcheson,  Dr.  Frank  Luton,  Dr. 
Ralph  O.  Rychener  and  Mr.  Charles  Cor- 
nelius, attorney,  to  write  an  amendment  to 
the  Code  (revision  in  the  medical  practice 
act) . 

Other  matters  discussed  were  HR  6719 
and  Public  Law  734  which  is  a bill  having 
to  do  with  pay  raises  to  doctors  in  the  Vet- 
erans Administration.  This  bill  carries  a 
controversial  clause  wherein  optometrists 
are  put  on  equal  status  with  physicians. 
The  legislative  committee  vigorously  op- 
poses this  part  of  the  bill. 

The  committee  recommended  that  the 
Public  Service  Committee  continue  to  col- 
lect data  and  statistics  relative  to  accidents 
and  other  incidents  concerning  the  Fire- 
works Law;  approved  TSMA  joining  with 
the  Tennessee  Bar  Association  and  directed 
TSMA  attorney,  Mr.  Charles  Cornelius,  to 
draw  a model  medical  examiner  law;  con- 
sidered proposed  legislation  on  nursing  that 
will  be  presented  to  the  General  Assembly 
by  the  Tennessee  Nurses  Association,  and 
further  discussed  appropriations  of  the  In- 
digent Hospital  Act.  The  Committee  agreed 
that  for  the  foreseeable  future,  this  appro- 
priation should  not  be  extended. 

Vanderbi  It  Un  iversity 
School  of  Medicine 

A Symposium  on  Immunity  and  Virus 
Infection,  sponsored  by  the  National  Foun- 
dation for  Infantile  Paralysis,  Inc.,  will  be 
presented  on  May  1 and  2. 

Seventeen  well  known  authorities  in  their 
fields  will  attend  from  some  20  universities 
and  research  institutes.  The  meeting,  which 
is  being  held  in  conjunction  with  the  bi- 
ennial Flexner  Lectureship,  will  consist  of 
two  morning  and  two  afternoon  sessions. 
Sir  Macfarlane  Burnet  of  the  University  of 
Melbourne,  Australia  and  Flexner  Lecturer, 
Dr.  Alwin  Pappenheimer  of  New  York  Uni- 
versity, Dr.  Wendell  Stanley  of  the  Univer- 
sity of  California,  and  Dr.  Ernest  Goodpas- 
ture of  the  Walter  Reed  Army  Medical 
Center,  and  former  Professor  of  Pathology 
at  Vanderbilt,  will  serve  as  chairmen  of 
the  respective  sessions. 


The  symposium  will  be  published  in  book 
form  by  John  Wiley  and  Sons,  Inc.  Inter- 
ested physicians  are  invited  to  attend  the 
sessions  which  will  be  held  in  the  Medical 
Amphitheater. 

The  areas  for  discussion,  by  one  or  more 
scientists,  are  as  follows:  The  Mechanism 
of  Antibody  Formation;  Immunology  of  Tis- 
sue Transplantation  and  Tolerance;  The 
Properdin  System  and  Immunity;  Antibody- 
Antigen  Interaction,  A Unitarian  Concept 
of  Immunity  and  Disease;  Methods  of  Sep- 
aration and  Purification  of  Antibodies; 
Genesis  of  Fever  in  Infectious  Disease; 
From  Bacteriophage  to  Influenza  Virus;  The 
Purification  and  Physioco-Chemical  Prop- 
erties of  Plant  and  Animal  Viruses;  Bac- 
teriophage, Virus  and  Infective  Heredity; 
Tobacco  Mosaic,  A Molecular  Infection; 
Characteristics  of  Naturally  Acquired  Im- 
munity in  Poliomyelitis  and  of  Immunity 
Induced  by  Killed  and  Live  Virus  Vaccine, 
and  Immunity  to  Poliomyelitis  Infection. 

Dedication  of  White  County  Hospital 

Sparta  and  White  County  joined  in  the 
dedication  of  their  new  hospital  on  Jan- 
uary 5. 


Dr.  Frank  G.  McCampbell,  Jr.,  formerly  of 
Nashville,  announces  his  association  with  Drs. 
Arthur  Walker  and  Autry  Emmert  at  the  Waverly 
Clinic  and  Hospital. 

Dr.  Carl  Stubblefield,  Grundy  County,  has 
opened  an  office  in  the  Medical  Clinic  in  McMinn- 
ville. He  will  be  associated  with  Dr.  C.  M.  Clark 
and  Dr.  B.  C.  Smoot. 

Dr.  David  E.  Stewart,  Brownsville,  was  the 
guest  speaker  before  the  Rotary  Club. 

Dr.  J.  S.  Scott,  Ripley,  is  a candidate  for  Lau- 
derdale County  Judge.  He  will  oppose  Dr.  J.  R. 

Lewis. 

Dr.  George  Sivils,  Chattanooga,  recently  ap- 
peared on  the  program  “Your  Doctor  Speaking” 
and  discussed  the  subject  “Coughs  and  Bronchi- 
tis.” The  series  is  sponsored  by  the  Health  Coun- 
cil and  the  Medical  Society. 

Dr.  L.  A.  White,  Friendship,  has  been  elected 
mayor. 

Dr.  James  F.  Dietrich,  East  Ridge,  has  relocated 
his  office  in  Live  Oak,  Florida. 

Dr.  Chas.  C.  Trabue,  IV,  Nashville,  was  the 
author  of  a recent  newspaper  article  on  insurance. 
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The  article  was  published  under  the  auspices  of 
the  Nashville  Academy  of  Medicine  and  was  en- 
titled “The  Doctors  Speak.” 

Dr.  G.  Turner  Howard,  Knoxville,  attended  the 
World  Medical  Association  meeting  in  Istanbul. 

Dr.  Harold  B.  Boyd,  Memphis,  recently  pre- 
sented films  before  the  Engineers  Club  of  Mem- 
phis of  his  tour  through  African  big  game  country. 

Dr.  Julian  K.  Welch,  Jr.,  Brownsville,  has  been 
named  a vice-president  of  the  Mid-South  Post- 
graduate Medical  Assembly. 

Dr.  Sells  Blevins,  Johnson  City,  announces  the 
opening  of  his  office  for  the  practice  of  medicine 
in  Jonesboro. 

Dr.  Robert  J.  Barnett,  Jackson,  has  been  elected 
a diplomate  of  the  American  Board  of  Orthopaedic 
Surgery.  , 

Dr.  Carl  Hartung,  Chattanooga,  recently  ad- 
dressed the  Civitan  Club. 

Dr.  Grace  Moulder,  Shelbyville,  addressed  the 
Licensed  Practical  Nurses  meeting.  Her  subject 
was  “Anterior  Chest  Wall  Pains.” 

Dr.  John  B.  Youmans,  Nashville,  was  one  of 
the  speakers  at  the  Chicago  Medical  Society  Clini- 
cal Conference. 

Dr.  Fred  Powell,  Fountain  City,  recently  ad- 
dressed the  Kiwanis  Club.  His  subject  was  “Dis- 
ease and  Functions  of  the  Heart.” 

Dr.  Tom  Roe,  has  announced  the  opening  of  his 
office  for  the  practice  of  medicine  in  Savannah, 
where  he  will  be  associated  with  Dr.  T.  R.  Wil- 
liams. 

Dr.  B.  M.  Hightower,  Lebanon,  has  been  named 
president  of  the  Wilson  County  Medical  Society. 
Other  officers  were  Dr.  W.  K.  Tilley,  vice- 
president,  and  Dr.  T.  R.  Puryear,  Secretary- 
treasurer. 

Dr.  Lloyd  Grymes,  formerly  of  Fulton,  Ken- 
tucky, has  announced  the  opening  of  his  office  for 
the  practice  of  medicine  at  Lobelville. 

Dr.  Wm.  F.  Meaeham,  Nashville,  presided  as 
president  at  the  recent  meeting  of  the  Southern 
Neurosurgical  Society  in  Jackson,  Mississippi.  Dr. 
Meaeham  also  presented  a paper  on  March  27th 
to  the  Greensboro  Academy  of  Medicine,  Greens- 
boro, North  Carolina. 

Dr.  Daniel  Donovan,  former  assistant  professor 
at  the  University  of  North  Carolina  School  of 
Medicine,  has  joined  the  staff  at  the  Jackson 
Clinic  in  Jackson.  His  practice  is  limited  to  In- 
ternal Medicine. 

Dr.  J.  E.  Acker,  Jr.,  Knoxville,  recently  dis- 
cussed the  community  services  of  the  East  Ten- 
nessee Heart  Association  at  the  District  2 meeting 
of  the  Tennessee  Nurses  Association. 

Dr.  H.  G.  Edmonson,  Martin,  was  a recent 
speaker  before  the  Martin  Health  Council.  His 
subject  was  “Preventive  Measures  Against  Dis- 
ease.” 

Dr.  Charles  H.  Webb  announces  the  opening  of 
his  office  for  the  practice  of  medicine  in  Tulla- 
home  where  he  will  be  associated  with  Dr.  Edwin 
E.  Gray. 


The  Rockwood  Rotary  Club  recently  heard  Dr. 
E.  E.  Miller  of  Knoxville  speak  on  the  recent 
advancements  and  discoveries  in  the  study  of  the 
ear. 

Dr.  Robert  J.  Brimi,  Knoxville,  spoke  to  the 
Knoxville  Civitan  Club  on  “Heart  Program.” 

Dr.  Stanfield  Rogers,  formerly  of  Dyersburg,  has 
assumed  the  position  of  director  of  the  University 
Memorial  Research  Center  in  Knoxville. 

Dr.  Eben  Alexander,  Jr.,  Knoxville,  has  become 
the  third  doctor  to  win  the  “Distinguished  Hu- 
manitarian Citation”  from  the  Winston-Salem, 
N.  C.  chapter  of  Hadassah,  national  women’s 
Zionist  organization. 

Doctors  M.  Lou  Hefley,  David  F.  Hoey,  Harry 
H.  Jenkins  and  Margaret  E.  Joyce  announced  the 
organization  of  the  Woman’s  Clinic  of  Knoxville, 
practice  to  be  limited  to  Obstetrics  and  Gyne- 
cology. 

Doctors  L.  C.  Jackson,  W.  M.  Jackson  and  J.  T. 
Jackson  held  open  house  at  the  new  Goodlark 
General  Hospital  in  Dickson,  on  April  5. 

Doctors  Jack  H.  Booth  and  Daniel  L.  Donovan 

have  joined  the  Jackson  Clinic  of  Jackson,  in  the 
Departments  of  Orthopedic  Surgery  and  Internal 
Medicine  respectively. 

Dr.  Robert  J.  Linn  has  joined  Doctors  M.  Dee 
Ingram,  Jr.  and  William  M.  Hamilton  in  the  prac- 
tice of  radiology,  in  Nashville. 

Dr.  Peter  B.  Wallace  has  joined  Dr.  Arnold  M. 
Meirowsky  in  the  practice  of  neurological  surgery, 
Nashville. 

Dr.  C.  Gordon  R.  Sell,  Nashville,  has  announced 
the  opening  of  his  office  for  the  practice  of  cardi- 
ology with  special  interest  in  children. 


Hale  McMillan  Lecture 

Meharry  Medical  College  announces  the  elev- 
enth annual  Hale  McMillan  Lecture  to  be  given 
May  8,  1958  at  8:00  p.m.  at  the  College  in  Nash- 
ville. The  subject  will  be  “Surgical  Considera- 
tions of  Aortic  and  Arterial  Diseases.”  Dr.  Michael 
E.  De  Bakey,  Professor  of  Surgery  and  Chairman 
of  the  Department  of  Surgery  at  Baylor  Univer- 
sity, will  be  the  lecturer. 

Medical  Education  Week, 

April  20-26,  1958 

During  the  week  of  April  20-26,  the  medical 
profession  will  join  forces  with  the  Woman’s 
Auxiliary  and  the  medical  schools  throughout  the 
country  in  presenting  programs  emphasizing  the 
progress,  problems,  and  challenges  of  medical  ed- 
ucation. Medical  Education  Week  is  designed  to 
create  greater  public  appreciation  and  support. 
The  six  specific  aims  of  Medical  Education  Week 
are  to:  (1)  portray  the  key  role  that  medical  edu- 
cation plays  in  the  promotion  and  maintenance  of 
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the  nation’s  health  and  security,  and  make  the 
public  aware  that  the  nation’s  83  medical  schools 
are  the  foundation  of  our  entire  health  and  medi- 
cal structure;  (2)  explain  how  the  medical  schools 
are  striving  to  meet  the  demand  for  larger  num- 
bers of  physicians  and,  at  the  same  time,  char- 
acterize American  medical  education;  (3)  call 
attention  to  the  steady  progress  in  the  medical 
sciences,  showing  what  this  means  in  terms  of 
longer  life,  better  health  and  greater  freedom 
from  disease  and  disability;  (4)  point  out  the  wide 
range  of  activities — teaching,  research,  service 
and  leadership — carried  on  by  the  modern  medi- 
cal school  in  addition  to  its  job  of  training  new 
doctors;  (5)  make  clear  the  extent  and  nature  of 
the  new  challenges  to  the  profession,  some  grow- 
ing out  of  our  constantly  expanding  fund  of 
medical  knowledge  and  some  resulting  from  the 
mounting  complexity  of  our  civilization,  and  (6) 
point  out  some  of  the  steps  being  taken  con- 
stantly to  push  back  the  horizons  of  the  medical 
sciences  and  to  realize  the  full  potential  of  the 
nation’s  health  resources. 

American  Goiter  Association 

The  American  Goiter  Association  will  conduct 
its  1958  meeting  in  the  St.  Francis  Hotel,  San 
Francisco,  California  on  June  17-19,  1958. 

Physicians  Newly  Licensed  in  Tennessee 

Gass,  John  D.  M.,  Nashville 
Carico,  James  M.,  Kingsport 
McCarty,  Levi  B.,  Jr.,  Aztec,  N.  M. 

Poduska,  Patsy  R.,  Memphis 
Wade,  John  B.,  Nashville 
Upton.  Arthur  C..  Oak  Ridge 
Donaldson.  Barbara  A.  H.,  Townsend 
Fulton.  Lyman  A.,  Johnson  City 
Wolaver,  John  H.,  Knoxville 
Booth,  Jack  H.,  Jackson 
Crockett,  Robert  N.,  Jr.,  Memphis 
Wallace,  Peter  B.,  Louisville,  Kv. 

Bryant,  James  W.,  Memphis 
O'Neal,  David  M.,  Memphis 
Donovan.  Daniel  L.,  Jackson 
Cardona.  Aristides,  Crossville 

AMA  Annual  Meeting — San  Francisco 

The  annual  meeting  of  the  American  Medical 
Association  will  be  held  in  San  Francisco  from 
June  23-27.  Headquarters  for  the  House  of  Dele- 
gates sessions  will  be  in  Sheraton  Palace  Hotel. 
Scientific  and  technical  exhibits,  films,  color  TV 
; nd  lectures  will  be  in  the  Civic  Auditorium, 
the  adjacent  new  Plaza  Exhibit  Hall  and  nearby 
buildings. 

Plans  for  an  outstanding  scientific  lecture  pro- 
gram are  being  completed  by  the  Council  on 
Scientific  Assembly. 

Registration  officially  opens  at  the  new  Plaza 
Exhibit  Hall  on  June  23rd  at  8:30  a.m.  and 
closes  Friday  noon.  The  scientific  and  technical 
exhibits  will  be  open  to  AMA  physician  members 


only  on  Tuesday  and  Wednesday  mornings.  Plan 
now  to  attend  this  worthwhile  medical  meeting. 
Watch  for  further  details  in  the  Journal  of  the 
AMA. 


West  Tennessee  Surgical  and  Medical 
Association  Meeting  Program 
May  8,  1958,  New  Southern  Hotel 
Jackson,  Tennessee 

The  program  which  has  been  arranged  by  Dr. 
David  E.  Stewart  and  Dr.  J.  K.  Welch,  Jr.,  of 
Brownsville  is  as  follows: 

1:00-1:40  P.M.  Registration 

1:40-2:40  P.M.  ‘’Diseases  of  the  Thyroid  Gland” 
— Panel  Discussion 
Dr.  Russell  H.  Patterson,  Dr.  Hall 
Tackett,  and  Dr.  Lester  Van  Mid- 
dlesworth,  University  of  Tennes- 
see Medical  School,  Memphis, 
Tennessee 
“Joint  Injuries” 

Dr.  Robert  J.  Barnett,  Jackson, 
Tennessee 

“Hepatoma  in  Childhood” 

Dr.  John  E.  Neumann,  Paris,  Ten- 
nessee 
Intermission 

“Surgical  Management  of  Uri- 
nary Difficulties  in  Post- 
Menopausal  Patient” 

Dr.  Jack  Armstrong,  Somerville, 
Tennessee 

“Procedures  to  Facilitate  Early 
Diagnosis  of  Carcinoma  of  the 
Cervix” — Discussion 
Dr.  John  Shapiro,  Dept,  of  Pathol- 
ogy, Vanderbilt  University  Med- 
ical School,  Nashville,  Tennessee, 
and  Dr.  Robert  Chalfant,  Dept,  of 
Obstetrics  and  Gynecology,  Van- 
derbilt U niversity  Medical 
School,  Nashville,  Tennessee 
5:00-6:00  P.M.  Social  Hour  followed  by  Dinner 
After  Dinner  Speaker:  Dr.  R.  L.  Sanders,  Sanders 
Clinic,  Memphis,  Tennessee 
Subject:  “Kitchen  Table  Surgery  and  Medical 
Progress  in  This  Century” 

The  above  program  has  been  approved  by  the 
American  Academy  of  General  Practice  for  four 
hours  of  Category  1 Credit. 


2:40-3:00  P.M. 


3:00-3:20  P.M. 


3:20-3:40  P.M. 
3:40-4:00  P.M. 


4:00-5:00  P.M. 


Postgraduate  Course  in  Gastroenterology 
and  Hematology  at  Vanderbilt  University 
School  of  Medicine 

A one-day  course  will  be  presented  on  Thurs- 
day, June  5,  1958,  beginning  at  9 a.m.  A dis- 
cussion of  selected  topics  in  the  field  of  gastro- 
enterology and  in  hematology  has  been  planned, 
a half-day  being  set  aside  for  each.  The  course 
is  approved  for  6V2  hours  of  Category  I credit  by 
the  American  Academy  of  General  Practice.  Tui- 
tion is  $15.00,  which  includes  the  luncheon.  For 
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further  information  address  the  Department  of 
Postgraduate  Instruction,  Vanderbilt  University 
School  of  Medicine. 

Mountaintop  Medical  Assembly 

The  fifth  Assembly  will  be  held  June  19-21,  at 
Waynesville,  North  Carolina.  This  is  sponsored 


by  Wyeth  Laboratories  of  Philadelphia.  The  pro- 
gram covers  a broad  field  of  subjects  of  interest 
to  the  general  practitioners.  It  provides  15  hours 
of  credit,  Category  I.  Further  information  may 
be  had  by  addressing  Dr.  J.  Frank  Hammett,  Box 
827,  Waynesville,  N.  C. 


Respiratory  Viruses  and  Heart  Disease 

(Continued  from  page  165) 

The  etiologic  relationship  of  viruses,  toxins, 
ischemia  or  malnutrition  remain  speculative.  The 
group  of  patients  reported  in  the  literature  as 
“postpartal  heart  disease,”  usually  describing 
heart  failure  appearing  in  the  last  month  of  preg- 
nancy or  in  the  puerperium  in  the  absence  of 
recognizable  pre-existing  cardiac  disease  have 
clinically  suggested  the  presence  of  acute  diffuse 
myocarditis.  From  the  evidence  reviewed  it 
would  appear  that  diffuse  myocardial  disease  in 
the  puerperium  is  related  to  a number  of  different 
etiologic  agents,  and  there  is  little  real  evidence 


to  warrant  the  designation  of  such  a specific  en- 
tity. 

In  the  summary,  the  author  has  justifiably 
noted  that  the  appearance  of  antibodies  or  actual 
isolation  of  a specific  virus  during  the  course  of 
the  disease  constitutes  suggestive,  not  incontro- 
vertible proof  that  the  virus  is  responsible  for 
the  pathology.  It  is  pointed  out  that  the  only 
method  by  which  this  type  of  heart  disease  can 
be  viewed  in  its  proper  perspective  will  be  by 
careful  follow-up  studies  over  a period  of  many 
years.  (Abstracted  for  the  Middle  Tennessee 
Heart  Association  by  Ben  J.  Alper,  M.D.,  Nash- 
ville, Tenn.) 


SOCIAL  SECURITY  SAYS:  “A  wife  or 
widow  under  62  or  the  divorced  wife  of  an 
insured  person  may  receive  payments  onhj 
while  she  has  in  her  care  a child  (under  18 
years  of  age)  who  is  entitled  to  monthly 
payments.” 

In  Other  Words:  Many  widows  who  mar- 
ried in  their  20's  and  lost  their  husbands  in 
their  40’s,  would  not  receive  any  survivors' 
benefits  until  they  reached  age  62  because 
their  children  would  be  18  or  older. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 


Locations  Wanted 

A 31  year  old  married  physician,  Protestant. 
Graduate  of  Ohio  State  University.  Priority  IV. 
Completing  residency  in  Anesthesiology.  Desires 
private  or  group  practice.  Available  July,  1958. 

LW-278 


A 27  year  old  married  physician,  Methodist. 
Graduate  Duke  University  Medical  School.  Pri- 
ority IV.  Desires  clinical  or  associate  general 
practice.  Available  July,  1958.  LW-284 


A 31  year  old  married  physician.  Baptist.  Grad- 
uate of  Baylor  University  College  of  Medicine. 
Priority  IV.  Desires  general  practice  in  East  Ten- 
nessee community  over  5.000  population.  Avail- 
able July  1,  1958.  LW-288 

♦ 

A 30  year  old  married  physician,  Episcopalian. 
Graduate  of  University  of  Tennessee.  Priority  IV. 
Desires  clinical  or  associate  practice  in  general 
practice  and  surgery.  Has  two  years  surgical 
residency.  Available  July  1,  1958.  LW-290 


A 38  year  old  widowed  physician,  Methodist. 
Graduate  of  George  Washington  University.  Pri- 
ority IV.  Desires  general  surgery  practice  in  East 
Tennessee  community  of  10.000-20.000.  Available 
immediately.  LW-300 


A 31  year  old  married  physician,  Methodist. 
Graduate  of  Louisiana  State  University.  Priority 
IV.  Desires  clinical  general  practice.  Available 
July  1,  1958.  LW-307 


A 32  year  old  married  physician,  Protestant. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Certified  American  Board  of  Pediatrics.  Desires 
clinical  or  associate  practice  in  pediatrics  in  East 
Tennessee  community  of  50,000  or  over.  Avail- 
able June,  1958.  LW-308 


A 29  year  old  married  physician,  Baptist.  Grad- 
uate University  of  Louisville.  Now  completing 
service  obligation.  Desires  associate  or  clinical 
general  practice  in  community  less  than  30,000. 
Would  consider  industrial.  Available  August, 
1958.  LW-309 


A 27  year  old  married  physician,  Methodist. 
Graduate  of  Louisiana  State  University.  Now 
completing  service  obligation.  Desires  associate 
or  clinical  general  practice  in  community  of  2,500- 
20,000.  Available  November,  1958.  LW-310 


A 34  year  old  physician,  Methodist.  Board  eli- 
gible in  Ophthalmology  with  three  years  experi- 
ence in  EENT  practice,  desires  association  or 
salaried  position  in  Ophthalmology  or  EENT. 

LW-311 


Physicians  Wanted 

Town  of  1,000  population  in  West  Tennessee 
desires  general  practitioner  to  take  over  practice 
of  deceased  physician.  Office  space  and  all  equip- 
ment already  available.  PW-73 


A 32  year  old  married  physician.  Episcopalian. 
Graduate  of  Medical  College  of  Georgia.  Priority 
V-A.  Desires  location  in  community  of  2,000- 
10.000  for  general  practice.  Available  July  1, 
1958.  LW-30 1 


Large  clinic  in  northwestern  Tennessee  has 
opening  for  Pediatrician  with  minimum  of  2 years 
residency  and  1 year  rotating  internship.  Excel- 
lent opportunity  in  established  location.  PW-91 


rt  43  year  old  physician.  Presbyterian.  Grad- 
uate of  University  of  Pennsylvania.  Desires  gen- 
eral practice  with  some  surgery  and  OB.  Would 
consider  industrial.  Prefers  east  Tennessee.  Avail- 
able immediately.  LW-302 


East  Tennessee  community  of  4,000  population 
with  three  other  compatible  physicians  desires 
general  practitioner  to  replace  one  going  into 
group  practice  fifty  miles  distant.  Excellent  prac- 
tice already  established.  Office  and  equipment 
available  May,  1958.  PW-103 


A 35  year  old  married  physician,  Catholic. 
Graduate  of  Indiana  University.  Priority  IV.  De- 
sires general  surgery  practice  in  community  over 
15.000.  Has  four  years  general  surgery  residency. 
Available  July,  1958.  LW-304  ' 


A 34  year  old  physician.  Baptist.  Graduate  of 
University  of  North  Carolina.  Priority  IV.  De- 
sires OB-Gyn  practice  in  clinic  or  association  with 
other  doctor.  Available  July  1,  1958.  LW-305 


Seventeen  bed  hospital  in  middle  Tennessee 
community  of  10,000  population  which  was  owned 
by  a now  deceased  physician  requires  surgeon 
and  general  practitioner.  Excellent  location  for 
young  men  in  fully  equipped  location.  PW-104 


A well  established  medical  practice  grossing 
$30,000  per  year  is  available  in  Nashville  for  the 
price  of  the  equipment.  PW-105 


A 28  year  old  married  physician,  Episcopalian. 
Graduate  of  Tulane  University.  Priority  IV.  De- 
sires clinical  general  practice  in  community  of 
3,000  to  5,000.  Would  consider  industrial  practice. 
Available  July  1.  1958.  LW-306 


Private  sanatorium  in  west  Tennessee  desires 
physician  with  some  orientation  in  Psychiatry, 
but  not  necessarily  a specialist  in  the  field,  to  take 
position  as  assistant  director.  Age  35  to  50. 

PW-106 
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If  the  physician  will  approach  the  clinical  aspects  of  cutaneous  lesions  with  the  question,  “What  may 
this  mean  systemically?”,  he  may  become  a better  diagnostition  and,  even  more  important,  may  save 
the  patient  prolonged  illness  and,  on  occasion,  a life. 

CUTANEOUS  MANIFESTATIONS  OF 

SYSTEMIC  DISEASE* 

> 

ROBERT  C.  THOMPSON,  M.D.,  Chattanooga.  Tenn. 


Skin  Manifestations  of  Systemic  Disease 

The  practice  of  dermatology  is  predom- 
inantly that  of  cutaneous  medicine.  This 
indicates  the  probable  relationship  of  many 
skin  disorders  and  systemic  disease.  Little 
interest  was  shown  in  attempting  to  cor- 
relate skin  and  systemic  disease  until  the 
sciences  of  chemistry,  bacteriology  and 
pathology  were  developed  and  applied  to 
medicine.  Only  within  the  past  century  has 
it  been  proven  that  skin  lesions  may  be 
initiated  by  a variety  of  stimuli  including 
bacteria,  fungi,  spirochetes,  viruses,  circulat- 
ing toxins,  allergens,  hormones,  chemicals 
and  drugs  (Fig.  1);  hemopoietic  disorders; 
psychophysiologic  inadequacies  and  de- 
ficiencies in  vitamins  and  hormones.  Since 
these  same  factors  cause  systemic  disease  it 
should  follow  that  cutaneous  manifestations 
of  systemic  disease  will  be  evident  if  we 
search  for  them  but  are  likely  to  be  missed 
if  our  index  of  suspicion  is  low. 

The  skin,  like  other  organs,  is  limited  in 
its  capacity  to  react  to  noxious  stimuli.  Skin 
lesions  include  erythema,  urticaria,  papules, 
vesicles,  pustules,  tumors,  purpura,  atrophy, 
thickening  and  hypertrichosis.  Subjective 
complaints  are  itching,  burning,  stinging, 
numbness  and  formication.  As  the  skin  is 
capable  of  only  a limited  number  of  reac- 
tions it  is  obvious  that  the  same  skin  changes 
may  be  present  in  many  diverse  disorders. 

*Read  in  part  before  the  meeting  of  the  Tennes- 
see State  Medical  Association,  April  21,  1958,  Gat- 
linburg,  Tenn. 


(Courtesy  Dr.  J.  Lamar  Callaway) 

Fig.  1.  Bromoderma 


For  example,  urticaria  may  be  the  result  of 
a penicillin  injection  several  days  previ- 
ously, a seafood  meal  a few  hours  previ- 
ously, a dead  tooth  or  emotional  upsets. 

Two  types  of  skin  lesions  are  associated 
with  systemic  disease.  First,  there  are 
those  skin  lesions  that  are  pathologically 
and  chemically  identical  with  the  lesions  of 
the  viscera.  Leukemic  papules,  nodules  or 
ulcers  associated  with  blood  and  marrow 
lesions  and  a tertiary  syphilid  associated 
with  aortic  regurgitation  are  classic  ex- 
amples. More  often,  however,  skin  lesions 
are  of  the  second  type,  that  is,  nonspecific 
dermatoses  that  may  be  associated  with  a 
systemic  disorder  but  usually  occur  inde- 
pendent of  such;  at  least  we  do  not  find  an 
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association  that  is  recognizable  in  our  pres- 
ent state  of  knowledge.  Common  examples 
are  exfoliative  dermatitis,  urticaria,  ery- 
thema multiforme  and  purpura.  I believe 
that  many  “idiopathic”  cases  of  the  above 
have  an  internal  etiology  but  we  do  not 
possess  the  means  of  establishing  it  at  this 
time. 

Whenever  a physician  examines  a patient 
with  skin  lesions,  one  of  the  first  things  to 
determine  is  whether  the  eruption  is  of  ex- 
ternal or  internal  origin.  The  decision  may 
be  difficult.  Observation  at  frequent  in- 
tervals, requestioning  the  patient  about 
drugs  and  previous  therapy,  well-chosen 
laboratory  procedures,  biopsy  and  a con- 
sultation with  other  physicians  may  all  be 
indicated. 

If  the  eruption  is  of  internal  origin  the 
next  step  is  to  determine  if  there  is  some 
underlying  and  related  systemic  disorder 
such  as  diabetes  mellitus;  coexisting  but  un- 
related constitutional  disease  or  more  likely, 
in  our  present  state  of  knowledge,  no 
definite  proof  but  circumstantial  evidence 
that  the  cause  is  internal  and  related  to 
minor  or  bizarre  organic  or  functional 
visceral  changes. 

This  is  the  diagnostic  approach  in  derma- 
tology; that  of  the  internist  is  usually  the 
reverse  but  the  goal  is  the  same.  I do  not 
infer  that  one  is  better,  more  scientific  or 
faster  than  the  other.  The  physician  simply 
uses  the  method  with  which  he  is  most 
familiar.  I am  sure  that  the  most  fruitful 
approach  is  a combination  of  the  two  and  a 
wider  consultation  service  between  the  dif- 
ferent fields  of  medicine  is  needed. 

There  are  few  skin  lesions  that  are  diag- 
nostic of  systemic  disease  in  the  sense  that 
a quick  inspection  of  the  skin  lesions  makes 
the  diagnosis,  of  say,  diabetes  or  gastric 
cancer.  True  enough  necrobiosis  lipoidica 
lesions  of  the  shins  may  suggest  the  former 
and  acanthosis  nigricans  the  latter  but  there 
are  two  obvious  difficulties.  First,  these 
skin  lesions  are  rare  and  second,  they  may 
occur  without  the  underlying  systemic  dis- 
order These  two  rare  skin  lesions  and  their 
systemic  implications  are  mentioned  to 
emphasize  the  close  relationship  between 
certain  characteristic  skin  lesions  and  sys- 
temic disease.  I believe  the  time  is  near 


when  others  will  be  added  to  the  growing 
list. 

Historically  the  relationship  of  skin  le- 
sions and  visceral  disease  has  been  studied 
most  extensively  in  syphilis,  leprosy  and 
tuberculosis.  Dermatologists  proudly  take 
credit  for  much  of  this  work.  All  three  dis- 
eases are  protean  in  their  manifestations. 
There  is  often  a cutaneous  reaction  to  the 
presence  of  the  infecting  organisms  in  the 
body.  Oddly  enough,  most  patients  in 
tuberculosis  hospitals  do  not  have  the  skin 
lesions  of  the  disease,  partially  due  to  the 
frank  visceral  lesions  which  cause  an 
anergic  state  in  the  skin. 

Much  knowledge  concerning  the  immu- 
nology, prognosis  and  therapy  of  the  sys- 
temic mycotic  diseases  such  as  blastomycosis 
has  been  gained  by  a study  of  the  often 
present  skin  lesions.  Sometimes  these  dis- 
eases are  suspected  and  diagnosed  from  a 
study  of  the  skin  lesions  and  a later  search 
reveals  lesions  of  the  lungs,  brain  or  other 
organs. 

Interest  has  been  shown  in  nodose  lesions 
of  the  legs  and  associated  hilar  adenitis  on 
X-ray  examination.  This  may  lead  to  the 
diagnosis  of  tuberculosis  or  sarcoidosis 
rather  than  just  erythema  nodosum.  (Fig. 
2.) 

A study  of  the  erythema  multiforme  bul- 
losa group  of  disorders  has  been  fruitful 
in  tying  together  cutaneous  and  general 
medicine.1  The  Stevens-Johnson  type  is 
characterized  by  herpetic  and  bullous  le- 
sions of  the  lips,  conjunctiva  and  skin  with 
fever  and  prostration.  Some  cases  are 
caused  by  drug  sensitivity,  especially  bar- 
bituates  and  sulfonamides.  Less  common  is 
Reiter’s  syndrome  which  consists  of  con- 
junctivitis, arthritis,  urethritis  and  inflam- 
matory crusted  skin  lesions.  Even  rarer  is 
Behcet’s  syndrome  consisting  of  aphthous- 
like  ulcers  of  the  mouth  and  genitalia  with 
iritis. 

Hormone  imbalance  seems  to  account  for 
the  flareup  of  acne  and  rosacea  at  or  before 
the  menses  and  their  quiescence  or  aggrava- 
tion during  pregnancy. 

Persistent  widespread  pruritus  of  pro- 
tracted duration  and  without  obvious  cause, 
exfoliative  dermatitis  or  a rebellious  eczema 
should  alert  the  physician  to  the  possibility 
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(Courtesy  Dr.  J.  Lamar  Callaway) 


Fig  2.  Boeck’s  Sarcoid 

of  early  hidden  malignancy,  diabetes  me- 
litus,  lymphoblastoma,  or  liver  disease  with 
hypoproteinemia  and  macrocytic  anemia. 
In  my  opinion  these  patients  shoud  be  sub- 
jected to  a thorough  history,  physical  exam- 
ination and  pertinent  X-ray  and  laboratory 
studies.  True  enough  in  the  majority  of  in- 
stances no  grave  disease  will  be  found,  but 
there  is  a great  satisfaction  in  detecting 
early  serious  systemic  disease  even  oc- 
casionally. 

Muscosal  lesions  must  not  be  forgotten. 
The  strawberry  tongue  of  scarlet  fever,  the 
atrophic  smooth  tongue  of  pernicious 
anemia,  the  beefy  tongue  of  pellagra, 
agranulocytic  angina  and  perforating  ulcer 
of  the  hard  palate  in  late  syphilis  are  well 
known. 

Since  1952  many  reports  have  appeared 
concerning  “the  carcinoid  syndrome.”  Car- 
cinoid tumors  contain  5 hydroxytryptamine 
and  its  liberation  into  the  blood  stream  pro- 
duces cutaneous  flushing  (transient)  of  the 
face  and  upper  torso.  Other  findings  are 
respiratory  distress,  heart  failure  and 
watery  diarrhea  without  pus  or  blood.2 


It  is  not  my  intent  to  name  and  discuss  all 
the  “dermadrome”  lesions.  This  is  a term 
coined  by  Weiner  to  signify  those  cutaneous 
lesions  that  are  seen  with  systemic  disease. 
Behrman1  has  written  a small  volume  on 
this  subject.  Numerous  articles  in  the  lit- 
erature discuss  various  aspects  of  the  same 
subject.  My  intent  is  to  classify  some  of 
the  “dermadromes”  and  to  elaborate  briefly 
on  a few  that  might  be  of  general  interest. 
(Table  1.)  The  more  specific  dermadromes 

Table  I 

Classification 

Congenital 

Heriditary  hemorrhagic  telangiectasis 
Von  Recklinghausen’s  disease 
Adenoma  sebaceum 
Werner’s  syndrome 

Metabolic 

Pseudoxanthoma  elasticum 
Necrobiosis  lipoidica 
Hemochromatosis 
Nevus  araneus 
Gouty  tophi 
Xanthoma 
Leiner’s  disease 
Functioning  carcinoid 

Avitaminosis 

Follicular  hyperkeratosis 
Angular  stomatitis 
Sjogren’s  syndrome 
Pellagra 

Malignant 

Hodgkin’s  disease 
Leukemia  cutis 
Lymphosarcoma 
Metastatic 
Mycosis  fungoides 

Due  to  Microorganisms 
Tuberculosis 
Tularemia 
Syphilis 
Typhus 

Rocky  Mountain  spotted  fever 
The  systemic  mycoses 
Exfoliative  dermatitis  of  Ritter 

Endocrine 

Keratoderma  climactericum 
Acanthosis  nigricans 
Diffuse  scleroderma 
Addison’s  disease 
Dermatomyositis 
Myxedema 

Toxic 

Disseminated  lupus  erythematosus 
Erythema  multiforme 
Erythema  nodosum 
Toxic  erythema 
Leukemids 

Pustular  bacterid  of  the  palms  and  soles 
Allergic 

Atopic  dermatitis 
Urticaria 

Psychic 

Delusions  of  parasitosis 
Neurotic  excoriations 
Feigned  eruption 
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are  usually  the  uncommon  ones.  Such 
familiar  things  as  jaundice,  edema,  the  acute 
exanthemata  and  senile  skin  changes  will 
not  be  mentioned  as  they  are  familiar  to 
all  practitioners. 

To  illustrate  the  role  of  skin  lesions  in 
systemic  disease  let  us  consider  briefly  the 
erythema/edema  group  of  midface  lesions 
in  the  seriously  ill  patient.  This  eliminates 
such  benign  conditions  as  seborrheic  derma- 
titis, rosacea,  contact  dermatitis  and  chronic 
discoid  lupus  erythematosus. 

The  main  considerations  are  the  clinical 
entities  of  acute  systemic  lupus  erythema- 
tosus and  dermatomyositis.  Erysipelas,  scle- 
roderma and  trichinosis  would  be  consid- 
ered too.  Harvey  and  associates1’  reviewed 
the  Johns  Hopkins  Hospital  material  in  1954 
and  also  the  literature  up  to  that  time  in  a 
very  comprehensive  fashion.  All  but  16 
of  105  patients  in  their  series  had  some 
cutaneous  manifestations  of  the  disease,  and 
in  31  it  was  the  initial  sign.  Michelson,7  in 
the  same  year,  presented  his  views  as  a 


(Courtesy  Dr.  J.  Lamar  Callaway) 

Fig:  3.  Disseminated  Lupus  Erythematosus 


dermatologist  working  in  a large  teaching 
hospital.  He  stressed  the  protean  aspects 
of  the  disease  and  described  the  skin  lesions 
as  varying  from  a dusky  erythema  of  the 
face  to  blisters.  He  believes  that  edema  of 
the  face,  especially  the  eyelids,  is  a good 
indication  of  severity.  (Figs.  3 and  4.) 


(Courtesy  Dr.  J.  Lamar  Callaway) 


Fig  4 Disseminated  Lupus  Erythematosus 

Dermatomyositis  is  an  intriguing  entity. 
At  times  it  mimics  lupus  erythematosus, 
wrote  Sheard*  who  reviewed  the  material 
from  Presbyterian  Hospital  (Columbia  Uni- 
versity Medical  Center)  in  1951.  Cutaneous 
lesions  were  the  presenting  sign  in  52%  of 
43  cases.  Systemic  lupus  erythematosus  or 
scleroderma  was  the  final  diagnosis  in  one 
third  of  the  cases  first  diagnosed  as  derma- 
tomyositis. Three  patients  had  associated 
cancer. 

Curtis  and  associates'1  in  1952  reviewed 
the  subject  of  malignant  disease  associated 
with  dermatomyositis.  Eight  of  a total  of 
45  cases  from  the  University  of  Michigan 
Hospital  had  associated  malignant  disease. 
The  authors  speculated  that  perhaps  the 
catobolic  products  of  malignant  disease  act 
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as  a toxin  or  allergen  and  cause  the  skin 
and  muscle  inflammation. 

Dermatomyositis  is  more  common  than 
lupus  erythematosus  in  childhood,  reported 
Brunsting  and  Roberts.111  They  reviewed 
40  cases  seen  at  the  Mayo  Clinic.  The  cu- 
taneous manifestations  were  polymorphic. 
Thirty-eight  had  a cutaneous  eruption.  Re- 
current edema  of  the  face  and  eyelids  with 
a heliotrope  hue  was  frequent.  Also  small 
scaly  bluish-red  plaques  over  the  bony 
prominences  of  the  hands,  elbows,  knees 
and  ankles  were  considered  significant.  Oc- 
casionally urticaria,  herpes  zoster  or  bullous 
erythema  multiforme  was  noted. 

Summary 

The  skin  shares  in  the  body’s  reaction  to 
disease.  The  availability  of  the  skin  as  a 
diagnostic  tool  is  emphasized.  There  are 
skin  lesions  that  help  make  the  diagnosis 
in  systemic  disease. 

References 

1.  Michelson,  H.  E.:  Comparison  of  the  Diag- 
nostic Approaches  in  Dermatology  and  Internal 
Medicine,  New  York  J.  Med.  57:3447,  1957. 

2.  Kierland,  R.  R.,  Sauer,  W.  G.,  and  Dearing, 
W.  H.:  The  Cutaneous  Manifestations  of  the  Func- 
tioning Carcinoid,  A.M.A.  Arch.  Dermat.  77:86, 
1958. 

3.  Wiener,  K.:  ‘ Skin  Manifestations  of  Internal 
Disorders.”  St.  Louis,  Mosby,  1947. 

4.  Behrman,  H.  T.:  “Dermatologic  Clues  to  In- 
ternal Disease.”  New  York,  Grune  and  Stratton, 
1947. 

5.  Weidman,  F.  D.:  Dermatologic  Expressions 
of  Internal  Medical  Diseases,  California  Med. 
33:698,  1930. 

Wile,  U.  J.:  Cutaneous  Manifestations  of  Internal 
Disease,  Ann.  Int.  Med.  5:1103,  1932. 

Hitch,  J.  M.,  and  Smith,  D.  C.:  Cutaneous  Mani- 
festations of  Tularemia,  Arch.  Dermat.  and  Syph. 
38:859,  1938. 

6.  Harvey,  A.  M.,  Shulman,  L.  E.,  Tumulty, 
P.  A.,  Conley,  C.  L.,  and  Shoenrich,  E.  H.:  Sys- 
temic Lupus  Erythematosus.  Review  of  the  Lit- 
erature and  Clinical  Analysis  of  138  Cases,  Medi- 
cine 33:291,  1954. 

7.  Michelson,  H.  E.:  Review  and  Appraisal  of 
Present  Knowledge  Concerning  Lupus  Erythema- 
tosus, A.M.A.  Arch.  Dermat.  & Syph.  69:694,  1954. 

8.  Sheard,  Charles,  Jr.:  Dermatomyositis,  Ann. 
Int.  Med.  88:640,  1951. 

9.  Curtis,  A.  C.,  Blaylock,  H.  C.,  and  Harrell, 
E.  R.,  Jr.:  Malignant  Lesions  Associated  with 
Dermatomyositis,  J. A.M.A.  150:844,  1952. 


10.  Brunsting,  L.  A.,  and  Roberts,  H.  M.:  Der- 
matomyositis in  Childhood,  Postgrad.  Med.  16:396, 
1954. 

Discussion 

DR.  R.  N.  BUCHANAN,  Nashville,  Tenn.:  1 
appreciate  the  opportunity  of  hearing  this  brief 
yet  excellent  summary  by  Dr.  Thompson.  I also 
appreciate  this  opportunity  to  open  the  discussion. 
With  Dr.  Thompson’s  remarks.  I have  no  dis- 
agreement, no  other  viewpoint  to  present.  All 
he  states  is  regarded  as  true  and  sound  in  the 
light  of  today’s  knowledge. 

I think  it  was  Ralph  Waldo  Emerson  who 
stated  in  a living  approach  to  reality 
“Line  in  Nature  is  not  found 
Unit  and  universe  are  round.” 

All  of  us  agree  this  is  true  in  medicine.  There 
is  no  medical  problem  that  is  strictly  skin,  and 
I doubt  if  there  are  many,  if  indeed  any,  signifi- 
cant illnesses  that  do  not  produce  signs  in  the 
skin.  Therefore,  the  central  problem  of  medical 
practice  resolves  itself  into  finding  out  as  much 
about  this  sick  person  as  can  possibly  be  done, — 
the  psychologic  angle,  abnormal  chemistry,  X-ray 
studies,  various  “scopic”  examination,  and  by  all 
means  a minute  inspection  of  the  hair,  nails,  mu- 
cous membranes  and  skin.  One  must  gain  as 
much  information  about  the  patient  and  the  illness 
as  possible.  So  much  is  told  in  the  skin  if  we 
will  only  look  at  it  and  think.  Such  a scrutiny 
requires,  like  all  conscious  seeing,  effort  and  prac- 
tice. Thorough  inspection  of  the  skin  and  mucous 
membrane  is  a valuable  diagnostic  procedure  that 
is  not  expensive;  yet  the  rewards  of  such  careful 
practice  can  be  of  untold  value. 

Due  to  the  limitation  imposed  by  time,  Dr. 
Thompson  has  been  able  only  to  skim  the  surface, 
and  briefly  mention  some  of  the  more  impressive 
and  outstanding  skin  signs  of  systemic  disease. 
As  he  mentions,  Kurt  Wiener  has  two  books  “Skin 
Manifestation  of  Internal  Disorders,”  and  “Sys- 
temic Associations  and  Treatment  of  Skin  Dis- 
eases” devoted  to  these  closely-bound,  inseparable 
interrelationships. 

In  one  final  word  I would  like  tc  make  the  point 
that  drug  reactions,  whether  expressions  of  sensi- 
tivity or  toxic  manifestations,  are  often  first  ex- 
hibited in  the  skin.  Dr.  Robert  Hartmann  re- 
cently stated  to  me  that  the  majority  of  patients 
who  develop  serious  blood  disorders  due  to  drugs 
will  have  a past  history  of  erythematous  patches 
or  urticaria  or  some  other  cutaneous  abnormality. 
In  this  day  of  enthusiastic  treatment  with  the 
multitude  of  powerful  and  effective  drugs  it  be- 
hooves us  as  physicians  to  keep  our  eyes  open 
for  the  signs  of  drug  intolerance  which  so  often 
is  first  expressed  in  the  skin.  If  this  warning  is 
heeded,  and  the  drug  discontinued,  many  serious 
drug  reactions  can  be  avoided. 
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The  present  thinking  upon  the  surgical  treatment  of  carcinoma  of  the  breast  has  been  reviewed.  The 

authors  have  reviewed  their  cases  and  results. 
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Recent  advances  in  the  knowledge  of 
carcinoma  of  the  breast  have  failed  to  bring 
about  any  unanimity  of  opinion  as  to  the 
best  approach  to  its  treatment.  On  the 
contrary,  there  has  developed  a great  di- 
vergence of  opinion  concerning  treatment. 
As  an  example,  Crile1  takes  a completely 
negative  attitude  stating,  “At  present  there 
is  no  basis  for  advocating  any  single  type 
of  operation  for  operable  cancers  of  the 
breast  and  there  is  no  basis  for  employing 
a general  policy,  pro  or  con,  regarding  ir- 
radiation, removal  of  endocrine  glands,  or 
endocrine  therapy.”  At  the  other  extreme 
are  those  who  have  advocated  the  super- 
radical mastectomy,  including  the  conven- 
tional radical  mastectomy,  supraclavicular 
dissection  in  the  neck,  and  mediastinal  dis- 
section.' ' The  present  controversy  was 
precipitated  in  great  part  by  McWhirter’s 
work  in  Edinburgh,  Scotland,  who  has  ad- 
vocated simple  mastectomy  and  heavy  ir- 
radiation as  the  treatment  of  choice.’ 
Nevertheless,  in  this  country  the  majority 
of  the  surgeons  with  extensive  experience 
in  treatment  of  carcinoma  of  the  breast  feel 
the  best  chance  of  cure  or  long  survival  is 
through  the  conventional  radical  mastec- 
tomy in  operable  cases,  with  postoperative 
irradiation  in  some  instances,  particularly 
for  the  patients  having  axillary  metas- 
tases.’  ' Urban’s  work  with  the  extended 
radical  mastectomy  has  been  a real  contri- 
bution.' This  operation  is  relatively  easy 
to  perform  in  conjunction  with  the  conven- 
radical  mastectomy  and,  although  it 
is  too  arly  to  evaluate  the  results,  would 


’Read  before  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  21,  1958,  Gatlinburg, 
Tenn. 


seem  to  be  indicated  in  the  medial  and  cen- 
tral lesions  because  of  the  high  incidence  of 
metastases  to  the  internal  mammary  chain 
of  lymph  nodes.' ’ 

There  is  little  doubt  that  an  operation  for 
carcinoma  of  the  breast,  as  in  other  opera- 
tions for  cancer,  should  be  sufficiently  radi- 
cal to  give  the  greatest  possible  chance  for 
cure.  The  treatment  suggested  by  Mc- 
Whirter,  by  failing  to  include  an  en  bloc 
dissection,  violates  previously  accepted  sur- 
gical principles  in  that  the  channels  of 
lymphatic  spread  to  the  axilla  are  divided. 
In  addition,  it  is  well  known  that  irradia- 
tion will  not  completely  sterilize  the  axilla 
containing  metastatic  spread,  and  that  even 
heavy  roentgen  therapy,  while  eliminating 
cancer  cells  in  some  nodes,  will  leave  living 
malignant  cells  in  adjacent  ones.  Thus,  al- 
though carcinoma  may  be  quiescent  for  sev- 
eral years  in  these  nodes,  the  active  cells 
which  are  left  have  a chance  to  break 
through  and  spread  at  a later  date.  On 
the  other  hand,  the  operative  mortality  and 
relatively  poor  survival  rates  of  those  pa- 
tients having  the  super-radical  mastectomy 
as  advocated  by  Wangensteen  ' would  make 
one  hesitate  to  employ  this  type  therapy  at 
this  time. 

Etiologic  Factors 

Although  the  ultimate  answer  to  the  eti- 
ology of  carcinoma  of  the  breast  has  not 
been  provided  as  yet,  there  are  a number 
of  important  findings  which  are  suggestive. 
The  hereditary  factor  has  been  proven  both 
in  the  laboratory  and  in  clinical  observa- 
tions on  humans."  17  Warren18  also  made 
the  interesting  observation  that  11.7  times 
as  much  cancer  of  the  breast  was  found  in 


May,  1958 


179 


THE  SURGICAL  MANAGEMENT  OF  CARCINOMA  OF  THE  BREAST— Howard,  Prince 


patients  with  chronic  mastitis  as  in  the  nor- 
mal female  population  30  to  49  years  of  age. 

Factors  such  as  late  menopause,15  single- 
ness, child  bearing  and  breast-feeding  seem 
to  play  a role  in  the  incidence  of  this  dis- 
ease. Apparently  there  are  carcinomas  that 
are  dependent  upon  estrogen  and  others  that 
are  not,  explaining  the  results  obtained  by 
bilateral  oophorectomy  and  adrenalectomy 
as  advocated  by  Huggins  and  associates1'' 
for  advanced  carcinoma  of  the  breast  with 
metastases. 

There  is  interesting  and  increasing  evi- 
dence that  carcinoma  of  the  breast,  as  well 
as  other  malignancies,  might  be  due  to  viral 
disease.  There  is  no  doubt  that  there  are 
immune  factors  at  play  in  the  survival  rates 
of  patients  with  this  disease.  The  virus 
theory  could  conceivably  explain  all  of  the 
phenomena  concerned  with  cancer  forma- 
tion and  its  spread.  Viruses  are  known  to 
be  similar  in  some  respects  to  the  genetic 
material  in  living  cells  which  controls  the 
cell  activity.  Chronic  irritation,  irradiation, 
certain  chemicals,  etc.  might  upset  the  bal- 
ance locally,  allowing  the  virus  to  become 
activated,  causing  the  cells  to  alter  their 
growth  pattern  thus  leading  to  malignant 
change.  It  is  known  that  about  one  of  every 
100,000  cancers  disappear  spontaneously, 
which  could  represent  sufficient  immunity 
within  the  body  to  resolve  the  cancer.  Har- 
rington1" has  found  evidence  of  high  local 
resistance  in  some  patients  to  explain  can- 
cers of  the  breast  present  for  a long  time, 
and  which,  at  operation,  turn  out  to  be  of 
high  grade  malignancy  but  to  be  fairly  well 
circumscribed  with  no  demonstrable  axil- 
lary metastases.  On  the  other  hand,  de- 
creased tissue  resistance  could  account  for 
the  poor  prognosis  shown  by  patients  who 
have  carcinoma  of  the  breast  associated 
with  diabetes.  Some  authors  have  noticed 
the  intangible  factor  affecting  survival  rates 
which  has  been  called  predeterminism. 

Diagnosis 

Surgeons  are  seeing  patients  earlier  and 
consequently  survival  rates  are  increasing, 
mainly  because  more  patients  are  seen  be- 
fore metastases  develop.'0  Much  credit 
must  be  given  the  American  Cancer  Society 
in  this  regard  for  its  educational  program. 


Over  90%  of  carcinomas  of  the  breast  are 
discovered  by  the  patient,  only  1.5%  are 
discovered  by  routine  physical  examination, 
while  2.3%  are  discovered  first  in  hospital 
examinations.-1 

Patients  past  40  years  of  age  who  have  a 
painless  lump  in  the  breast  must  be  as- 
sumed to  have  cancer  unless  proven  other- 
wise. As  high  as  90%  of  such  patients  have 
been  proven  to  have  malignancy.  Bleeding 
from  the  nipple  may  represent  a carcinoma- 
tous background  in  50%  of  the  cases;17  se- 
rous discharge  requires  thorough  investiga- 
tion also.  Biopsy  should  of  course  rule  out 
malignancy  in  any  case  of  chronic  ulcera- 
tion of  the  nipple.  Although  attachment  of 
the  skin  is  ordinarily  not  an  early  sign  of 
carcinoma  and  not  always  pathognomonic, 
about  75'  < of  cancers  of  the  breast  have 
this  feature.  Some  patients  may  have 
slight  dimpling  of  the  skin  and  distortion 
of  the  breast  outline  with  very  little  to  be 
felt  in  the  way  of  a discrete  mass.  In  all 
suspicious  lesions  a chest  X-ray  should  be 
taken  to  rule  out  metastases  to  the  lungs  or 
ribs  before  treatment.  The  diagnosis  should 
be  proven  by  excisional  biopsy  in  the  hos- 
pital, with  the  surgeon  prepared  to  do  a 
radical  mastectomy  if  a positive  report  is 
received  upon  frozen  section.  Incision  into 
the  mass  of  cancer  is  avoided  if  at  all  pos- 
sible. 

Surgical  Management 

Every  patient  with  carcinoma  of  the 
breast  must  be  individualized  in  reference 
to  treatment.  Although  there  are  some  pa- 
tients who,  because  of  poor  general  health 
and  advanced  age,  are  certainly  best  treated 
by  the  simple  mastectomy  and  heavy  ir- 
radiation recommended  by  McWhirter,  we 
believe  the  classical  radical  mastectomy 
with,  or  without  postoperative  irradiation 
should  remain  the  surgeon’s  main  weapon 
against  operable  carcinoma  of  the  breast. 
The  super-radical  operation  including  dis- 
section of  the  neck  and  mediastinum,  has 
not  proven  itself  to  be  of  benefit  at  this  date. 
However,  the  extended  radical  mastectomy 
as  described  by  Urban  may  prove  to  be  of 
great  value  in  the  medial  and  central  lesions 
of  the  breast,  though  we  prefer  to  close  the 
chest  defect  as  described  by  Ariel. 
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The  criterion  for  operability  varies  some- 
what with  different  authors.  We  have  felt 
that  proper  selection  of  cases  is  important, 
particularly  since  there  are  a variety  of 
treatments  at  our  command.  The  following 
list  of  conditions  are  considered  as  evidence 
of  inoperability  from  the  standpoint  of  the 
classical  radical  mastectomy. 

1.  Inflammatory  type  of  carcinoma. 

2.  Metastatic  nodules  in  the  skin  of  the 
breast  and  chest  wall. 

3.  Extensive  edema  of  the  skin  of  the 
breast. 

4.  Persistent  edema  of  the  arm  secondary 
to  axillary  nodes. 

5.  Supraclavicular  or  cervical  metastases. 

6.  Extensive  ulceration  of  the  skin  asso- 
ciated with  carcinoma  of  the  breast. 

7.  Distant  metastases. 

Patients  with  fixation  of  the  tumor  to  the 
chest  wall  are  sometimes  considered  to  have 
an  inoperable  lesion,  but  resection  of  part 
of  the  chest  wall  and  internal  mammary 
chain  of  nodes  may  salvage  some  of  these 
patients.  Of  course,  those  with  severe  car- 
diac damage  or  other  similar  disorders  are 
considered  poor  operative  risks  and  treated 
by  less  radical  means. 

It  is  becoming  increasingly  more  apparent 
that  we  must  standardize  our  terminology 
more  in  order  to  effectively  compare  results 
and  to  outline  our  therapy  intelligently. 
Our  therapy  is  based  on  the  Manchester 
classification  as  described  by  Dorsey  and 
Scanlon. -- 

Stage  I.  The  growth  is  confined  to  the  breast. 
Involvement  of  the  skin  directly  over  and  in  con- 
tinuity with  the  tumor  dees  not  affect  the  stage, 
provided  the  area  involved  is  small  in  relation  to 
the  size  of  the  breast. 

Stage  II.  As  in  stage  I,  but  there  are  palpable 
mobile  nodes  in  the  axilla. 

Stage  III.  The  growth  is  extending  beyond  the 
corpus  mammae  as  shown  by: 

a.  The  skin  is  invaded  or  fixed  over  an  area 
large  in  relation  to  the  size  of  the  breast. 

b.  The  tumor  is  fixed  to  underlying  muscles. 
Axillary  nodes  may  or  may  not  be  palpable, 
but  if  present  they  must  be  mobile. 

Stage  IV.  The  growth  has  extended  beyond 
the  breast  area,  as  shown  by: 

a.  Fixation  or  matting  of  axillary  nodes  indi- 
cating extension  outside  the  capsule. 

b.  Complete  fixation  of  tumor  to  chest  wall. 

c.  Secondaries  in  supraclavicular  nodes. 

d.  Secondaries  in  skin  wide  of  tumor. 


e.  Secondaries  in  opposite  breast. 

f.  Distant  secondaries,  e.g.,  bone,  liver  and  lung. 

We  believe  the  classical  radical  mastec- 
tomy is  the  procedure  of  choice  for  all  Stage 
I and  Stage  II  lesions  of  the  breast.  The 
routine  of  two  separate  operating  “set-ups” 
must  be  adhered  to,  one  for  the  excisional 
biopsy  for  immediate  frozen  section  and  the 
other  for  the  radical  mastectomy.  By  the 
time  the  pathologist’s  report  is  received, 
the  wound  may  be  tightly  closed,  and  if  the 
lesion  is  proven  carcinoma,  the  operative 
field  is  prepared  again  and  redraped  with 
fresh  linen,  using  different  gowns,  gloves 
and  instruments  for  the  radical  operation. 

We  strongly  favor  primary  skin  closure 
when  possible,  instead  of  skin  graft,  because 
of  early  healing  and  the  availability  for 
early  postoperative  roentgen  therapy.  The 
biopsy  wound  is  further  protected  from 
spillage  of  cells  by  suturing  a piece  of  gauze 
over  the  wound  during  the  mastectomy  pro- 
cedure. The  specimen  should  include  the 
breast,  pectoralis  major  and  minor  muscles, 
axillary  contents,  complete  with  all  nodes 
and  areolar  tissue,  the  upper  anterior  rectus 
fascia  with  fat  and  subcutaneous  tissue  from 
past  the  midline  to  the  latissimus  dorsi 
muscle  posteriorly,  and  from  the  clavicle 
and  humerus  to  the  upper  abdomen. 

We  have  referred  all  Stage  II  cases  for 
postoperative  roentgen  therapy  when  the 
wound  became  healed  and,  because,  in  our 
opinion,  there  has  been  some  advantage  in 
so  doing,  we  have  recently  referred  many 
of  Stage  I cases  for  irradiation  also.  Since 
the  group  at  the  Memorial  Center  for  Can- 
cer have  shown  about  a 15%  increased  sur- 
vival rate  for  those  having  castration  by 
irradiation,  we  have  employed  this  in  all 
patients  in  the  premenopausal  age  group 
in  the  past.  However,  of  recent  date  we 
have  been  greatly  impressed  with  Horsley’s 
work"'  in  which  he  reports  a 94%  5 year 
survival  in  Stage  I and  a 63%  5 year  sur- 
vival in  Stage  II  lesions  in  which  he  has 
done,  in  addition  to  a radical  mastectomy, 
a bilateral  oophorectomy  prophylactically 
instead  of  ovarian  irradiation.  This  has  also 
been  found  of  value  by  Treves-'  and  Smith.-4 
We  are  now  advocating  oophorectomy  in- 
stead of  castration  by  irradiation,  except  in 
those  patients  in  whom  bilateral  oophorec- 
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tomy  would  be  a complicated  or  extensive 
procedure,  in  which  case  we  would  resort 
to  roentgen  therapy. 

Some  patients  with  far  advanced  carci- 
noma of  the  breast  and  having  distant  and 
widespread  metastases  have  a better  chance 
for  a longer  and  more  comfortable  life  due 
because  Wooley,  Huggins  and  others  have 
shown  that  some  of  these  tumors  are  de- 
pendent upon  estrogen. Since  patients 
who  have  had  oophorectomy  may  still  se- 
crete estrogens  from  the  adrenals,  bilateral 
adrenalectomy  combined  with  bilateral 
oophorectomy  has  been  shown  to.  induce 
significant  and  prolonged  regression  of  ex- 
tensive carcinoma  of  the  breast  with  metas- 
tases to  bone,  lungs,  brain  and  other  vital 
organs.  This  improvement  may  be  dra- 
matic, even  in  those  who  had  not  responded 
to  earlier  treatment  with  testosterone  and 
roentgen  irradiation  to  the  ovaries.  The 
effects  include  reduction  in  the  size  of  the 
tumor,  healing  of  skin  ulcerations,  roentgen 
evidence  of  recalcification  of  bones,  and 
disappearance  of  pleural  effusion  as  well 
as  ascites.  Dao  and  Huggins  report  a re- 
duction of  the  operative  mortality  to  1.4% 
and  no  deaths  in  the  last  65  cases.  There 
have  been  41%  with  objective  improvement, 
and  one  case  reported  with  carcinomatosis 
living  and  in  apparent  good  health  over 
4 years  after  operation.-1'  The  availability 
of  adequate  amounts  of  cortisone  has  made 
this  procedure  feasible.  Maintenance  doses 
of  cortisone  vary  from  37.5  to  100  mg.  per 
day. 

Some  authors  have  reported  results  simi- 
lar to  oophorectomy  and  adrenalectomy  in 
advanced  carcinoma  of  the  breast  in  pa- 
tients who  have  had  hypophysectomy.  Ray 
and  Pearson-8  have  produced  new  remis- 
sions after  remissions  had  been  obtained 
from  adrenalectomy  and  oophorectomy. 
This  would  seem  to  offer  some  additional 
hope  for  a number  of  those  with  far  ad- 
vanced disease. 

Analysis  of  Cases 

Fifty-seven  cases  of  malignancy  of  the 
breast  personally  managed  have  been  re- 
viewed. Of  these,  32  had  radical  mastec- 
tomy over  5 years  ago.  Twenty-five  had 
axillary  metastases  and  7 had  no  nodal  in- 
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volvement.  Although  the  series  is  too  small 
to  be  of  great  significance,  5 year  survival 
was  100' < in  the  group  of  7 who  had  no 
axillary  metastases.  However,  since  1953, 
there  were  16  patients  operated  upon  who 
had  no  positive  nodes;  all  are  living  and 
well  except  2,  one  of  whom  was  operated 
upon  on  April  9,  1954  and  died  of  the  dis- 
ease on  November  8,  1957,  the  other  was 
operated  upon  on  May  11,  1955  and  died  on 
January  29,  1958  of  unrelated  disease,  the 
postmortem  examination  showing  no  evi- 
dence of  cancer.  There  were  8 deaths  in 
the  patients  having  axillary  metastases,  giv- 
ing a 52' < 5 year  survival  in  this  group. 
This  makes  an  over-all  5 year  survival  rate 
of  75%  in  all  patients  operated  upon. 

There  was  no  operative  mortality.  It  is 
interesting  to  note  that  only  one  of  the  57 
patients  had  the  carcinoma  discovered  in 
a routine  physical  examination,  the  rest 
having  discovered  the  tumor  themselves. 
There  was  one  patient  who  had  two  primary 
carcinomas  in  the  same  breast.  She  was 
operated  upon  on  January  31,  1953  and  is 
still  free  of  disease.  There  was  only  one 
extended  radical  operation,  with  resection 
of  the  internal  mammary  chain  of  nodes, 
done  on  January  18,  1957  for  adherent  carci- 
noma in  the  medial  aspect  of  the  breast; 
she  is  free  of  recurrence  and  is  the  youngest 
in  the  series,  being  30  years  of  age.  The 
oldest  patient  of  the  series  was  84. 

Summary 

1.  There  are  some  factors  involved  in  the 
survival  rates  in  carcinoma  of  the  breast 
which  seem  to  be  related  to  general  or  local 
resistance  of  the  body  to  malignant  cells 
and  could  be  associated  with  antibody  for- 
mation. 

2.  To  effectively  evaluate  our  results  we 
must  be  more  explicit  in  our  terminology. 
The  Manchester  classification  into  four 
stages  should  be  more  universally  adopted. 
The  lack  of  uniform  classification  combined 
with  some  confusion  in  terminology  makes 
adequate  evaluation  of  McWhirter’s  work 
difficult. 

3.  Despite  the  fact  that  there  is  a diver- 
gence of  opinion  as  to  the  proper  treatment 
of  operable  carcinoma  of  the  breast  we  feel, 
along  with  many  others,  that  the  classical 
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radical  mastectomy  offers  the  best  chance 
of  cure  or  long  survival.  Bilateral  oopho- 
rectomy is  advocated  in  addition  because  of 
better  survival  rates.  Postoperative  irradi- 
ation is  recommended  for  patients  with 
Stage  II  or  III  carcinoma  of  the  breast.  It 
is  felt  advisable  to  do  the  extended  radical 
mastectomy  as  recommended  by  Urban  for 
lesions  in  the  medial  and  central  segments 
of  the  breast. 

4.  Bilateral  adrenalectomy  and  oophorec- 
tomy has  produced  remarkable  remissions 
in  some  patients  with  extensive  metastases 
and  is  recommended  as  the  best  palliation 
in  those  that  are  suitable  for  this  operation. 
A second  remission  has  also  been  obtained 
after  such  procedures  by  hypophysectomy. 

5.  A relatively  small  series  of  cases  of 
carcinoma  of  the  breast  treated  by  radical 
mastectomy  has  been  reported  with  a 75/< 
overall  5 year  survival  rate,  there  being  no 
deaths  in  the  Stage  I group,  and  a 52%  sur- 
vival rate  in  those  of  the  Stage  II  and  III 
group  who  were  subjected  to  operation. 
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Discussion 

W.  EDWARD  FRENCH  (Memphis,  Tenn.):  The 
privilege  of  discussing  Dr.  Howard’s  paper  is 
deeply  appreciated,  but  the  completeness  of  his 
discussion  leaves  little  to  add.  I am  sure  that 
those  of  you  who  will  listen  to  Dr.  Martin  this 
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afternoon  will  also  gain  a great  deal  in  the  proper 
management  of  patients  with  carcinoma  of  the 
breast. 

With  your  permission,  however,  I would  like  to 
share  with  you  some  of  the  opinions  of  the  De- 
partment of  Surgery  of  the  University  of  Tennes- 
see in  Memphis.  As  with  Dr.  Howard,  I believe 
there  is  complete  unanimity  of  opinion  among  our 
surgical  staff,  in  the  realization  that  the  treatment 
in  each  patient  has  to  be  individualized,  and  that 
the  classical  radical  mastectomy  in  the  treatment 
of  choice  in  carcinoma  of  the  breast.  We  feel 
the  so-called  “super”  radical  mastectomy  may 
have  a place,  particularly  in  lesions  of  the  medial 
aspect  of  nipple  region  of  the  breast,  and  quite 
possibly  in  those  with  axillary  metastasis.  There 
is  some  controversy  among  our  staff  as  to  whether 
or  not  routine  postoperative  radiation  therapy 
should  be  used.  It  is  my  opinion  that  the  major- 
ity of  the  staff  feel  that  postoperative  radiation 
therapy  should  not  be  used  routinely,  but  should 
be  reserved  for  the  patients  with  involvement  of 
the  axillary  nodes. 

That  there  is  an  endocrine  effect  upon  mam- 
mary cancer  has  been  known  for  over  a hundred 
years.  Numerous  reports  appeared  in  the  litera- 
ture prior  to  the  turn  of  the  century  concerning 
the  affect  of  castration  upon  breast  cancer.  It  is 
an  established  fact  that  approximately  50%  of 
breast  cancers  are  dependent  upon  estrogen. 
Therefore  it  has  been  assumed  by  many  that  pro- 
phylactic surgical  castration  should  be  done 
routinely,  or  particularly  in  the  menstruating 
patient  who  develops  carcinoma  of  the  breast.  We 
feel  there  is  insufficient  evidence  that  prophylactic 


surgical  castration  benefits  the  menstruating  pa- 
tient if  there  is  no  involvement  of  the  axillary 
nodes.  If  axillary  nodes  are  involved,  surgical 
castration  probably  should  be  done.  We  certainly 
do  not  believe  it  should  be  done  in  the  post- 
menopausal women  who  develop  cancer  of  the 
breast. 

The  subject  of  carcinoma  of  the  breast  and 
pregnancy,  or  pregnancy  in  one  who  has  had  a 
radical  mastectomy  is  a controversial  one.  We 
feel,  as  do  most  others,  that  the  breast  lesion  takes 
precedence  and  should  be  dealt  with  promptly. 
We  are  not  convinced,  however,  that  pregnancy 
should  be  interrupted  if  we  do  a curative  operative 
procedure.  As  for  the  patient  who  is  now  preg- 
nant, but  has  had  a radical  mastectomy  prev- 
iously, we  do  not  feel  that  the  pregnancy  should 
be  interrupted. 

Recurrent  carcinoma  or  inoperable  carcinoma  is 
somewhat  different.  We  believe  that  this  patient, 
particularly  the  menstruating  patient,  should  have 
a bilateral  oophorectomy  and,  of  late,  we  have 
been  doing  a bilateral  oophorectomy  and  bilateral 
adrenalectomy  at  the  same  time.  However,  we  do 
not  subject  elderly  patients  with  recurrent  or 
inoperable  carcinoma  to  adrenalectomies.  Hypo- 
physectomy  also  may  be  used.  Patients  with 
liver  or  brain  metastasis  derive  little  or  no  bene- 
fit from  any  of  the  endocrine  ablation  procedures. 

Other  measures  used  in  treating  inoperable  or 
recurrent  carcinoma  include  the  sex  hormones, 
corticosteroids,  radiation  therapy,  and  many  other 
preparations  chiefly  now  in  experimental  stages. 
A certain  percentage  of  remissions  can  be  obtained 
with  all  of  these  measures. 


Facts  About  the  Forand  Bill 

1.  Q.  What  is  the  Forand  bill? 

A.  The  Forand  bill,  H.  R.  9467,  is  an  AFL- 
CIO  sponsored  amendment  to  the  pres- 
ent Social  Security  Act.  The  bill  pro- 
poses to  provide  government  hospital  and 
surgical  care  for  approximately  13  mil- 
lion eligible  social  security  claimants, 
principally  persons  over  65.  The  bill  was 
introduced  in  the  House  in  August,  1957, 
by  Rep.  Aime  J.  Forand  (D.,  Rhode  Is- 
land). It  was  referred  to  the  House  Ways 
and  Means  Committee  of  which  Forand 
is  the  third  ranking  member.  The  com- 
mittee is  expected  to  begin  hearings  in 
May. 

2.  Q.  In  brief,  what  would  the  Forand  bill  do 

in  the  field  of  health  care? 

A.  Bring  the  aged  and  other  Old-Age  Sur- 
vivors Insurance  claimants  under  govern- 
ment-supervised health  care.  The  gov- 
ernment would  make  contractual  agree- 
ments to  reimburse  hospitals,  nursing 
homes,  physicians  and  dentists  for  speci- 
fied services  rendered  to  the  13  million 


(1958)  social  security  claimants  (expected 
to  be  as  many  as  22  million  by  1975). 
Payments  would  be  made  directly  to  hos- 
pitals, physicians  and  nursing  homes.  No 
payments  would  be  made  to  individual 
claimants. 

3.  Q.  What  would  the  health  care  proposals  cost 
all  workers? 

A.  There  is  no  way  of  accurately  predicting 
the  cost.  It  could  prove  so  costly  that  it 
would  jeopardize  the  retirement  security 
of  millions  of  Americans  who  depend  on 
social  security  for  their  basic  retirement 
needs.  For  the  first  time  last  year  the 
social  security  system  received  less  in- 
come than  it  paid  out.  Taxes  to  finance 
the  present  program  are  already  sched- 
uled to  reach  8 ¥2%  of  payroll  up  to  $4,200 
in  coming  years.  The  Forand  bill  pro- 
vides for  raising  the  social  security  tax 
base  from  the  first  $4,200  of  income  to 
the  first  $6,000.  The  tax  rate  would  also 
be  increased  V2  of  1%  for  both  employers 
and  employees  and  % of  1%  for  self- 
( Continued  on  page  189) 
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What  examination  of  the  eyes  may  reveal  as  to  the  presence  or  type  of  systemic  disease  is  at  times 
truly  remarkable.  Inspection  alone  may  tell  much  about  function  in  the  central  nervous  system.  The 
retina  only  permits  us  to  see  small  blood  vessels  and  the  lesions  which  may  alter  them. 

EXAMINATION  OF  THE  EYES  BY  THE 
GENERAE  PRACTITIONER* 


ROLAND  N.  MYERS,  M.D.,  Memphis,  Term. 


In  a few  seconds  a physician  can  carry 
out  a routine  examination  of  the  appendages 
and  the  external  surface  of  the  eyes  that 
may  reveal  some  sign  which  will  give  a 
lead  to  diagnosis  and  treatment  of  a sys- 
temic disease  in  a number  of  his  patients. 
The  general  expression  of  the  eyes  and 
their  adnexa  often  indicates  the  general 
state  of  both  health  and  happiness.  Some 
of  the  signs  which  quickly  diagnose  dis- 
ease are  the  exophthalmus  of  Graves’  dis- 
ease, the  Argyll-Robertson  pupil  in  tabes 
dorsalis,  the  nystagmus  in  multiple  sclerosis, 
and  ptosis,  when  present,  encephalitis  or 
myasthenia  gravis. 

The  physician  must  be  well  acquainted 
with  the  normal  to  detect  the  abnormal,  and 
if  he  pursues  the  following  routine  he  can 
examine  the  eye  and  its  adnexa  in  a very 
short  time. 

(1)  Eyelids  and  palpebral  fissure  should 
be  examined  in  good  diffuse  light  observing 
their  texture,  mobility,  swelling,  position 
and  color.  Signs  of  inflammation  or  the 
presence  of  noninflammatory  edema  should 
be  noted.  Inflammatory  edema  is  usually 
accompanied  by  other  signs  of  inflammation 
such  as  active  hyperemia,  increased  tem- 
perature and  localized  sensitivity  to  pres- 
sure in  the  region  of  the  swelling.  Any  in- 
flammatory disease  inside  the  eye  or  orbital 
structures,  or  acute  infections  in  the  sinuses 
may  cause  edema  of  the  lids.  Noninflam- 
matory edema  may  result  from  many 
causes,  as  chronic  heart  and  kidney  disease, 
trichiniasis,  thyrotropic  exophthalmus, 
chemical  or  toxic  action  as  in  angioneurotic 

*Read  before  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  22,  1958,  Gatlinburg, 
Tenn. 


edema,  mechanical  and  allergic  reaction  of 
many  substances  external  and  internal  in 
nature.  Tumors  and  nodules  in  the  lids 
may  be  seen  or  felt  as,  for  example,  the 
chalazions  and  xanthomas.  The  skin  should 
be  observed  for  scales,  desquamated  epi- 
thelium, vesicles,  texture  and  thickness. 

The  palpebral  fissures  should  be  observed 
to  note  whether  they  are  equal  or  show 
abnormal  change  in  size  on  movement  of 
the  eyeballs.  Also,  one  should  note  if  the 
blinking  of  the  lids  is  normal  in  frequency 
and  excursion.  The  ability  to  close  the  lids 
tightly  should  be  observed  and,  also,  if  the 
margins  are  in  good  apposition  with  the 
globe  because,  if  everted  or  inverted,  cor- 
rection by  plastic  surgery  may  be  needed 
for  protection  of  the  cornea.  If  the  lower 
lid  is  falling  away,  a disturbance  in  the 
facial  nerve  must  be  considered;  if  there  is 
ptosis  of  the  upper  lid  and  the  palpebral 
fissure  is  narrowed,  Horner’s  syndrome 
(paralysis  of  sympathetic  inervation  to 
smoothe  muscles  in  the  lids)  may  be  pres- 
ent. 

(2)  Lashes  and  eyebrows  should  next  be 
inspected.  The  lashes  should  be  examined 
as  to  their  color,  size,  position,  and  direc- 
tion. (If  they  rub  against  the  globe  they 
are  very  irritating  and  may  cause  corneal 
abrasion  with  resultant  ulceration  and 
serious  consequences.)  Scales  in  the  lashes 
denote  low  grade  infection  about  their  fol- 
licles. Animal  parasites  should  be  looked 
for  also. 

(3)  Position  of  eyeballs.  The  position  of 
the  eyeballs  varies  greatly  with  normal  peo- 
ple due  to  variations  in  the  size  of  eyes,  and 
of  the  depth  of  orbits  and  amount  of  orbital 
content.  A displacement  of  one  eye  in 
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front  of  the  other  of  1.5  mm.  is  definitely 
abnormal  but  can  only  accurately  be  meas- 
ured by  an  exophthalmometer  such  as 
Hertel’s.  The  Hertel’s  instrument  is  very 
valuable  in  following  the  progression  of  an 
exophthalmus  whether  it  is  due  to  Graves’ 
disease  or  unilateral,  when  tumors  of 
various  types  and  inflammatory  processes 
must  be  considered.  Also  it  is  useful  in 
measuring  endophthalmus  due  to  a trau- 
matic fracture  in  the  floor  of  the  orbit  al- 
lowing the  globe  and  the  orbital  contents 
to  herniate  into  the  maxillary  sinus. 

(I  would  like  to  add  here  that  immediate 
repair  of  the  fractured  lower  orbital  rim 
and  floor  should  be  performed  because  a 
much  better  repair  can  be  done,  preventing 
the  patient  from  having  a mechanical 
diplopia  that  is  most  annoying  and  incapaci- 
tating. This  type  of  diplopia  usually  does 
not  respond  well  to  surgical  correction  by 
operation  on  the  extraocular  muscles;  it 
must  be  corrected  by  the  proper  realign- 
ment of  the  fracture.) 

(4)  Movement  of  the  eyeballs  can  be 
quickly  studied  by  having  the  patient  fol- 
low a small  pencil  type  of  flashlight  with 
both  eyes  open.  First,  in  the  primary  or 
straight-in-front  position,  if  the  eyes  are 
properly  aligned  the  light  reflex  on  the 
cornea  of  each  eye  is  in  the  same  position. 
Should  it  be  off  center  in  one,  by  placing 
a hand  over  one  eye  and  having  the  patient 
look  at  a small  object  10  to  20  feet  away 
and  then  shifting  the  hand  to  cover  the 
other  eye  while  the  eye  that  was  first  cov- 
ered fixes  the  distant  object,  the  doctor  can 
usually  assume  that  ocular  motility  is  good 
if  no  movement  of  the  eyes  occurs.  How- 
ever, if  there  is  a movement  in  toward  the 
nose,  a divergence  of  the  eyes  is  present;  if 
the  movement  is  away  from  the  nose  a 
convergence  is  present.  If  one  of  these  con- 
ditions is  present  it  should  be  studied 
further.  Children  should  be  studied  by  the 
ophthalmologist  as  soon  as  muscle  imbal- 
ance is  noticed  by  the  physician  or  parents, 
because  the  best  chances  of  the  child  having 
good  vision  in  each  eye  and  fusion  in  both 
eyes  is  obtained  by  treatment  during  the 
first  five  years  of  life. 

As  a rule,  if  a diplopia  is  present,  this  is 
due  to  a paresis  or  paralysis  of  one  or  more 


extraocular  muscles,  usually  due  to  trauma, 
tumor,  vascular  or  inflammatory  lesions  in- 
volving the  third,  fourth,  or  sixth  cranial 
nerves.  This  usually  requires  neurologic 
evaluation  and  treatment.  The  eyes  are 
noted  closely  for  evidence  of  nystagmus. 
An  end-position  nystagmus  develops  when 
the  eyes  are  carried  to  the  extreme  right  or 
left  field  of  gaze  and  is  physiologic.  A 
nystagmus  that  is  recent  in  development  al- 
ways calls  for  neurologic  evaluation,  be- 
cause it  indicates  some  recent  disturbance 
in  the  central  nervous  system,  as  multiple 
sclerosis  for  example. 

(5)  Lacrimal  system.  The  eyes  should  be 
observed  for  the  presence  of  normal  mois- 
ture. If  there  is  watering  of  the  eyes  or  a 
history  of  it,  the  puncta  of  each  lid  should 
be  inspected  for  proper  contact  with  the 
globe.  (If  there  is  not  proper  contact  a 
plastic  procedure  for  correction  is  indi- 
cated.) On  pressure  over  the  lacrimal  sac, 
if  mucopus  returns,  a blocked  nasolacrimal 
canal  is  present  and  will  most  likely  need 
surgical  correction.  I would  like  to  men- 
tion here  that  when  the  new  born  infant 
continues  to  have  secretion  in  the  inner 
corner  of  his  eyes  up  to  the  age  of  six  weeks, 
it  is  usually  indicative  of  a congenital 
stenosis  of  the  nasolacrimal  canal. 

(The  canal  should  be  probed  at  this  age 
before  an  acute  dacrocystitis  develops  that 
may  prevent  simple  probing  from  being 
successful  and  require  a major  surgical  pro- 
cedure when  the  child  is  3 to  4 years  old. 
Also,  I would  like  to  say  that  the  only  two 
cases  of  acute  dacrocystitis  in  infants  less 
than  10  days  old  that  I have  seen,  occurred 
when  penicillin,  instead  of  silver  nitrate, 
was  used  prophylactically  in  the  eyes  at 
birth.) 

(6)  The  bulbar  conjunctiva  should  be  in- 
spected. This  should  be  done  before  the 
lids  have  been  excessively  manipulated  or 
bright  lights  shown  into  the  eyes,  because 
these  maneuvers  cause  congestion  of  the 
conjunctiva.  Normally  the  conjunctiva  has 
few  vessels,  and  they  vary  in  number  and 
size  in  various  individuals.  The  sclera  is 
porcelain  white  in  color  and  can  be  seen 
through  the  bulbar  conjunctiva.  An  oc- 
casional deposit  of  pigment  may  be  present 
in  the  sclera. 
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Two  pathologic  congestive  states  occur. 
Superficial  congestion  occurs  due  to  irrita- 
tion from  trauma,  bacteria,  foreign  bodies, 
chemical  irritants,  and  allergic  reactions. 
Only  the  superficial  vessels  are  involved 
and  they  take  on  a brick-red  color,  more 
pronounced  in  the  periphery  of  the  bulbar 
conjunctiva  and  in  the  cul-de-sac.  The  eye 
is  whitest  around  the  limbus.  When  the 
conjunctiva  takes  on  a diffuse  redness  and 
small  petechial  hemorrhages  occur,  the  in- 
flammation is  usually  due  to  acute  bacterial 
infection,  and  frequently  called  “pink  eye.” 
Deep  congestion  indicates  inflammation  in 
the  cornea  or  deep  structures  of  the  eye  or 
an  iritis,  keratitis,  scleritis  or  uveitis.  The 
congestion  is  deep  and  diffuse  around  the 
limbus  and  the  deep  vessels  that  can  be 
seen  do  not  move  when  the  conjunctiva  is 
moved  with  an  applicator.  These  two  types 
of  congestion  may  be  present  separately,  or 
in  severe  inflammations  of  the  eye,  may 
both  be  present  together. 

A slight  elevation  in  the  bulbar  conjunc- 
tiva, usually  to  the  nasal  side,  occurs 
normally  and  is  called  a pingueculum.  Its 
size  and  color  should  be  noted.  It  often  has 
a yellowish  color  and  the  patient  shoud  be 
reassured,  if  he  is  alarmed  about  it  develop- 
ing into  cancer. 

(7)  Palpebral  conjunctiva  covering  the 
surfaces  of  the  lids  varies  in  character  as  to 
redness  and  number  of  follicles  present  at 
different  ages,  so  it  is  necessary  to  observe 
many  normal  palpebral  conjunctivas  in  or- 
der to  recognize  the  abnormal. 

Foreign  bodies  frequently  lodge  in  the 
sulcus  just  back  of  the  margin  of  the  upper 
lid.  To  remove  these  and  study  the 
palpebral  conjunctiva,  the  upper  lid  must 
be  everted.  This  can  be  easily  done  with- 
out pain.  If  the  patient  is  seated,  the  phy- 
sician stands  behind  him,  the  patient  rest- 
ing his  head  against  the  physician.  The 
patient  is  asked  to  look  down  at  some  ob- 
ject, as  a ring  on  his  finger,  and  to  leave 
his  eyes  open.  The  physician  then  grasps 
the  lashes  of  the  upper  lid  with  the  index 
finger  and  thumb  of  one  hand  and  presses 
the  index  finger  of  the  other,  or  a cotton  ap- 
plicator against  the  upper  edge  of  the  tarsus 
through  the  skin  while  the  lid  is  pulled 
down,  forward  and  everted.  By  pressing 


the  applicator  well  back  of  the  everted 
tarsus,  the  retrotarsal  tissues  can  be  in- 
spected adequately.  (If  a foreign  body  is 
present,  after  the  instillation  of  a topical 
anesthetic  such  as  Tetracaine,  0.5'  < , it  usu- 
ally can  be  easily  wiped  away  with  a moist 
cotton  applicator.) 

(8)  Cornea.  The  surface  of  the  normal 
cornea  forms  a perfect  reflecting  surface 
like  a mirror.  Any  scar,  foreign  body,  or 
blood  vessel,  disturbs  this  reflecting  sur- 
face. With  good  focal  and  oblique  illumina- 
tion of  a small  pencil-type  flashlight  and  a 
standard  magnifying  loupe,  these  defects  in 
the  cornea  can  be  easily  seen  in  the  major- 
ity of  instances. 

If  a foreign  body  in  the  cornea,  or  an 
abrasion  of  the  cornea  is  suspected,  the  eye 
is  anesthesized  topically  with  0.5'  1 Tetra- 
caine or  Pontocaine.  Then  2 r/c  sodium 
fluorescein  or  2'  < mercurochrome  solution 
is  instilled,  and  the  eye  then  washed  out 
with  boric  acid  or  normal  saline  solution. 
The  foreign  body  or  abrasion  will  show  up 
as  green  or  red,  depending  on  the  solution 
used.  This  will  enable  identification  of 
minute  foreign  bodies  and  abrasions  that 
ordinarily  would  not  be  seen. 

(If  a foreign  body  is  present  and  not 
very  deep  it  can  be  removed  with  a foreign 
body  spud;  or,  a 20  gauge  2V2  inch  hypo- 
dermic needle  is  very  handy  for  this  pur- 
pose.) 

(9)  Pupil  and  iris  should  be  inspected. 
Both  pupils  should  be  compared  as  to  size, 
regularity,  and  reaction  to  light.  Irregu- 
larity may  indicate  past  inflammatory  dis- 
ease. Inequality  of  the  pupils  and  slow  or 
absent  reaction  to  light  leads  to  the  suspic- 
ion of  some  disturbance  in  the  central  nerv- 
ous system,  such  as  tumor,  syphilis,  vascu- 
lar and  inflammatory  lesions.  The  coloring 
of  each  iris  should  be  observed  and  com- 
pared. New  vessels  on  the  iris,  a muddy 
color,  deposits  on  its  surface,  irregular 
pupillary  border,  and  adhesions  to  the  lens 
indicate  past  iritis  and  deep  inflammatory 
disease. 

(10)  The  lens  can  be  studied  by  oblique 
illumination  for  deposits  on  its  surface  and 
opacities,  but  this  is  best  done  with  the 
ophthalmoscope  when  the  pupil  is  dilated. 
However,  if  the  lens  is  rather  opaque  due 


May,  1958 


EXAMINATION  OF  THE  EYES  BY  THE  GENERAL  PRACTITIONER— Myers 


187 


to  cataracts,  it  can  easily  be  seen,  giving  a 
white  appearance  to  the  pupil.  Also,  in  a 
young  child  oblique  illumination  will  show 
up  a dense  central  congenital  cataract.  In 
the  case  of  a retinoblastoma,  the  child’s 
pupil  has  a creamy  white  reflex  which  may 
be  seen  at  any  time  from  birth  to  about 
four  years  of  age. 

(11)  The  measurement  of  intraocular 
pressure  is  most  important,  because  glau- 
coma is  now  the  major  cause  of  blindness. 
Determining  the  intraocular  pressure  by 
palpation  of  the  globe  with  the  two  index 
fingers  is  an  estimation  test  not  too  reliable 
in  patients  with  early  glaucoma  who  may 
not  have  much  increase  in  pressure.  The 
patient  is  told  to  look  down  to  the  floor  and 
keep  both  eyes  open  then,  with  the  index 
finger  of  each  hand,  pressure  is  applied  on 
top  of  the  upper  eyelid  to  the  globe,  al- 
ternately pressing  each  finger  and  determin- 
ing if  the  eyes  feel  soft  or  too  hard. 

The  best  test  and  the  one  that  all  phy- 
sicians are  now  advised  to  perform  is  meas- 
urement of  the  intraocular  pressure  with 
the  Schiotz  tonometer.  The  patient  is  placed 
in  a reclining  chair,  or  preferably  on  a table; 
the  eye  is  anesthesized  with  a topical  anes- 
thesia; then  the  instrument  is  set  on  the 
front  of  the  cornea  with  the  patient  looking 
at  the  ceiling  straight  above  him.  The 
pressure  is  read  in  millimeters  of  mercury. 
This  test  takes  very  little  time  and  should 
be  included  in  the  complete  examination  of 
all  people  over  age  40  at  least  every  two 
years. 

(12)  Visual  fields.  A quick  way  to  pick 
up  a large  field  defect  is  by  the  confronta- 
tion test.  It  is  quickly  and  easily  performed. 
The  patient  is  seated  in  front  of  the  doctor. 
He  is  asked  to  close  his  left  eye,  and  the 
doctor  closes  his  own  right  eye.  With  each 
looking  directly  at  the  other’s  open  eye,  the 
physician  brings  his  hand  from  the 
periphery  toward  the  center  of  the  field  of 
vision.  He  asks  the  patient  to  tell  him 
when  he  sees  his  hand.  If  there  is  a place 
in  the  field  of  vision  where  the  patient  does 
not  see  it,  then  a rough  picture  of  the  field 
defect  is  obtained.  The  procedure  is  re- 
versed for  the  right  eye.  For  a more  com- 
plete field  examination,  a perimeter  or 
tangent  screen  must  be  used. 


(13)  Visual  acuity,  especially  in  school 
children,  can  be  easily  obtained  by  using 
the  regular  Snellen’s  visual  chart  at  20  feet, 
with  its  variable  sized  letters  indicating  the 
visual  acuity  at  a given  distance.  When  an 
acuity  of  20/20  is  not  obtained,  and  if  there 
are  associated  symptoms  of  eye  strain  as 
headaches,  burning,  watering,  or  blurring 
of  vision  on  use,  a complete  eye  examina- 
tion should  be  performed,  with  refraction 
of  the  eyes  while  under  a cycloplegic  drug 
such  as  atropine  1%,  or  homatropine,  5%. 
I would  like  to  state  that  most  headaches 
due  to  the  eyes  occur  after  their  use  for  in- 
tensive distance  vision,  as  in  driving,  view- 
ing television  and  picture  shows,  or  near 
vision,  as  in  book  work,  reading  or  sewing. 
These  headaches  pass  off  when  the  eyes  are 
rested  or  after  sleeping. 

(14)  Color  vision  testing  is  best  carried 
out  by  the  American  Optical  Pseudo-Iso- 
chromatic  color  chart.  Numbers  of  the 
charts  missed  are  evaluated  by  a table  to 
determine  the  colors  to  which  the  patient 
has  a deficiency. 

(15)  The  fundus.  Examination  or  fundus 
study  of  the  interior  of  the  eye  is  performed 
by  use  of  the  ophthalmoscope.  It  possesses 
a system  of  lens,  each  with  a different  focal 
length  so  the  “scope”  can  be  focused  at  any 
point  from  the  front  surface  of  the  cornea  to 
the  head  of  the  optic  nerve  as  it  enters  the 
posterior  pole  of  the  eye.  For  good  observa- 
tion of  the  fundus,  the  pupil  of  the  eye 
must  be  well  dilated.  This  can  be  accom- 
plished quickly  with  10' v Neosynephrine  in 
about  30  minutes.  The  effect  wears  off 
rapidly  on  instillation  of  a miotic  as  pilo- 
carpine, 1%;  this  should  be  done  after  the 
fundus  examination  is  completed.  In  pa- 
tients with  a very  high  blood  pressure  or 
severe  heart  disease,  lr/  Cyclogel  or  2% 
homatropine  are  safer  for  dilation  of  the 
pupil. 

After  the  pupil  is  well  dilated,  the  phy- 
sician, with  the  “scope”  in  his  right  hand 
and  before  his  right  eye,  examines  the  right 
eye  standing  close  to  the  patient’s  right  side 
with  his  brow  almost  in  contact  with  the 
patient’s  brow,  and  vice  versa  for  the  left 
eye.  He  should  hold  the  scope  close  to  the 
patient’s  eye  and  begin  with  the  -j-  20  lens 
which  will  focus  on  the  cornea.  The 
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cylinder  of  lenses  is  then  gradually  de- 
creased down  to  zero.  This  changes  the 
focus  slowly  from  the  cornea  back  through 
the  lens,  vitreous  and  to  the  optic  nerve 
and  retina.  Refractive  errors  such  as  my- 
opia, astigmatism,  and  hyperopia  may  alter 
the  strength  of  lens  needed  to  see  the 
retina  clearly.  During  this  change  of  lens, 
the  patient  is  asked  to  turn  his  eye  right, 
left,  up,  and  down  observing  all  of  the  in- 
terior of  the  eye  for  dark  spots  or  opacities. 
If  opacities  are  found  they  are  studied  and 
located  according  to  the  part  of  the  eye 
involved. 

The  normal  fundus  varies  tremendously, 
so  it  is  necessary  for  the  physician  to  ex- 
amine many  fundi  to  be  able  to  distinguish 
between  normal  and  abnormal.  Blondes 
have  a very  light  orange-red  fundus.  The 
brunette  fundus  is  a much  darker  red  and 
in  the  Negro  it  is  of  a slate  gray  color.  The 
coloring  depends  on  the  amount  of  retinal 
and  choroidal  pigment.  Opacities  in  the 
lens  indicate  development  of  cataract,  and 
those  in  the  vitreous  are  of  inflammatory 
or  degenerative  nature. 

The  disc  or  head  of  the  optic  nerve  varies 
in  color  and  shape  but  usually  is  circular 
to  oval.  Its  color  is  pinkish;  in  the  temporal 
quadrant  it  is  much  paler.  Due  to  anatomic 
arrangement  of  the  optic  nerve  fibers,  there 
is  usually  a small  depression  in  the  center 
of  the  nerve,  called  a physiologic  cup.  It 
may  be  very  large  and  must  be  distin- 
guished from  cupping  of  the  disc  caused  by 
glaucoma.  The  disc  should  be  observed  for 
signs  of  inflammation,  indicated  by  edema, 
swelling,  and  hemorrhage,  and  for  choking 
due  to  increased  intraocular  pressure. 

The  retina  is  next  inspected,  paying  par- 
ticular attention  to  the  arteries  and  veins 
which  have  a normal  ratio  of  5 to  4 in  size, 
with  the  veins  larger  and  darker  red  in 
color.  The  arteries  are  observed  for  in- 
creased light  reflex,  copper  and  silver  wire 
coloring,  narrowing  and  compression  of 
the  veins  as  they  are  crossed  by  the  arteries, 
since  any  of  these  factors  indicate  arterio- 
sclerosis. Also  hemorrhages  and  exudates 
are  looked  for  by  having  the  patient  turn 
his  eyes  in  all  directions.  If  either  are 
found,  they  are  studied  as  to  type,  shape, 
color,  and  location,  for  they  indicate  sys- 


temic diseases  such  as  diabetes,  anemia, 
leukemia,  hypertension,  etc.  If  a yellowish 
exudative  lesion  in  the  retina  and  choroid 
with  vitreous  opacities  is  noted,  systemic 
diseases  such  as  syphilis,  tuberculosis,  toxo- 
plasmosis, foci  of  infection,  etc.,  must  be 
suspected  as  causing  an  acute  chorioretini- 
tis. 

Time  does  not  permit  a detailed  discus- 
sion on  examination  of  the  fundus  because 
there  is  a wide  variation  in  the  normal  ap- 
pearance of  all  the  various  media  of  the 
eye.  The  more  fundi  one  observes  and 
studies,  the  more  proficient  he  becomes  in 
detecting  diseases  of  the  eye,  and  the  more 
fascinated  in  using  the  ophthalmoscope. 
This  results  in  the  physician  performing  a 
more  complete  examination  whereby  both 
he  and  his  patient  are  tremendously  bene- 
fited. 

Discussion 

J.  ED.  CAMPBELL,  JR.,  M.D.  (Knoxville, 
Tenn.):  When  someone  has  covered  the  subject 
as  Dr.  Myers  has  in  the  past  20  minutes,  it  is  dif- 
ficult to  add  or  elaborate  on  his  description. 

I think  his  discussion  of  ocular  motility  is  espe- 
cially pertinent;  it  is  vitally  important  to  de- 
termine or  diagnose  small  degrees  of  strabismus 
before  a child  is  of  school  age.  It  is  exceedingly 
difficult  to  develop  vision  by  either  glasses  or 
“patching”  in  an  eye  which  has  been  suppressed 
prior  to  this  age.  These  preschool  age  children 
are  usually  seen  by  the  general  practitioner  or 
pediatrician  routinely  for  other  reasons  and  not 
by  the  ophthalmologist,  unless  the  deviation  of 
an  eye  is  quite  obvious  to  the  parents.  There- 
fore, it  is  very  important  for  the  general  doctor 
to  be  alert  to  the  possibility  of  these  small  de- 
grees of  ocular  deviation  being  present.  The 
cover  test,  discussed  by  Dr.  Myers,  is  probably 
the  easiest  and  most  accurate  test  to  determine 
small  degrees  of  deviation.  Be  sure  that  the 
child  is  fixing  well  on  the  distant  object  or  light 
selected,  and  when  alternately  covering  the  eyes 
be  sure  to  uncover  both  eyes  in  between  covering 
each  individual  eye,  so  as  not  to  elicit  a phoria 
instead  of  a tropia  or  manifest  deviation.  A 
phoria  is  only  a tendency  for  the  eye  to  deviate 
when  fusion  or  binocular  vision  is  interrupted, 
but  no  actual  deviation  is  present  when  the  person 
is  allowed  to  fuse  or  use  both  eyes.  Most  of  us 
have  a slight  phoria  and  this  can  be  elicited  by 
quickly  switching  the  cover  from  one  eye  to  the 
other  without  allowing  any  time  for  fusion  or 
binocular  vision  in  between.  By  allowing  the 
patient  a chance  to  use  both  eyes  or  see  binocu- 
larly  before  covering  either  eye,  we  are  able  to 
pick  up  an  actual  deviation  by  closely  watching 
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the  opposite  or  uncovered  eye  for  any  movement. 

Another  important  point  in  the  paper  had  to 
do  with  the  difference  between  ciliary  and  con- 
junctival injection  when  a red  or  inflamed  eye 
is  encountered.  Whereas,  a conjunctivitis  is  su- 
perficial and  usually  does  no  permanent  harm  to 
the  eye,  ciliary  injection  denotes  a deeper  in- 
flammation which  can  do  immeasurable  damage 
if  not  treated  promptly  and  properly.  Dr.  Myers 
has  already  given  the  chief  points  of  differential 
diagnosis,  but  one  or  two  others  that  are  helpful 
might  be  mentioned.  Note  the  color  of  the  in- 
jection,— a ciliary  flush  usually  gives  a purplish 
color  in  contrast  to  the  bright  red  color  of  the 
injected  conjunctival  vessels.  Also,  tenderness 
often  can  be  elicited  on  tactile  pressure  on  the 
eye  when  the  deeper  structures,  such  as  the  iris 
and  ciliary  body,  are  inflamed. 

In  regard  to  the  lacrimal  system,  since  approx- 
imately 6%  of  infants  have  been  found  to  have 
an  imperforate  congenital  membrane  at  the  nasal 
end  of  the  nasolacrimal  duct  thereby  interferring 
with  tear  drainage,  one  should  always  look  closely 
for  excessive  tearing,  discharge,  or  recurrent  con- 
junctivitis when  examining  infants.  A trial  of 
local  ophthalmic  antibiotic  solutions,  along  with 
pressure  over  the  tear  sac  by  the  mother’s  thumb 
three  or  four  times  a day  for  a week,  might  be 
tried  prior  to  probing. 

When  cataracts  are  suspected  they  are  best 
detected  through  a dilated  pupil  as  Dr.  Myers 
has  told  you.  The  ophthalmoscope  should  be 
focused  with  a +4  to  a +10  diopter  lens  to  check 
for  the  opacities.  Be  sure  you  are  not  focusing 
on  any  corneal  opacities  which  might  be  anterior 
to  the  lens. 

Dr.  Myers’  discussion  of  the  measurements  of 
the  intraocular  pressure  with  a tonometer  is  very 
important,  and  I cannot  emphasize  too  greatly  the 
importance  of  more  and  more  general  practitioners 
and  internists  including  this  in  their  routine  phys- 
ical examinations  especially  in  persons  over  40 


years  of  age.  A tonometer  can  be  purchased  for 
approximately  $50.00,  is  simple  to  use,  and  when 
one  realizes  that  31,000  Americans,  or  12%  of  all 
the  blind  are  blind  from  glaucoma,  the  importance 
is  justified.  Approximately  half  the  glasses-wear- 
ing  population  receive  their  routine  eye  examina- 
tions by  optometrists,  who  are  not  allowed  by 
law  to  use  any  medications  or  anesthetics  in  the 
eye  and  thereby  are  not  able  to  determine  ocular 
tension  with  a tonometer.  Therefore,  it  falls 
upon  the  medical  doctors,  who  are  doing  routine 
general  physical  examinations,  to  help  detect  this 
disease  and  decrease  the  number  who  are  becom- 
ing blind  from  it  each  year.  By  far  the  majority 
of  cases  of  glaucoma  can  be  controlled  by  miotics 
or  surgery,  if  they  are  detected  before  the  last 
stages  of  the  disease.  Incidently,  in  regards  to 
dilating  a pupil  for  fundoscopic  examination,  this 
can  be  performed  with  relative  safety  by  using 
a short  acting  mydriatic  such  as  Neo-Synephrin 
followed  by  1%  pilocarpine  as  Dr.  Myers  sug- 
gested. If  by  remote  chance  an  attack  of  acute 
glaucoma  were  precipitated,  it  can  be  readily  con- 
trolled. 

Another  important  point  I would  like  to  men- 
tion is  that  when  checking  a patient’s  visual 
acuity,  be  sure  he  is  not  squinting  his  eyes  as  this 
will  give  false  vision.  A near-sighted  or  astig- 
matic individual  can  markedly  improve  his  vision 
by  squeezing  his  eye-lids  together,  thereby  creat- 
ing a pin-hole  effect  and  shutting  out  the 
peripheral  or  distorting  rays  of  light. 

Dr.  Myers’  discussion  of  the  fundus  examination 
is  quite  complete  for  the  amount  of  time  allowed 
and  I can  add  nothing  more  than  state,  it  be- 
hooves all  of  us  to  become  proficient  with  the 
ophthalmoscope  when  one  considers  all  the  gen- 
eral medical  information  which  the  posterior 
portion  of  the  eye  can  reveal. 

In  conclusion,  I should  like  to  congratulate  Dr. 
Myers  for  an  excellent  paper. 


FACTS  . . . 

(Continued  from,  page  183) 
employed  persons.  This  increase,  in  ad- 
dition to  those  already  provided  by  the 
social  security  law,  would  mean  that  a 
self-employed  person  could  be  paying 
$427.50  in  social  security  taxes  by  1975. 

4.  Q.  Would  this  raise  in  the  social  security  tax 
cover  the  cost  of  the  program? 

A.  Possibly  at  its  inception.  However,  other 
countries  with  similar  socialistic  health 
programs  have  found  that  their  costs 
were  several  times  larger  than  the  origi- 
nal estimates.  It  is  most  likely  that  the 
Forand  bill  program  would  eventually 
cost  much  more  than  two  billion  dollars 
per  year  and  that  the  taxes  would  have 
to  be  raised  accordingly. 


5.  Q.  What  are  the  basic  faults  of  the  Forand 

bill  in  the  field  of  health  care? 

A.  The  Forand  bill  proposes  a political  solu- 
tion to  a health  problem.  It  is  a health 
care  bill  developed  by  non-medical  peo- 
ple (chiefly  the  AFL-CIO). 

6.  Q.  Would  the  Forand  bill  adversely  affect 

health  care  for  the  rest  of  the  population? 

A.  Over-utilization  of  hospitals  by  social  se- 
curity claimants  would  limit  the  number 
of  beds  available  for  the  acutely  ill  of  all 
ages  in  the  community.  Provisions  for 
extensive  free  hospitalization  would  cre- 
ate a needless  and  dangerous  crowding  of 
hospital  space.  In  many  countries  where 
similar  legislation  is  in  effect,  there  has 
been  a staggering  increase  in  use  of  hos- 
(Continued  on  page  196) 
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The  author  discusses  the  epilepsy  equivalents  of  the  so-called  antonomic  types  with  symptoms  thought 

to  be  possibly  of  diencephalic  origin. 


The  Spectrum  of  Autonomic  Epilepsy* 


W.  B.  WADLINGTON,  M.D..  Donelson,  Tenn. 


Recurring  abdominal  pain  in  children  is 
a symptom  often  encountered  by  the  pedia- 
trician and  the  surgeon.  The  history  may 
be  vague  and  the  examination  of  the  child 
unrewarding.  However,  with  perseverance 
in  obtaining  an  accurate  description  of  the 
pain  and  its  precipitating  causes,  one  can 
usually  arrive  at  a fairly  accurate  diagnosis. 

Sir  Frederic  Still  noted  in  1912  that 
“masked  epilepsy”  may  be  a cause  of  ab- 
dominal pain  even  without  the  presence  of 
convulsions  and  loss  of  consciousness.  The 
term  “masked  epilepsy”  and  epileptic  equiv- 
alents are  used  interchangeably  by  most 
authors  (see  addendum).  More  recently 
this  condition  has  been  emphasized  in  this 
country  by  Livingston,'  Moore,-  and  Hoe- 
fer.  Cyclic  vomiting  was  felt  to  be  a 
form  of  epilepsy  by  Millichap  and  his  co- 
workers,' in  1955.  Severe  abdominal  pain 
occurs  in  about  10  to  25  percent  of  children 
with  migraine.  The  possible  relationship 
of  migraine  and  convulsive  disorders  has 
been  pointed  out  by  Michael  and  Williams."' 
It  is  the  purpose  of  this  paper  to  present 
cases  felt  to  be  representative  of  the  above 
mentioned  conditions  and  fit  them  into  a 
spectrum  which  will  be  designated  auto- 
nomic epilepsy. 

Case  1.  J.  P.,  a 7 year  old  white  boy,  had 
always  been  in  good  health  until  approximately 
3 months  before  hospitalization.  At  this  time  he 
began  to  complain  of  severe  bouts  of  abdominal 
pain  of  sudden  onset.  During  the  first  of  such 
attacks,  which  occurred  at  about  2 p.m.,  his 
mother  noticed  that  his  face  was  flushed  and  his 
eyes  had  a “glassy  appearance.”  The  cramping, 
upper  abdominal  pain  lasted  for  approximately 
5 minutes  and  was  followed  by  deep  sleep.  These 
episodes  of  abdominal  pain  recurred  every  2 to 


*From  the  Department  of  Pediatrics  (Seizure 
Clinic),  Vanderbilt  University  School  of  Medicine, 
and  Vanderbilt  University  Hospital,  Nashville, 
Tenn. 


3 weeks.  There  had  been  no  associated  vomiting, 
tarry  stools,  jaundice,  urinary  symptoms,  or  fever. 
The  history  was  otherwise  not  revealing  except 
that  the  patient’s  aunt  had  grand  mal  seizures. 
It  is  of  interest  that  this  boy’s  mother  and  2 
brothers  have  familial  quivering  of  the  chins.1  • 

Physical  examination  on  admission  revealed  a 
well  developed  boy  in  no  distress  and  not  appear- 
ing ill;  the  examination  including  that  of  the 
abdomen  was  normal. 

Laboratory  data  revealed  several  normal  urin- 
alyses including  negative  tests  for  porphyrins. 
WBC.  count  was  10,000  with  a normal  differential. 
Hgb.  was  12  Gm.  and  sedimentation  rate  was 
10/5.  Gastrointestinal  series  and  intravenous 
pylograms  were  normal.  An  electroencephalo- 
gram (Fig.  1)*  revealed  generalized  cortical  dys- 


flGUWE  I. 

HYPERVENTILATION  ABDOMINAL  BAIN  VOMITED 


function.  After  one  minute  of  hyperventilation 
(a  routine  procedure  during  the  EEG.)  the  patient 
developed  abdominal  pain  and  vomited.  The  pain 
was  sudden  and  crampy  in  nature  (as  in  his 
previous  attacks)  and  lasted  for  about  one  to  two 
minutes.  He  developed  a mild  headache  follow- 


*A11  EEG’s  were  read  by  Dr.  James  Ward  (Van- 
derbilt University  Dept,  of  Anatomy). 


• Data  from  the  National  Health  Survey,  covering  July— 
September  of  1957  indicates  residents  of  the  United  States 
see  a physician  at  the  rate  of  just  under  five  visits  a 
year,  with  only  ten  percent  of  the  visits  in  the  home. 

Other  findings  for  the  period: 

Farm  population  used  physician  services  at  the  rate  of 
3.6  visits  per  year,  rural  non-farm  population  - 4.5 
visits  and  urban  population  5.1  visits.  Two  thirds  of 
all  visits  involved  diagnosis  and  treatment  and  only  one- 
third  preventive  care  or  other  services.  Indications 
were  that  18%  of  all  people  in  the  United  States  had  con- 
sulted a physician  in  the  last  month,  based  on  the  an- 
swers to  survey  questions  during  the  three  months  last 
summer. 

Survey  information  was  obtained  from  household  interviews 
in  a continuous  probability  sampling  of  the  population. 
Interviews  in  the  period  were  conducted  in  about  nine  thou- 
sand households  comprising  28,500  persons. 

For  Better  Government  ® STUDY  THE  ISSUES 

FORM  YOUR  OPINION 

INFORM  YOUR  CONGRESSMAN 

1.  He  should  be  addressed  as  Representative  John  Doe,  or 
Senator  Joe  Doe,  not  Mister. 

2.  Be  brief,  but  not  terse. 

3.  Be  specific,  positive,  don't  hedge. 

4.  Give  him  the  local  viewpoint  — how  the  national  issue 
would  affect  your  community. 

5.  Letters  should  be  dignified. 

6.  And  Reasonable  — don't  ask  the  impossible. 

7.  But  request  action  — your  Congressman  was  elected  to  do 
something. 

8.  Make  it  your  letter  — on  your  letterhead,  in  your 
style. 

9.  Request  an  answer  — you've  told  him  where  you  stand, 
now  ask  him  where  he  stands. 

10.  Be  appreciative,  thank  him  for  good  things  he  does. 

Federal  Employees  ® Upon  many  occasions,  physicians  request  from  the  execu- 

In  Tennessee  tive  office  the  number  of  federal  employees  in  Tennessee. 

There  are  now  38,583  federal  employees  in  the  state  who  are 
drawing  more  than  183  million  dollars  a year,  it  was  re- 
ported by  the  national  civil  service  league.  The  largest 
number,  9,082  worked  in  the  Defense  Department  with  8,647  in 
the  Post  Office  Department.  5,035  in  the  Veterans  Adminis- 
tration and  the  rest  are  employed  in  the  variety  of  health, 
welfare,  technical  and  administrative  activities.  Na- 
tionally, the  study  showed  there  are  2,211,225  federal  civil 
service  employees  drawing  more  than  10  billion  dollars  a 
year. 
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• Seventy  percent  of  all  prescriptions  today  are  said  to  be 
for  drugs  discovered  during  the  past  ten  years. 


• The  financial  statement  will  give  a brief  but  concise 
picture  of  the  financial  activities  of  the  Association  for 
the  year  ending  December  31,  1957.  The  report  is  taken  from 
the  annual  audit  by  Grannis  and  Associates,  certified  public 
accountants. 


TENNESSEE  STATE  MEDICAL  ASSOCIATION 
Statement  of  Cash  Receipts  and  Disbursements 
Year  Ended  December  31,  1957 

GENERAL  FUND 
RECEIPTS 


Budgeted  Receipts  $104,471.36 

Non-Budgeted  Receipts: 

American  Medical  Association  Dues  56,600.00 
Payroll  Taxes  deducted  4,167.37 

TOTAL  RECEIPTS  $165,238.73 

DISBURSEMENTS 


Budgeted  General  Disbursements  63,657.28 

Public  Service  16,612.99 

Non-Budgeted  Disbursements: 

American  Medical  Association  56,600.00 

Payroll  Taxes  Remitted  4, 102.29 

TOTAL  DISBURSEMENTS  $140,972.56 

Excess  of  Receipts  over  Disbursements  $ 24,266.17 

The  statement  of  operations  shows  that  $104,471.36  was 
the  total  association  income  for  the  year  1957.  This  repre- 
sented $8,696.73  above  the  amount  anticipated  in  the  budget, 
inasmuch  as  advertising  income  from  the  Journal  exceeded  ex- 
pectations. Increased  pages  of  color  advertising,  enabled 
the  association  to  realize  the  excess  in  income. 


• The  budget  for  1957  was  $93,850.00  for  the  operation  of 
the  organizational  and  public  service  departments.  The 
postgraduate  education  expenses  amounted  to  $16,566.87  for 
the  year. 

• Income  from  the  Journal  for  national  advertising  in- 
creased 40.3%  in  1957  over  the  previous  year.  Advertising 
income  now  represents  38%  of  the  total  budget  of  the  associ- 
ation. Exhibit  income  increased  slightly  in  1957  and  with 
advertising  and  exhibit  rentals,  the  income  from  these 
sources  represents  46%  of  the  total  income,  nearly  half  of 
the  association's  annual  budget. 

Operating  funds  are  used  to  provide  services  to  the  as- 
sociation's more  than  2600  members;  to  underwrite  the  pro- 
grams of  the  committees  ; to  pay  the  salaries  of  the  staff  ; 
to  maintain  the  headquarters  ; and  to  operate  the  business  of 
the  association.  Other  major  expense  is  in  the  publication 
of  the  Journal,  expenses  of  delegates  to  the  American  Medi- 
cal Association,  legislation,  telephone  and  telegraph, 
printing,  postage  and  supplies,  attorney  fees,  official 
travel,  postgraduate  education,  public  service  and  many 
other  requirements.  In  allocating  these  funds,  the  primary 
objective  of  the  Board  of  Trustees  is  to  make  it  possible 
for  doctors  to  keep  abreast  of  current  developments  in  medi- 
cine, economics,  legislation  and  to  help  them  render  better 
medical  care. 

In  summarizing  the  financial  report  of  the  Association, 
the  financial  affairs  of  the  Association  are  in  good  order. 
The  excess  of  revenue  over  expenditures  in  the  operating 
fund  is  modest,  but  it  does  provide  a working  margin  and  al- 
lowance for  adjustments  which  are  required  throughout  the 
year  when  unforeseen  expenses  arise. 


Chairman  Named 
For  Committee 
On  Aging 


Committee  to 
Explore  Positive 
Approach  to 
Geriatrics  Problem 


• Dr.  Thomas  Frist,  Nashville,  has  been  named  chairman  of 
the  Public  Service  Committee's  sub— committee  on  geriatrics, 
to  be  known  as  the  "Committee  on  Aging,"  according  to  the 
PSC  Chairman,  Dr.  A.  B.  Scoville,  Jr. 

The  Committee  on  Aging  will  work  closely  with  its  AMA 
counterpart,  and  with  those  state-wide  community  groups  in- 
terested in  solving  the  problem  presented  Tennessee  communi- 
ties by  the  increasing  number  of  senior  citizens. 

• Using  as  a launching  pad  the  proposition  that  care  for 
the  aged  is  not  a matter  confined  to  medical  and  hospital 
service,  the  committee  will  jointly,  with  the  other  commu- 
nity groups,  explore  the  positive  aspects  of  old  age.  It  is 
not  contemplated  that  the  committee's  program  will  be  a 
"crash  program,"  but  an  overall  evaluation  of  the  factors 
which  have  resulted  in  the  problem;  a concerted  attempt  to 
arrive  at  specific  recommendations;  and  a determined  effort 
to  insure  that  these  recommendations  are  effected. 

The  Committee  on  Aging  will  maintain  close  liaison  with 
the  Legislative  Committee  of  TSMA  to  level  a two-pronged  at- 
tack in  Tennessee  on  the  Forand  Bill.  However,  the  Commit- 
tee is  in  no  sense  to  be  considered  a defense  mechanism. 
Instead,  it  might  be  termed  a cohesive  element  which  could 
bring  together  important  segments  of  community  leadership  on 
the  state  level  to  alleviate  the  lot  of  a large  number  of 
Tennesseans. 


(House  of  Delegates 
Acts  to  Ban 
Vendor  Payments 
Under  Welfare 


• The  TSMA  House  of  Delegates,  meeting  in  Gatlinburg,  ap- 
proved a resolution  offered  by  the  Public  Service  Committee 
aimed  at  correcting  the  inequities  brought  about  by  the  ap- 
plication of  the  Welfare  Hospital  Assistance  program. 

The  resolution  was  approved  unanimously  in  the  House.  It 
cites  the  history  of  the  original  Indigent  Hospital  Program, 
leads  up  the  motion  of  the  Board  of  Trustees  in  January, 
1957,  which  approved  the  use  of  federal  money  to  supplement 
the  Indigent  Hospital  Program,  describes  the  manner  in  which 
the  two  hospitalization  programs  developed  in  contradiction 
to  the  wishes  of  the  Board  and  the  Medical  Association,  and 
enumerates  the  evils  which  resulted  subsequent  to  the  in- 
auguration of  the  Welfare  Hospital  Assistance  Program. 

These  evils  include  the  waste  of  money;  the  upsurge  in 
hospital  admissions  resulting  from  authorization  for  hospi- 
talization granted  those  persons  who  are  recipients  of  wel- 
fare aid  in  Tennessee  ; and  the  multiplicity  of  troubles 
which  sprang  from  the  Pandora's  box  when  a large  number  of 
Tennesseans  were  blanketed-in  for  free  hospital  and  medical 
service,  without  respect  to  actual  need,  under  a program  ad- 
ministered at  the  state  level  and  with  no  local  control. 

The  resolution  calls  for  an  end  to  vendor  payments  to 
hospitals  by  the  Welfare  Department.  An  alternative  would 
be  the  channelling  of  the  money  available  from  Welfare  di- 
rect to  welfare  recipients,  on  the  assumption  that  this 
money  would  be  budgeted  for  hospital  care,  as  the  Federal 
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congress  envisioned  when  Public  Law  880  was  passed  in 
1956.  The  resolution  would  also  bring  about  a legislative 
amendment  which  would  prohibit  any  hospital  or  medical 
service  program  in  Tennessee  not  administered  by  the 
Tennessee  Department  of  Public  Health. 

The  net  effect  of  the  resolution,  if  translated  into  ac- 
tion, would  be  to  restore  control  of  hospitalisation  of  the 
indigent  to  the  local  screening  committees.  Thus,  the  de- 
termination as  to  medical  indigency  would  be  made  at  the  lo- 
cal level,  by  the  three-member  screening  committee,  for  all 
applicants  for  free  hospital  service,  in  conformance  with 
the  letter  and  spirit  of  the  original  indigent  hospital 
program. 

• The  House  of  Delegates  also  approved  a Public  Service 
Committee  resolution  which  puts  the  Tennessee  State  Medical 
Association  on  record  as  approving  a program  to  establish 
poison  centers  in  strategic  locations  throughout  the  state. 
The  program  is  in  the  implementation  stage,  and  each  of  Ten- 
nessee's 95  counties  will  be  linked  to  the  state-wide  poison 
control  network.  The  Tennessee  Department  of  Public  Health, 
through  its  Commissioner,  Dr.  R.  H.  Hutcheson,  and  the  Chief 
of  its  Department  of  Preventable  Diseases,  Dr.  C.  B.  Tucker, 
has  offered  both  laboratory  and  statistical  facilities  to 
the  poison  control  center  network.  These  facilities  will 
materially  aid  the  efficient  operation  of  the  poison  control 
activities  of  TSMA  and  its  doctor-members. 

• The  House  of  Delegates  approved  a recommendation  that  the 
Public  Service  Committee  carry  on  a project  already  started 
which  attempts  to  set  up  a system  of  driver's  license  re- 
examination, in  cooperation  with  the  Tennessee  Department  of 
Safety,  and  other  interested  agencies.  A resolution  intro- 
duced by  the  Memphis-Shelby  County  Medical  Society  relative 
to  such  state-wide  legislation  was  referred  to  the  Public 
Service  Committee  for  action.  Officials  connected  with  this 
endeavor  are  hopeful  that  such  legislation  may  be  adopted  in 
the  1959  General  Assembly.  This  would  be  a milestone  in 
medical  history  with  respect  to  organised  medicine's  coop- 
eration in  the  field  of  traffic  safety. 

® The  Board  of  Trustees  named  three  new  members  to  the  Pub- 
lic Service  Committee  at  the  Board  meeting  in  Gatlinburg. 
They  are:  Dr.  Thomas  F.  Frist,  Nashville;  Dr.  David  P.  Mc- 
Callie,  Chattanooga;  and  Dr.  Roy  L.  McDonald,  Oneida. 

• Initial  reports  indicate  that  news  coverage  of  the  123rd 
Annual  Meeting  in  Gatlinburg  was  excellent  throughout  the 
state.  The  story  of  the  meeting  was  told  by  all  media,  in- 
cluding newspapers,  radio  and  television  stations  from  Mem- 
phis to  Bristol.  Such  coverage  was  effected  only  through 
the  splendid  cooperation  of  all  Tennessee  news  media. 

Special  commendation  is  due  Mr.  Escar  Thompson,  Bureau 
Manager  of  Associated  Press,  Knoxville;  Mr.  Bill  Middle- 
brook,  Bureau  Manager  of  United  Press,  Knoxville;  and  Mr. 
Pinckney  Keel,  reporter,  the  Nashville  Banner,  who  covered 
the  meeting  in  Gatlinburg. 

In  addition,  the  Public  Service  Staff  is  deeply  grateful 
to  the  cooperation  furnished  the  TSMA  Annual  Meeting  by  the 
Tennessee  Highway  Patrol  through  the  efforts  of  Mr.  Ronald 
L.  Bledsoe,  Public  Relations  Director,  THP  ; Patrolman  Alex 
Bozanich  ; and  Patrol  trooper  John  Phillips. 
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ing  this  attack  but  the  episode  was  not  followed 
by  excessive  drowsiness. 

It  was  felt  that  this  patient  representated  a 
case  of  abdominal  epilepsy  and  treatment  with 
phenobarbital  and  Dilantin  was  begun.  He  has 
had  no  further  abdominal  pain  since  starting  this 
treatment  15  months  ago. 

Case  2.  M.  H.,  a 3 year  old  white  girl,  had 
had  cyclic  vomiting  at  monthly  intervals  for  8 
months  before  she  was  seen  in  our  office.  She 
had  been  in  good  health  until  2 years  of  age 
when  she  developed  a sore  throat,  had  a rectal 
temperature  104°  (F),  and  a generalized  convul- 
sion. With  cool  sponging  the  convulsion  termi- 
nated in  approximately  3 minutes.  Examination 
then  revealed  no  remarkable  findings.  She  re- 
sponded promptly  to  aspirin,  phenobarbital,  and 
benzathine  penicillin  and  remained  asymptomatic 
for  4 months.  One  day  before  admission  she  be- 
gan vomiting  without  apparent  reason  and  this 
continued  repeatedly  over  the  next  4 hours.  There 
were  no  associated  abdominal  complaints  nor 
other  symptoms.  Family  history  revealed  the 
mother  had  migraine  beginning  when  she  was  a 
college  student. 

Examination  was  negative  except  for  weakness 
resulting  from  the  emesis. 

Hemogram,  urinalysis,  and  several  plasma 
chemical  determinations  including  nonprotein  ni- 
trogen, CO;  combining  power  and  chlorides  were 
all  within  normal  limits.  Gastrointestinal  series 
was  not  remarkable.  An  electroencephalogram 
revealed  several  slow  spikes  but  was  interpreted 
as  being  normal  limits. 

Phenobarbital  .032  Gm.  in  the  morning  and 
.064  Gm.  at  night  was  begun  as  treatment.  After 
4 months,  the  mother  felt  it  would  be  safe  to  dis- 
continue this  medication  as  she  had  had  no  fur- 
ther bouts  of  vomiting.  Two  weeks  later  she 
again  had  an  episode  of  vomiting  which  lasted 
for  several  hours.  Following  this  attack  (which 
was  similar  to  those  previously  described)  the 
mother  was  convinced  that  her  child  should  stay 
on  daily  medication.  Since  this  episode  she  has 
been  on  daily  phenobarbital  and  during  an  18 
month  period  has  had  no  further  convulsions  or 
vomiting. 

Case  3.  M.  J.,  a 6 year  old  boy,  had  the  onset 
of  severe  headaches  when  he  started  to  school. 
These  were  throbbing  in  character,  frontal  in  lo- 
cation, and  accompanied  by  nausea.  Occasionally 
the  cephalagia  could  be  predicted  by  his  parents 
because  of  preceding  abdominal  pain  and  vomit- 
ing. These  episodes  were  not  associated  with 
fever  or  other  gastrointestinal  complaints.  Other- 
wise, he  was  in  good  health.  Because  of  the  per- 
sistanee  of  the  severe  headaches  and  vomiting,  he 
was  admitted  to  the  hospital  for  investigation. 

Family  History.  An  older  sister  had  no  similar 
complaints,  but  the  mother  has  frequent  “sick 
headaches”  which  cause  her  to  be  dizzy,  nauseated 
and  to  see  “spots”  in  front  of  her  eyes.  These 
headaches  are  not  controlled  by  aspirin  and  usu- 
ally persist  for  12  to  24  hours. 


The  physical  examination,  including  blood  pres- 
sure and  neurologic  examination,  was  normal. 
Roentgenograms  of  the  skull  and  sinuses  were 
not  remarkable.  The  electroencephalogram  was 
interpreted  as  follows:  “This  record  is  outside  of 
normal  limits.  A marked  reaction  occurred  with 
overventilation.  It  consisted  of  slowing  in  the 
order  of  3 to  5 spikes  per  second  with  amplitudes 
exceeding  200mu  volts.  All  leads  were  involved. 
The  record  cleared  very  slowly  after  overventila- 
tion cleared.  This  tracing  points  to  an  episodal 
type  of  generalized  cortical  dysfunction.” 

It  was  felt  that  his  findings  were  compatible 
with  migraine  and  treatment  with  Dilantin  (100 
mg.  twice  daily)  was  begun.  Since  starting  this 
medication  he  has  had  a marked  decrease  in  the 
frequency  and  intensity  of  these  headaches.  His 
parents  were  advised  to  help  him  avoid  as  much 
emotional  stress  as  possible.  Medication  was  dis- 
continued after  one  year  and  he  has  had  no  fur- 
ther difficulty. 

Discussion 

Epilepsy  may  be  defined  in  a broad  sense 
as  a term  used  to  designate  a variable  symp- 
tom complex  characterized  by  a tendency 
toward  recurrent  paroxysmal  signs  or 
symptoms  of  disturbances  of  cerebral  ac- 
tivity. Epileptic  seizures  vary  considerably 
in  their  clinical  manifestations.  One  usu- 
ally thinks  of  frank  convulsive  movements 
when  the  word  “epilepsy”  is  mentioned; 
however,  a seizure  may  include  only  pares- 
thesias of  some  part  of  the  body  without 
loss  of  consciousness.  Only  too  frequently 
such  patients  have  been  considered  as  psy- 
choneurotics or  malingerers. 

Abdominal  (Autonomic)  Epilepsy.  The 
experimental  observations  of  Spiegel,  Wes- 
ton and  Oppenheimer,6  have  revealed  that 
stimulation  of  Areas  3,  5,  and  6 of  the  cere- 
bral cortex  resulted  in  abnormal  motility 
of  portions  or  of  the  entire  gastrointestinal 
tract  with  associated  abdominal  pain.  Irri- 
tation of  the  diencephalon  likewise  resulted 
in  disturbed  gastrointestinal  activity. 

The  syndrome  of  abdominal  epilepsy  has 
as  its  main  clinical  feature  paroxysmal  ab- 
dominal pain,  which  may  appear  as  an  iso- 
lated symptom.  The  patient  may  appear 
confused  or  disoriented  during  the  occur- 
rence of  the  pain.  Other  symptoms  which 
may  be  present  with  this  syndrome  are: 
(1)  an  aura  of  “peculiar  feelings”;  (2)  head- 
ache— this  has  been  called  “abdominal  mi- 
graine”; (3)  nausea  and  vomiting;  (4)  mul- 
tiple vasomotor  disturbances  (blanching. 
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flushing,  sweating,  labile  blood  pressure) ; 

(5)  periodic  abrupt  behavior  disturbances; 

(6)  postictal  exhaustion  and  sleep;  and  (7) 
sudden  bouts  of  hypothermia  and  hyper- 
thermia. Many  of  these  symptoms  have 
been  noted  in  children  who  have  familial 
dysautonomia  as  described  by  Conrad 
Riley.11 

Case  1 is  felt  to  be  representative  of  this 
condition  for  the  following  reasons:  the 

paroxysmal  character  of  his  pain  without 
any  apparent  precipitating  cause,  no  ap- 
parent progression  of  his  disease,  a positive 
family  history  of  epilepsy  (his  aunt  had 
grand  mal  seizures) , and  an  electroenceph- 
alogram which  showed  generalized  cortical 
dysfunction.  It  is  of  some  interest  here 
that  hyperventilation  during  the  electro- 
encephalogram reproduced  abdominal  pain 
and  vomiting.  (Fig.  1.)  The  electroen- 
cephalogram was  grossly  abnormal  during 
this  episode.  Hyperventilation  is  a well 
known  precipitating  cause  for  petit  mal  at- 
tacks but  has  not  been  described  as  a pre- 
cipitating cause  of  abdominal  epilepsy. 
Various  laboratory  tests  and  X-ray  studies 
revealed  no  other  adequate  explanation  for 
his  abdominal  pain.  One  of  the  strongest 
bits  of  evidence  for  abdominal  epilepsy  has 
been  the  excellent  response  to  anticonvul- 
sant treatment.  The  patient  has  been  fol- 
lowed for  two  years  now,  and  has  had  no 
more  abdominal  pain  (or  other  symptoms) 
since  he  has  taken  his  phenobarbital  and 
Dilantin  regularly. 

The  true  incidence  of  abdominal  epilepsy 
is  unknown  because  many  of  cases  are  not 
diagnosed  correctly  and  are  treated  for  a 
variety  of  other  difficulties.  According  to 
Dr.  Samuel  Livingston,  there  are  32  chil- 
dren with  abdominal  epilepsy  in  the  Johns 
Hopkins  Hospital  clinic  of  about  8,000  epi- 
leptic children.  Wallis7  reported  7 cases 
of  abdominal  epilepsy  in  a book  entitled 
“Masked  Epilepsy.” 

The  family  history  in  these  cases  (see 
Case  1)  is  frequently  positive  for  epilepsy 
and  migraine.  Sometimes  parents  are  loath 
to  admit  a history  of  epilepsy  and  this  in- 
formation must  be  searched  for  by  careful 
questioning.  One  should  always  ask  about 
“fever  fits,”  or  about  a history  of  “worm 


spasms.”  This  may  be  the  only  lead  to  a 
possible  familial  tendency. 

The  treatment  of  abdominal  epilepsy  is 
mainly  a matter  of  drug  therapy.  However, 
one  must  never  overlook  or  ignore  the  so- 
cial, economic,  and  particularly  the  emo- 
tional factors  which  are  involved  with  each 
patient.  “Rules”  in  the  treatment  of  epi- 
lepsy are  made  to  be  broken,  and  the  par- 
ticular drug  or  combination  of  drugs  and 
dosage  which  best  suits  a particular  pa- 
tient can  often  be  determined  only  by  clin- 
ical trial.  Dilantin,  phenobarbital  and 
Mysoline  are  considered  the  first  three 
drugs  of  choice  for  abdominal  epilepsy. 

Many  patients  respond  better  to  a com- 
bination of  two  or  more  agents  than  to  any 
one  alone.  It  must  be  emphasized  that 
abdominal  epilepsy  is  a diagnosis  of  ex- 
clusion and  that  all  pertinent  diagnostic 
procedures  should  be  carried  out  to  exclude 
other  organic  diseases  before  the  above 
therapy  is  started. 

Cyclic  Vomiting.  Cyclic  or  periodic  vom- 
iting of  children  was  first  described  by  Gee'1 
in  1882.  Later,  Wilson9  wrote  that,  “any 
fugitive,  paroxysmal,  disorderly,  uncon- 
trolled and  recurrent  manifestation  of  any 
neural  process  might  be  regarded  as  a “fit,” 
and  this  on  any  level  of  the  neuraxis  ...  as 
for  fits  implicating  visceral  centres,  there 
may  be  no  interference  with  the  conscieus 
stream,  no  involvement  of  the  skeletal  mus- 
cles, and  in  fact,  none  of  the  usual  signs  of 
“epilepsy.”  It  should  be  remembered  that 
Dr.  Wilson  had  written  this  prior  to  the 
widespread  application  of  electroencephal- 
ography. 

Case  2 is  presented  as  a typical  case  of 
cyclic  vomiting.  It  is  felt  that  this  case  is 
in  the  borderland  of  epilepsy  and  corre- 
sponds closely  to  the  33  cases  presented  by 
Millichap,  Lombrose,  and  Lennox.4 

The  normal  electroencephalogram  in  this 
patient  definitely  does  not  preclude  the  di- 
agnosis of  epilepsy;  the  electroencephalo- 
graph is  not  a neurologic  diagnostic  ma- 
chine and  the  diagnosis  of  epilepsy  is  still 
a clinical  one.  (Approximately  15%  of  the 
patients  in  the  Vanderbilt  Seizure  Clinic 
who  have  idiopathic  epilepsy  have  normal 
electroencephalograms.) 

Most  cases  of  cyclic  vomiting  start  be- 


May,  1958 


THE  SPECTRUM  OF  AUTONOMIC  EPI LEPSY — Wad  ling  ton 


193 


tween  3 and  6 years  of  age.  The  sex  inci- 
dence is  about  equal.  If  a careful  history 
is  taken  it  will  be  found  that  vomiting  is 
not  an  isolated  symptom  but  a part  of  a 
syndrome  of  maladaption,  i.e.,  poor  sleep- 
ing habits,  headaches,  stammering,  scream- 
ing attacks,  and  various  other  behavior 
disorders.  A number  of  these  children  will 
have  organic  brain  damage. 

The  onset  of  vomiting  is  usually  rather 
sudden.  This  may  or  may  not  be  associated 
with  pain  during  the  attack.  The  patient 
may  be  drowsy  during  an  attack  of  nausea 
and  vomiting  or  he  may  be  very  irritable 
and  restless.  The  blood  pressure  and  body 
temperature  are  occasionally  elevated  dur- 
ing these  “spells.”  The  average  duration 
of  a siege  of  vomiting  is  one  to  two  days. 

Alterations  of  laboratory  tests  in  this  con- 
dition are  nonspecific.  The  blood  sugar  may 
be  elevated  early  in  the  attack  but  with  the 
passage  of  time  it  returns  to  normal.  Ke- 
tosis may  be  present  with  prolonged  star- 
vation. A gastrointestinal  series  will  show 
pylorospasm  in  about  one  third  of  cases. 

Every  effort  should  be  made  to  rule  out 
surgical  causes  of  vomiting  prior  to  any 
medical  treatment.  Even  though  the  pa- 
tient is  a known  “cyclic  vomiter”  there  is 
no  reason  why  he  cannot  develop  appendi- 
citis, intestinal  obstruction  or  other  acute 
surgical  problems. 

The  treatment  and  prognosis  of  these  pa- 
tients is  usually  related  to  the  presence  or 
absence  of  organic  brain  damage.  If  no 
organic  brain  damage  is  present  the  vast 
majority  of  children  “outgrow”  these  bouts 
of  vomiting.  If  emotional  upsets  are  the 
usual  trigger  mechanisms  for  their  attacks, 
careful  consultation  and  interpretation  may 
be  of  help  to  both  the  parents  and  child. 
The  help  of  a psychiatrist  may  be  necessary 
in  unusually  severe  cases.  Occasionally 
certain  foods  have  to  be  eliminated  from 
the  diet  because  they  seem  to  precipitate 
bouts  of  nausea  and  vomiting.  The  offend- 
ing food  may  be  discovered  if  the  mother 
is  told  how  to  keep  a “food  diary”  of  the 
things  eaten  on  the  day  the  attacks  start. 
Many  authors  feel  that  gastrointestinal  al- 
lergy plays  a large  role  in  children  who 
have  periodic  vomiting.  To  support  this 
idea  they  point  out  that  10  to  20%  of  these 


children  have  or  have  had  asthma  or  hay- 
fever. 

The  drug  therapy  for  cyclic  vomiting  is 
listed  in  table  1.  Dilantin  seems  to  be  the 
most  effective  drug  in  preventing  these  at- 
tacks. Benadryl  has  an  anti-emetic  effect 
which  is  separate  from  its  antihistaminic 
effect.  Proclorperazine  (Compazine)*  is 
very  useful  not  only  because  of  its  potent 
anti-emetic  effect  but  also  because  of  its 
tranquilizing  action. 

Migraine.  It  is  not  necessary  to  mem- 
orize the  symptomatology  of  migraine  if 
one  keeps  in  mind  the  cortical  and  sub- 
cortical specialization  of  function  and  re- 
gards migraine  as  a marching  vasospasm  or 
vasodilation  acting  as  a temporary  irritant 
or  paralyzing  agent.  Numerous  authors  had 
pointed  out  that  the  “white”  or  angiospastic 
phase  of  migraine  may  result  in  localized 
twitchings,  hemiplegia,  paresthesias,  sco- 
tomas, vertigo,  convulsions,  amnesia  and 
various  psychic  phenomena.  This  is  the 
stage  in  which  vasodilating  drugs  are  of 
some  benefit.  The  pain  in  the  second  phase 
(“red  phase”)  has  been  shown  by  Wolff 
and  others  to  consist  mainly  of  vasodilation 
which  stretches  the  pain  fibers  in  the  large 
scalp  vessels  and  some  intracranial  vessels. 
Sedatives  and  narcotics  are  ocasionally  re- 
quired during  this  stage  of  the  headache. 
As  a general  rule,  patients  with  migraine 
feel  well  between  attacks. 

Case  3 represents  a typical  case  of  mi- 
graine in  a child.  This  boy’s  headaches 
were  probably  precipitated  by  the  emo- 
tional stress  of  starting  to  school  for  the 
first  time.  He  was  considered  to  have 
migraine  for  the  following  reasons:  (1)  pe- 
riodic headaches  without  any  other  demon- 
strable cause;  (2)  family  history  of  mi- 
graine; (3)  electroencephalogram  which 
showed  generalized  cortical  dysfunction; 
(4)  normal  skull  X-ray  studies;  (5)  no  pro- 
gression of  the  patient’s  symptoms;  and 
(6)  good  response  to  treatment  with  dilan- 
tin. 

It  is  beyond  the  scope  of  this  paper  to 
discuss  in  detail  the  symptoms,  course,  eti- 
ology and  treatment  of  migrainous  head- 
aches. It  is  the  purpose,  however,  to  point 


*Made  by  Smith,  Kline  & French  Lab. 
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out  the  similarities  and  the  overlapping 
symptoms  of  migraine,  cyclic  vomiting,  and 
abdominal  epilepsy  in  children.  (Chart  1.) 
Like  epilepsy,  migrainous  attacks  are  de- 
pendent on  two  groups  of  factors  in  each 
case,  a constitutional  predisposition  and  an 
exciting  factor. 

Flatau,1"  in  his  study  of  500  cases  of  mi- 
graine, noted  that  36  developed  convulsive 
seizures.  Many  authors  have  felt  that  mi- 
graine is  a type  of  convulsive  state  since  it 
has  been  noted  that  a patient’s  migraine 
headaches  may  disappear  only  to  be  re- 
placed by  convulsive  seizures  or  vice  versa. 

It  should  be  pointed  out  that  migraine 
in  children  differs  from  that  in  adults  in 
that: 

1.  The  attacks  in  childhood  are  more 
numerous  than  when  migraine  occurs 
in  adult  life. 

2.  Males  are  affected  more  often  than  fe- 
males. 

3.  Scotomata,  perspiration,  vascular 
changes,  and  edema  are  less  prominent 
in  children. 

4.  Gastrointestinal  disturbances  are  more 
common  with  childhood  migraine. 

5.  Electroencephalographic  abnormalities 
are  more  common  in  children  than  in 
adults  with  migraine. 

6.  Allergic  and  psychologic  factors  are 
present  less  often  in  younger  patients. 

7.  Treatment  of  migraine  with  anti- 
epileptic drugs  is  more  successful  with 
the  pediatric  age  group  than  in  adults. 

8.  A ketogenic  diet  is  more  efficacious  in 
children  (especially  2 to  5 years)  than 
in  adults. 

There  are  many  other  periodic  disorders 
of  childhood  which  some  authors  have  con- 
sidered to  be  in  the  borderland  of  epilepsy, 
such  as  night  terrors,  somnabulism,  ex- 
plosive temper  tantrums,  hypoglycemia,  and 
unexplained  pyrexia.  These  are  listed  only 
for  the  sake  of  completeness  and  also  to  re- 
emphasize that  these  symptoms  may  be  seen 
more  frequently  in  the  total  personality 
makeup  of  a child  with  epilepsy  or  mi- 
graine. Recently,  Heiner  and  Blitzer12  re- 
ported 3 cases  which  seemed  to  represent  a 
familial  paroxysmal  dysfunction  of  the  au- 
tonomic nervous  system.  Their  patients’ 
difficulties  were  frequently  precipitated  by 


emotional  stresses  of  various  kinds.  Their 
attacks  were  not  prevented  by  anticonvul- 
sants or  any  other  type  of  therapy. 

Summary 

The  diagnosis  of  autonomic  or  “masked 
epilepsy”  can  be  made  by:  (1)  the  paroxys- 
mal, periodic  nature  of  the  attacks;  (2) 
family  history  of  epilepsy  or  migraine;  (3) 
the  progress  of  the  disease;  (4)  the  ruling 
out  of  any  other  disease  process  which  could 
cause  similar  symptoms;  (5)  electroenceph- 
alographic findings;  and  (6)  response  to 
anticonvulsant  medication. 

The  fact  that  epilepsy  may  occur  without 
convulsions  or  loss  of  conciousness  has 
been  known  for  many  years.  (If  the  phy- 
sician thinks  of  abdominal  epilepsy  as  the 
cause  of  recurring  abdominal  pain  he  may 
save  his  patient  a needless  operation.) 

It  is  important  to  remember  also  that  epi- 
lepsy does  not  necessarily  remain  in  one 
pattern,  particularly  in  children.  Patients 
with  petit  mal  not  uncommonly  develop 
grand  mal  subsequently,  or  a patient  with 
migraine  may  develop  later  overt  seizures 
or  vice  versa.  As  shown  in  Chart  1,  pa- 
tients rarely  maintain  the  same  group  of 
symptoms  for  long  periods.  There  is  a fre- 
quent overlapping  and  blending  of  symp- 
toms. 

The  treatment  of  choice  for  patients  who 
are  classified  in  the  spectrum  of  autonomic 
epilepsy  is  anticonvulsant  medications,  es- 
pecially Dilantin. 

I would  like  to  express  the  appreciation  to  Dr. 
Harris  Riley,  Dr.  James  Ward,  and  Dr.  Amos 
Christie  for  their  help  and  suggestions  in  the 
preparation  of  this  paper. 

Addendum:  Many  points  of  this  paper  were  re- 
cently emphasized  by  C.  Harrison  Synder  in  an 

article  entitled,  “Epileptic  Equivalents  in  Chil- 
dren,” Pediatrics  21:  308,  1958. 
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FACTS  . . . 

(Continued  from  page  1S9) 
pital  facilities  by  those  over  65.  (In  Sas- 
katchewan, Canada,  for  example,  the  av- 
erage person  over  65  occupies  a hospital 
bed  7.2  days  a year;  in  the  United  States 
the  average  person  over  65  occupies  a 
hospital  bed  2.5  days  a year.) 

7.  Q.  Could  all  doctors,  hospitals  and  nursing 

homes  participate? 

A No.  Only  those  that  enter  into  contracts 
with  the  government.  Furthermore,  ex- 
cept in  an  emergency,  surgery  could  be 
performed  only  by  a surgeon  certified  by 
the  American  Board  of  Surgery  or  one 
who  is  a member  of  the  American  Col- 
lege of  Surgeons.  Elective  surgery  is  not 
included.  Care  would  not  be  authorized 
in  a mental  or  tuberculosis  hospital. 
Nursing  homes  would  (1)  have  to  be  op- 
erated in  connection  with  a hospital  or 
(2)  operated  under  the  general  direction 
of  a licensed  doctor  or  surgeon. 

8.  Q.  Who  would  determine  fees  for  doctors 

and  charges  for  hospitals  and  nursing 
homes? 

A.  The  Federal  Department  of  Health,  Edu- 
cation and  Welfare  would  make  the  final 
determination. 

9.  Q.  Who  would  administer  this  program  and 

set  standards  of  care ? 

A.  The  program  would  be  administered  by 
the  Secretary  of  Health,  Education  and 
Welfare.  The  government  would  set  and 
enforce  standards  of  health  care  under 
bureaucratic  control. 

10.  Q.  What  hospital  and  nursing  home  services 

would  he  provided  by  the  Forand  hill? 

A.  The  bill  provides  a combined  total  of  120 
days  free  hospital  and  nursing  home  care 
but  with  a maximum  of  60  days  hospitali- 
zation. However,  before  a person  can 
receive  nursing  home  care  he  must  be 
transferred  there  from  a hospital  for  fur- 
ther treatment  of  the  same  illness. 

11.  Q.  Are  any  other  services  provided  by  the 

Forand  hill? 

A.  Oral  surgery  would  be  provided,  but  only 


to  those  persons  who  were  hospital  bed 
patients.  Oral  surgery  is  not  defined. 

12.  Q.  What  effect  would  the  Forand  bill  have 

on  voluntary  health  insurance? 

A.  The  health  insurance  industry  has  proved 
its  ability  to  handle  the  extensive  insur- 
ance needs  of  our  growing  population. 
Because  of  its  experience  and  success  in 
other  fields,  it  is  reasonable  to  allow  it 
time  to  solve  this  additional  problem — 
medical  coverage  for  our  citizens  in  the 
65-and-over  group.  Approximately  50% 
in  this  age  bracket  has  some  coverage 
now,  as  compared  to  only  20%  in  1950. 
Passage  of  the  bill  would  give  voluntary 
health  insurance  a set-back  from  which 
it  would  never  recover.  This  bill  would 
do  irreparable  harm  to  the  one  method 
through  which  our  older  citizens  can  take 
care  of  their  health  needs  on  a free- 
choice  basis,  maintaining  full  independ- 
ence. Under  the  Forand  bill  the  aged 
would  become,  in  effect,  wards  of  a bu- 
reaucratic system. 

13.  Q.  How  do  the  uninsurahle  receive  health 

care? 

A.  The  3.5  million  or  so,  65  or  over,  who  are 
uninsurable  because  of  inadequate  in- 
come, assets,  or  other  means  of  support 
general’y  receive  medical  care  through 
welfare  programs.  Aside  from  aid 
granted  by  many  private,  fraternal,  and 
religious  organizations,  over  three  billion 
dollars  in  federal  and  state  aid  is  given 
annually  to  those  in  the  four  categorical 
aid  programs  (aid  to  the  blind,  handi- 
capped, dependent  children,  aged)  for 
medical  and  other  expenses. 

14.  Q.  How  good  are  the  statistics  on  the  health 

problems  of  the  aged? 

A.  AMA  has  studied  the  available  statistics. 
They  have  been  found  to  be  neither  con- 
clusive nor  complete.  The  greatest  need 
right  now  is  for  a comprehensive  study 
of  the  health  problems  of  the  aged,  rather 
than  for  drastic  remedies  for  a situation 
about  which  so  little  is  known. 

(Continued  on  page  202) 
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Vanderbilt  University  Hospital* 

Surgery  for  Mitral  Stenosis 

DR.  SAMUEL  S.  RIVEN:  Today  we  will 
discuss  the  evaluation  of  mitral  stenosis  for 
surgery.  Dr.  Vogel  will  present  the  case 
history. 

DR.  JOHN  VOGEL:  The  patient  is  a 25  year  old 
white  male,  with  a past  history  compatible  with 
acute  rheumatic  fever  at  the  age  of  12,  at  which 
time  he  had  migratory  polyarthritis  and  fever  of 
a^year’s  duration.  Following  this  he  was  asymp- 
tomatic until  five  years  ago  when  he  had  the  sud- 
den onset  of  a fluttering  sensation  in  his  chest 
associated  with  syncope.  Apparently  this  marked 
the  onset  of  his  atrial  fibrillation  which  has  been 
present  ever  since.  He  did  well,  however,  except 
for  mild  dyspnoea  on  exertion  and  some  exercise 
intolerence  until  ten  months  prior  to  admission, 
when  he  had  the  sudden  onset  of  a left  facial 
weakness  with  a right-sided  hemiparesis.  There 
was  also  some  aphasia  which  cleared  over  a period 
of  about  two  months.  At  that  point  there  was 
a marked  increase  in  dyspnoea,  and  eight  months 
prior  to  admission  he  was  seen  by  his  local  doctor 
with  marked  pulmonary  congestion  and  frank 
right-sided  failure  with  ascites  and  peripheral 
edema.  He  was  treated  with  multiple  shots. 
There  was  some  question  as  to  whether  or  not  he 
had  fever  at  that  time,  and  included  in  his  therapy 
were  mercurials,  ammonium  chloride  and  digi- 
talization. He  did  very  well  and  since  then  has 
had  only  moderate  to  mild  dyspnoea  on  exertion, 
and  was  admitted  at  this  time  to  evaluate  him  for 
his  proposed  cardiac  surgery. 

The  physical  examination  on  admission  revealed 
a well  nourished,  well  developed  male  with  a 
blood  pressure  of  127/70,  a pulse  of  70,  which 
was  irregular  in  rhythm,  respirations  of  18,  and 
temperature  of  98.4°  F.  There  was  no  venous 
distention  or  any  signs  of  increased  venous  pres- 
sure clinically.  Cardiac  examination  revealed  a 
very  prominent  left-sided  precordium  with  a 
heaving  PMI  in  the  sixth  interspace  at  the  an- 
terior axillary  line,  percussion  revealed  the  cardiac 
border  to  be  at  this  point,  and  also  slight  enlarge- 
ment of  the  heart  to  the  right  of  the  sternum.  A 
diastolic  thrill  was  present  at  the  apex.  There 
was  a loud  P-2,  which  was  split  and  greater  than 
A-2.  There  was  a prominent  M-l,  and  a Grade  I 
systolic  murmur  in  the  aortic  area,  and  in  the 
pulmonic  area  there  was  a Grade  I diastolic 
murmur  along  the  left  sternal  border.  A Grade 
III  systolic  murmur  was  present  at  the  apex  with 


*From  the  Departments  of  Medicine,  Surgery, 
and  Radiology,  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tenn. 


radiation  in  the  axilla,  and  a Grade  III  diastolic 
murmur,  well  localized,  was  also  present  in  this 
area.  Noted  also  was  a Grade  II  systolic  murmur 
to  the  right  of  the  sternum  which  was  thought  by 
some  observers  to  be  separate  from  the  apical 
systolic  murmur.  In  addition,  pulsating  neck 
veins  which  coincided  with  systole  were  noted  in 
the  supine  position.  His  lungs  were  clear.  His 
abdominal  examination  revealed  his  liver  to  be 
down  3-4  cm.  with  inspiration  and  his  spleen  was 
palpable.  He  had  no  peripheral  edema.  His 
electrocardiogram  revealed  occasional  premature 
ventricular  contractions  with  atrial  fibrillation 
and  ST-T  changes  compatible  with  digitalis  ef- 
fect. Fluoroscopy  of  his  chest  revealed  generalized 
enlargement  predominantly  right-sided  with  en- 
larged pulmonary  outflow  tract,  and  some  enlarge- 
ment of  the  left  atrium.  Multiple  calcific  densities 
were  noted  through  both  lung  fields,  and  fixation 
of  his  right  diaphragm  was  present.  His  venous 
pressure  was  210  mm.  and  his  circulation  time  was 
36  seconds  on  admission. 

DR.  RIVEN:  Physicians  treating  patients 
with  rheumatic  valve  disease  are  now 
faced  with  the  question  of  whether  or  not 
to  recommend  an  operation.  Most  of  the 
published  reports  agree  with  that  of  Ellis 
and  Harken  in  tending  toward  enthusiasm. 
On  the  other  hand,  one  cannot  neglect  cer- 
tain critical  and  careful  reports  which  tend 
to  inject  a note  of  conservatism.  The  more 
conservative  medical  attitude  is  principally 
due  to  the  unpredictable  course  of  most 
patients  with  rheumatic  heart  disease.  For 
instance,  according  to  Bland  and  Jones’  fol- 
lowup studies,  the  longevity  of  the  average 
rheumatic  cardiac  is  greater  than  generally 
believed.  Rheumatic  heart  disease  is  pro- 
tean and  remissions  and  exacerbations  are 
common  but  completely  beyond  prediction. 

Periods  of  improvement,  with  and  with- 
out medication,  occur  when  least  expected. 
Episodes  of  failure  are  common  especially 
following  a respiratory  infection.  Subsi- 
dence of  infection  often  heralds  striking 
response  to  therapy  in  previously  intract- 
able failure  or  results  in  spontaneous  im- 
provement. It  is  possible  that  many  pa- 
tients with  organic  heart  disease  of  any 
type,  including  mitral  stenosis,  have  symp- 
toms totally  unrelated  to  the  organic  dis- 
ease of  the  heart  which  are  dependent  on 
coexistent  anxiety  and  emotional  disturb- 
ances. It  is  probable  therefore  that  some 
of  the  favorable  and  some  of  the  unfavora- 
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ble  reports  in  the  literature  are  confused 
by  this  fact. 

In  the  recent  opinion  by  Ellis,  Ableman 
and  Harken,  patients  with  mitral  stenosis 
may  be  classified  into  four  groups:  Group 
I consists  of  patients  with  a murmur  with- 
out symptoms.  Many  of  these  remain 
asymptomatic  for  many  years.  Patients 
with  moderate  but  more  progressive  symp- 
toms are  classified  as  Group  II.  Some  un- 
usual situations,  such  as  severe  infection 
or  superimposed  pregnancy,  may  precipi- 
tate cardiac  symptoms.  Without  stress, 
such  a patient  may  enjoy  a good  state  of 
compensation.  This  group  may  be  consid- 
ered elective.  Group  III  consists  of  pa- 
tients disabled  by  progressive  symptoms, 
chiefly  shortness  of  breath,  but  who  have 
not  yet  become  complete  cardiac  invalids 
or  progressed  to  chronic  persistent  con- 
gestive heart  failure.  They  need  the  oper- 
ation urgently.  The  risk  is  low  and  the  re- 
sults are  considered  excellent.  The  medi- 
cal prognosis,  on  the  other  hand,  in  this 
group,  is  poor.  Group  IV  patients  are  car- 
diac invalids  condemned  to  a life  of  com- 
plete inactivity  under  medical  treatment, 
with  relatively  short  life  expectancy;  al- 
though operative  risk  is  high,  the  results 
are  good  and  the  operation  should  be  of- 
fered. 

In  the  light  of  these  discussions,  the  se- 
lection of  patients  for  surgical  intervention 
can  be  simply  stated:  The  ideal  candidate 
is  a patient  with  pure  mitral  stenosis  and 
beginning  symptoms  of  cardiopulmonary 
dysfunction  such  as  shortness  of  breath 
upon  exertion  and  fatigue.  Fatigue,  out  of 
all  proportion  to  the  patient’s  physical  ac- 
tivity, is  frequently  a prodromal  or  ac- 
companying finding.  At  the  moment,  the 
mere  presence  of  a well-defined  mitral  di- 
astolic murmur  without  accompanying 
symptoms,  is  regarded  by  many  as  insuf- 
ficient reason  for  surgery.  Possibly  a day 
will  come  when  such  a thought  will  seem 
unreasonable. 

All  other  indications  for  commissurotomy 
are  merely  compromises  from  the  ideal. 
For  years  to  come,  an  understanding  of  a 
more  advanced,  but  altogether  salvable, 
state  is  essential.  Now,  to  put  this  thing 
another  way,  the  choice  of  the  individual 


with  mitral  stenosis  for  an  operative  pro- 
cedure may  depend  on  the  following  fac- 
tors: If  the  patient  has  a good  history  of 
rheumatic  heart  disease,  and  has  early  car- 
diopulmonary dysfunction,  he  is  an  ideal 
candidate.  With  marked  shortness  of 
breath,  hemoptysis  and  reversible  failure, 
he  is  an  acceptable  candidate.  As  for  age, 
the  range  may  be  very  elastic.  There  is 
no  reason  that  it  should  be  chronological. 
It  is  really  physiological.  The  oldest  case 
to  date  recorded  in  one  series  was  62.  As 
for  the  valvular  defect,  mitral  stenosis  and 
insufficiency,  or  aortic  valve  lesions  in  the 
presence  of  a normal  left  ventricle  is  ac- 
ceptable, but  mitral  stenosis  with  mitral 
insufficiency  and  cardiac  enlargement  is  de- 
batable. In  considering  the  x-ray  findings, 
an  enlargement  of  the  left  atrium  and  a 
minimal  enlargement  of  the  right  ventricle 
is  ideal.  A minimal  left  ventricular  en- 
largement is  questionable  but  may  be  ac- 
ceptable. As  for  the  electrocardiographic 
changes,  a normal  electrical  axis,  or  a slight 
right  ventricular  preponderance,  is  accept- 
able and  ideal.  A left  axis  shift  is  never 
acceptable.  Auricular  fibrillation  with  con- 
trollable ventricular  response  is  acceptable. 

To  put  this  another  way,  on  a functional 
classification,  obviously  the  patient  in 
Group  I,  should  not  be  operated  upon.  The 
patient  in  Group  II  is  ideal  for  operation. 
The  patient  in  Group  III,  who  is  progres- 
sively incapacitated,  or  who  is  running 
downhill,  is  certainly  acceptable.  And,  not 
infrequently,  one  in  Group  IV,  with  short- 
ness of  breath  at  bedrest,  although  debata- 
ble for  operation,  may  get  a good  result. 

Other  complicating  factors  that  some- 
times deter  the  selection  of  a patient  for 
mitral  commissurotomy  are  arterial  em- 
bolic episodes,  although  urgent,  sometimes 
are  avoided.  Recurrent  hemoptysis  is  an 
indication  for  the  operation.  The  question 
of  hypertension  which  occurs  frequently  in 
the  older  individuals  with  mitral  stenosis 
is  a debatable  situation.  Such  patients  im- 
prove after  the  development  of  hyperten- 
sion. On  the  other  hand,  the  choosing  of 
an  individual  with  mitral  stenosis  and  hy- 
pertension for  operation,  although  debata- 
ble, is  not  necessarily  a deterrent. 

Some  of  the  contraindications  at  the 
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time  of  selecting  a patient  for  operation 
may  be  listed  as  follows:  One,  the  patient 
with  acute  rheumatic  fever  should  not  be 
selected.  Two,  subacute  bacterial  endo- 
carditis is  a contraindication,  but  may  be  ac- 
ceptable after  the  subacute  bacterial  endo- 
carditis has  been  controlled.  Three,  the 
patient  with  free  mitral  insufficiency  is  un- 
acceptable; however,  slight  mitral  insuf- 
ficiency is  acceptable.  Four,  the  presence 
of  marked  mitral  insufficiency  and/or  aortic 
lesion  with  all  the  cardiac  chambers  en- 
larged, is  not  acceptable.  At  this  point,  1 
would  like  to  call  on  Dr.  Dively,  who  has 
made  a review  of  the  patients  who  have 
been  operated  here. 

DR.  WALTER  L.  DIVELEY:  We  have  at- 
tempted to  review  all  of  the  commissuroto- 
mies done  here  and  at  Thayer.  There  have 
been  a total  of  148  commissurotomies  done, 
115  at  Vanderbilt,  33  at  Thayer.  That  is 
from  the  spring  of  1952,  when  the  first  one 
was  done,  to  just  a few  weeks  ago  when 
the  last  one  was  done. 

Of  the  115  patients  operated  upon  at 
Vanderbilt  we  have  been  able  to  follow  105. 
Of  the  105  patients,  there  were  27  Class  II 
patients,  21  or  78  per  cent  were  improved, 
6,  or  22  per  cent  were  unimproved.  There 
were  no  deaths  in  the  Class  II  patients. 
There  were  55  Class  III  patients  and  41,  or 
74  per  cent  were  improved,  20  per  cent 
were  unimproved,  and  there  were  three 
deaths,  or  6 per  cent.  There  were  23  pa- 
tients in  the  Class  IV  group;  11,  or  48  per 
cent,  were  improved,  3,  or  13  per  cent,  were 
unimproved  and  9,  or  39  per  cent,  died. 
That  makes  a total  of  12  deaths  out  of  the 
105  patients  for  an  11  per  cent  mortality 
rate  of  those  who  could  be  followed.  We 
elected  to  say  improved  or  unimproved  to 
keep  from  arguing  about  excellent  and  good 
results  and  poor  and  fair  results  and  we 
are  not  quite  sure  in  our  own  minds  where 
to  draw  the  line  between  excellent  and 
good.  It  has  been  Dr.  Daniel’s  feeling  that 
an  excellent  result  has  been  obtained  by 
operation  if  the  patient  has  a normal  rhy- 
thm, does  not  have  to  take  digitalis  or  quin- 
idine  and  can  carry  on  normal  activities. 
The  patient  who  may  still  have  a cardiac 
arrhythmia  and  who  may  require  digitali- 
zation or  even  quinidine  but  who  can  keep 


house  or  carry  on  a job  has  been  classed  as 
a good  result.  The  fair  results  are  included 
in  this  improved  group.  The  unimproved 
is  just  what  it  means — they  are  not  any 
better  and  the  others  died. 

In  the  33  patients  done  at  Thayer,  3 pa- 
tients were  lost  from  embolus  and  1 pa- 
tient was  lost  from  hemorrhage  at  the  time 
of  second  operation.  In  the  Vanderbilt 
group  5 of  115  patients  had  emboli  but  only 
3 of  these  were  fatal. 

There  were  7 late  deaths.  One  patient 
died  2V2  years  after  operation  at  the  time 
of  reoperation.  Another  died  four  months 
after  operation  from  a hemolytic  Staphylo- 
coccus aureus  pericarditis  which  was  un- 
recognized until  the  time  of  death.  An- 
other died  five  years  later,  at  the  time  of  a 
second  operation,  from  hemorrhage  on  the 
table.  Another  died  two  years  after  com- 
missurotomy of  congestive  failure.  An- 
other died  two  years  after  commissurotomy 
of  congestive  failure.  One  patient,  who  had 
obtained  an  excellent  result,  a Class  IV  pa- 
tient, 19  years  of  age,  died  three  months 
after  operation  when  an  attempt  was  made 
to  convert  her  to  a normal  rhythm  with 
quinidine.  The  seventh  patient  died  ten 
months  after  operation  of  barbituate  in- 
toxication. Dr.  Strayhorn  will  discuss  these 
failures. 

DR.  DAVID  STRAYHORN:  I shall  com- 
ment briefly  on  the  causes  of  death  follow- 
ing operation,  since  frequently  more  is 
learned  from  our  failures  than  from  our 
successes. 

In  the  29  class  II  patients,  there  were  no 
deaths;  in  the  63  class  III  patients,  3 deaths; 
of  the  23  class  IV  patients,  9 deaths;  or  a 
total  of  12  deaths  in  115  patients.  The  over- 
all mortality  rate  is  10.4  per  cent,  but  this 
means  very  little  unless  one  considers  the 
breakdown  into  the  different  groups,  e.g.,  0 
per  cent  in  class  II  and  25.5  per  cent  in  class 
IV.  These  mortality  rates  are  similar  to 
those  elsewhere.  They  include  all  cases 
that  have  been  operated  on  here  for  mitral 
stenosis.  Obviously,  one  would  expect  the 
mortality  rate  to  be  higher  in  patients  oper- 
ated on  in  the  first  few  years  of  a new  pro- 
cedure than  subsequently.  Harken  and 
Bland,  I believe,  have  reported  no  deaths 
in  their  last  150  cases. 
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Of  the  12  patients  who  died,  3 died  of 
cerebral  embolism  12  hours,  13  hours,  and 
20  days  postoperatively;  3 died  of  pulmon- 
ary embolism  and  infarction  4,  8,  and  13 
days  postoperatively.  Two  patients  died  of 
hemorrhage  at  the  time  of  surgery;  2 pa- 
tients died  of  cardiac  arrest  at  the  time  of 
operation;  one  patient  died  of  staphylococ- 
cus infection  of  the  heart  and  pericardium 
4 months  postoperatively;  and  one  patient 
died  of  undetermined  cause  17  hours  post- 
operatively. 

The  causes  of  death  were,  therefore,  varia- 
ble and  mostly  unpredictable.  Embolic 
phenomena  was  the  most  common  and  may 
be  expected  more  frequently  in  the  sicker 
patients,  usually  those  with  auricular  fibril- 
lation and  congestive  heart  failure.  Tem- 
porary occlusion  of  the  carotid  arteries  has 
been  tried,  but  without  significant  evidence 
that  it  lowers  this  risk.  One  of  the  patients 
who  died  from  cardiac  arrest  had  an  ex- 
tremely tight  mitral  valve  and  a recognized 
slight  degree  of  aortic  stenosis.  While  pres- 
sure measurements  in  the  aorta  and  left 
ventricle  before  and  after  opening  the  mitral 
valve  were  not  done,  it  was  speculated  that 
the  sudden  increase  in  inflow  with  obstruc- 
tion of  outflow  of  the  left  ventricle  may 
have  produced  dilatation  and  arrest. 

The  one  patient  who  died  of  a staphylo- 
coccal wound  infection  was  a class  IV  pa- 
tient who  had  obtained  a good  result  from 
surgery,  we  thought,  but  who  developed 
tachycardia  and  fever  a few  weeks  after 
operation  and  failed  to  respond  to  anti- 
biotics and  drainage. 

From  these  patients  who  died,  one  may 
say  that  there  will  be  some  deaths  from  un- 
foreseen complications;  but  that  the  best 
way  to  lower  the  overall  mortality  is  to 
operate  on  the  patients  with  mitral  stenosis 
before  their  disease  is  too  advanced.  The 
mortality  rate  is  highest  in  the  sickest 
group. 

I wonder  if  Dr.  Sell  will  discuss  cardiac 
catheterization. 

DR.  GORDON  SELL:  Ideally  for  mitral 
commissurotomy,  one  wants  patients  with 
only  mitral  stenosis  or  patients  with  mitral 
stenosis  and  minimal  mitral  insufficiency. 
At  the  present  time,  except  for  very  recent 
surgical  procedures,  those  patients  with 


mitral  incompetence  have  not  been  thought 
to  be  suitable  candidates  for  corrective 
cardiac  surgery.  Physiological  studies,  such 
as  cardiac  catheterization,  are  based  on  the 
upset  physiology  caused  by  mitral  valve  dis- 
ease. The  first  stage  in  mitral  stenosis  is  an 
increase  in  pressure  in  the  left  atrium  to 
compensate  for  the  narrowed  mitral  orifice. 
At  first,  this  left  elevated  pressure  forces 
an  adequate  blood  flow  through  the  mitral 
valve  and  the  patients  have  no  symptoms, 
but  they  do  have  the  murmur  of  mitral 
stenosis.  As  the  size  of  the  mitral  orifice 
further  diminishes,  the  left  atrial  pressure 
further  increases.  This  increased  pressure 
is  reflected  back  to  the  pulmonary  veins  and 
capillaries  as  there  are  no  valves  in  the 
pulmonary  venous  circuit.  When  the  left 
atrial  pressure  rises  above  30  mm.  Hg,  the 
patient  is  in  danger  of  developing  pulmon- 
ary edema  for  this  is  the  height  of  the 
osmotic  pressure  of  blood.  To  counteract 
this  tendency  to  pulmonary  edema,  com- 
pensatory mechanisms  usually  come  into 
play.  The  first  and  foremost  mechanism  is 
the  development  of  a functional  block  in 
the  pulmonary  arterioles.  This  block  or  in- 
creased pulmonary  vascular  resistance  is  at 
first  caused  by  spasm  of  the  pulmonary 
arterioles  and  later  by  actual  occlusive  dis- 
ease of  these  vessels.  This  block  naturally 
tends  to  diminish  the  blood  flow  to  the  left 
atrium  and  so  helps  to  prevent  an  undue 
rise  of  pressure  in  this  chamber.  It  also  di- 
rectly increases  the  work  load  of  the  right 
ventricle  by  increasing  the  pulmonary 
artery  pressure.  This  double  effect  of  in- 
creasing the  right  heart  work  and  diminish- 
ing the  cardiac  output  often  causes  the 
right  ventricle  to  fail.  With  failure  and  en- 
largement of  the  right  ventricle,  functional 
tricuspid  incompetence  may  develop.  Tri- 
cuspid incompetence,  by  diminishing  the 
forward  flow  of  blood  further  reduces  the 
cardiac  output,  but  it  also,  at  the  same  time 
lessens  the  work  load  of  the  right  ventricle 
and  lowers  the  pulmonary  artery  pressure. 
The  second  mechanism  preventing  pul- 
monary edema  is  the  development  of  in- 
terstitial thickening  between  the  capillaries 
and  the  alveolar  spaces  in  the  lungs.  The 
third  mechanism  is  the  increased  lymphatic 
drainage  from  the  lungs,  and  finally  there  is 
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the  possibility  of  increased  bronchial  venous 
drainage  relieving  the  pulmonary  venous 
pressure.  The  second  mechanism  prevent- 
ing pulmonary  edema  is  the  development  of 
interstitial  thickening  between  the  capil- 
laries and  the  alveolar  spaces  in  the  lungs. 
The  third  mechanism  is  the  increased 
lymphatic  drainage  from  the  lungs,  and 
finally  there  is  the  possibility  of  increased 
bronchial  venous  drainage  relieving  the 
pulmonary  venous  pressure. 

Right  heart  catheterization  gives  us  in- 
formation about  the  pressure  in  the  pul- 
monary artery,  and  by  wedging  a catheter 
into  a pulmonary  capillary,  we  can  obtain 
indirectly  left  atrial  pressures.  We  can  de- 
termine any  pressure  gradients  across  the 
pulmonary  and  tricuspid  valves,  and  the 
right  ventricular  and  the  right  atrial  pres- 
sures. By  determining  the  cardiac  output, 
we  can  then  calculate  the  vascular  re- 
sistances, first  across  the  mitral  valve;  and 
secondly,  across  the  pulmonary  arterioles. 
Other  information  that  is  helpful  is  the 
form  of  the  pulmonary  capillary  tracings. 
It  will  often  indicate  whether  mitral  stenosis 
or  mitral  insufficiency  is  the  predominant 
lesion.  The  more  recent  technique  of  left 
heart  catheterization  gives  more  informa- 
tion than  we  can  obtain  with  right  heart 
catheterization.  It  gives  us  information 
about  the  presence  or  absence  of  aortic 
stenosis,  either  directly  by  passing  the 
catheter  from  the  left  ventricle  into  the 
aorta,  or  indirectly  by  comparing  left 
ventricular  and  systemic  arterial  systolic 
pressures.  Direct  left  atrial  pressure  trac- 
ings also  gives  a better  indication  of  the 
actual  filling  time  of  the  left  ventricle,  and 
with  this  knowledge  of  the  mitral  diastolic 
blood  flow  and  the  pressure  gradient  across 
the  mitral  valve,  one  is  able  to  arrive  at  a 
closer  estimate  of  the  mitral  valve  are.  In 
most  cases,  this  estimated  size  has  agreed 
very  closely  with  the  surgeon’s  impression 
of  the  valve  area  as  determined  during 
operation.  As  we  are  not  able  to  determine 
the  amount  of  the  regurgitant  blood  flow 
with  any  accuracy  in  the  presence  of  mitral 
insufficiency,  the  mitral  diastolic  blood  flow 
is  unknown,  and  we  cannot  calculate  ac- 
curately the  mitral  valve  area.  Cardiac 
catheterization  thus  only  indirectly  helps 


us  in  making  a decision  as  to  the  degree  of 
insufficiency  in  mixed  lesions.  Normally, 
in  patients  with  gross  mitral  insufficiency, 
the  diagnosis  is  clear-cut  clinically  and  the 
converse  is  true  in  most  cases  of  simple 
mitral  stenosis.  Cardiac  catheterization 
studies  fail  at  the  moment,  in  being  able  to 
give  us  a quantitative  estimate  of  the  degree 
of  insufficiency  in  mixed  lesions. 

DR.  RIVEN:  Dr.  Adams  will  now  tell  us 
about  the  results  following  surgery. 

DR.  CRAWFORD  W.  ADAMS:  The  prob- 
lem of  re-stenosis  of  the  mitral  valve  or  in- 
complete commissurotomy  is  controversial. 
By  physical  examination  postoperatively, 
this  problem  is  still  unsolved  as  there  may 
be  very  little  change  in  the  characteristics 
of  the  preoperative  murmur.  The  diastolic 
murmur  of  mitral  stenosis  may  persist,  but 
is  of  lower  intensity,  and  occasionally,  the 
systolic  murmur  of  mitral  insufficiency  will 
develop.  The  intensity  of  the  apical  first 
sound  is  reduced  in  fifty  per  cent  of  the 
cases,  and  pulmonary  hypertension  as  mani- 
fested by  an  accentuated  split  pulmonic  sec- 
ond sound,  is  reduced  in  thirty  per  cent  of 
the  cases  reported. 

There  is  postoperatively,  as  Dr.  Allen  will 
agree,  little  change  in  the  size  of  the  cardiac 
silhouette.  The  shadow  of  the  atrial  ap- 
pendage is  reduced  or  absent.  Temporarily, 
there  may  be  an  increase  in  the  over-all  size 
of  the  cardiac  silhouette,  due  to  either  post- 
operative pericardial  effusion  or  to  left 
ventricular  hypertrophy  or  dilatation  re- 
sulting from  postoperative  mitral  insuf- 
ficiency. 

Atrial  fibrillation,  if  present  preopera- 
tively,  usually  persists  postoperatively. 
Paroxysmal  atrial  fibrillation,  shifting 
atrial  pacemaker,  or  other  disturbances  of 
atrial  depolarization  usually  persist.  Rarely, 
persistent  atrial  fibrillation  will  develop. 

If  the  operation  for  mitral  stenosis  cor- 
rects the  hemodynamic  abnormalities  that 
exist,  then  the  patient  should  have  relief  of 
such  symptoms  as  fatigue  and  exertional 
dyspnea.  If  the  hemodynamic  abnormali- 
ties are  not  corrected,  then  the  relief  of  the 
stenosis  has  probably  been  inadequate  or 
there  has  been  a refusion  or  restenosis  of 
the  valve.  Postoperative  studies  of  cardio- 
vascular hemodynamics  by  cardiac  catheter- 
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ization  indicate  that  functional  improve- 
ment may  occur  without  significant  change 
in  the  pulmonary  atrial  or  right  ventricu- 
lar pressures.  Pulmonary  vascular  lesions 
may  be  irreversible;  however,  a fall  in  the 
right  ventricular  and  pulmonary  arterial 
pressure  may  develop.  Left  atrial  pressure 
and  the  left  atrioventricular  gradient  is  sub- 
stantially diminished  with  adequate  com- 
missurotomy. Sir  Russell  Brock,  in  a series 
of  350  cases,  re-operated  on  four  and  he 
definitely  feels  that  if  the  surgeon  performs 
a complete  commissurotomy,  the  chances 
for  recurrence  are  small.  If  less  is  done 
to  the  valve,  then  the  chances  of  recurrence 
are  of  course  greater.  This  is  the  experience 
of  other  surgeons  such  as  Dr.  Keyes,  who 
re-operated  on  one  patient  out  of  a series  of 
180.  Clinically,  Dr.  Keyes  felt  there  were 
four  other  cases  of  re-stenosis.  Dr.  Harken 
has  re-operated  on  ten  out  of  800  cases,  and 
I know,  he  feels  re-operation  is  due  to  initial 
incomplete  commissurotomy.  In  a series  of 
fifty  commissurotomies  by  Drs.  Janton  and 
Glover,  there  were  no  re-operations.  Of 
forty-one  living  patients  in  this  series,  four 
had  no  murmurs,  eleven  had  no  original 
diastolic  murmur,  however,  fourteen  had  a 
mitral  systolic  murmur  that  was  not  pres- 
ent preoperatively.  Clinically,  there  were 
no  cases  of  re-stenosis  of  the  mitral  valve. 
In  Dr.  Diveley’s  series  of  148  cases,  there  are 
two  cases  of  re-stenosis  of  the  mitral  valve. 
There  are  five  other  cases  that  were  re- 
operated on  because  of  incomplete  com- 
missurotomy and  the  question  of  refusion 
or  incomplete  operation  remains  debatable. 

DR.  JOSEPH  ALLEN:  To  begin  with  the 


end,  a general  summary  of  the  radiolog- 
ical situation  is  very  similar  to  the  catheter- 
ization findings.  We  are  very  good  at  see- 
ing the  obvious  cases  of  insufficiency  and 
particularly  of  stenosis,  but  borderline  sit- 
uations cause  us  difficulty  also,  and  the 
present  case  is  the  case  in  point.  The  car- 
diac silhouette  in  the  man  who  has  been 
presented  is  not  what  might  be  called  a 
typical  mitral  stenosis  or  insufficiency  sil- 
houette. This  patient  has  a marked  left 
atrial  enlargement,  and  the  ventricular  sil- 
houette is  equivocal.  The  pulmonary  conus 
is  full  and,  paradoxically,  the  aorta  is 
rather  large.  Hence  some  of  the  findings: 
the  large  size  of  the  aorta  and  the  apparent 
left  ventricular,  as  well  as  the  right  ven- 
tricular enlargement,  do  not  reconcile  with 
pure  mitral  stenosis  and  suggest  the  possi- 
bility of  aortic  valvular  disease,  or  at  least 
some  mitral  regurgitation.  In  addition,  it 
must  be  mentioned  that  this  patient  has 
severe  pulmonary  disease,  with  marked 
diffuse  emphysema,  which  may  influence  his 
findings.  With  this  particular  case,  I would 
think,  probably  some  additional  lesion 
other  than  pure  mitral  stenosis  exists  and 
that  could  be  either  aortic  valvular  disease 
or  some  element  of  mitral  regurgitation 
along  with  the  stenosis. 

DR.  RIVEN:  In  closing,  I would  like  to 
thank  everyone  for  coming  and  discussing 
this  very  interesting  problem.  Patients  in 
Groupi  II,  and  most  of  the  patients  in 
Group  III,  are  doing  well  fellowing  opera- 
tion, and  in  the  future  this  procedure  will 
receive  the  acceptance  it  deserves. 


FACTS  . . . 

(Continued  from  page  196) 

15.  Q.  Could  the  age  limit  for  Forand  health 
care  be  held  at  65? 

A.  Probably  not.  Supporters  of  the  bill  have 
indicated  that  they  would  like  to  see 
government-regulated  health  care  made 
available  to  younger  persons,  perhaps 


first  starting  at  age  60,  then  55,  and  so 
on,  eventually  bringing  everyone  under 
a government  dictated  health  program. 
Ultimately  the  practice  of  medicine  in 
America  would  be  totally  socialized, 
which  could  result  in  an  inferior  grade 
of  health  care.  (From  the  Am.  Med. 
Assoc.) 
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In  my  first  report 
to  the  membership,  I 
wish  to  discuss  some 
phases  of  the  De- 
pendents’ Medical 
Care  Program  which 
are  misunderstood  by 
the  profession. 

Medicare  is  pri- 
marily an  in-hospi- 
talization plan  and 
only  during  hospitalization,  will  Medicare 
pay  for  (1)  the  treatment  of  acute  medical 
conditions  including  exacerbations  or  acute 
complications  of  chronic  diseases,  (2)  the 
treatment  of  surgical  conditions,  and  (3) 
the  treatment  of  contagious  diseases.  Medi- 
care does  provide  complete  obstetric  and 
maternity  care.  This  is  the  only  instance 
where  no  restriction  is  placed  regarding 
hospitalization.  This  care  may  be  provided 
in  the  hospital,  home  or  office.  The  pro- 
gram does  not  pay  for  office  visits.  Medi- 
care is  an  in-patient  program,  providing  for 
out-patient  care  only  in  the  following  areas: 
(1)  Obstetric  and  maternity  services;  (2) 
Bodily  injuries,  limited  to  the  treatment  of 
fractures,  dislocations,  lacerations  and  other 
wounds;  (3)  Diagnostic  tests  and  procedures 
prior  to  and/or  following  hospitalization  for 
the  same  bodily  injury  or  surgical  proced- 
ure for  which  the  patient  is  hospitalized; 
and  (4)  Radiotherapy  prescribed  during  a 
period  of  hospitalization  and  continued  or 
carried  out  on  an  out-patient  status  as  di- 
rected by  the  attending  physician. 

The  program  has  now  been  in  effect  for 
seventeen  months.  Many  problems  exist, 
the  biggest  being  the  misunderstanding  of 
many  physicians  as  to  what  is  allowable 
under  the  program.  Another  is  the  mass 
of  official  interpretations  and  directives  is- 
sued by  the  Defense  Department  to  our 
Medicare  Committee. 

A resolution  was  introduced  in  the  TSMA 
House  of  Delegates  covering  nine  points. 
They  were:  (1)  that  the  Medicare  Plan  of 
fixed  fees  for  full  service  be  discontinued 
and  that  a maximum  fee  schedule  be  de- 
termined; (2)  that  physicians  be  allowed 


to  charge  their  usual  fee;  (3)  that  regional 
medicare  committees  be  appointed  to  aid 
in  administration;  (4)  that  controversial 
claims  be  referred  to  appropriate  regional 
committees  for  mediation;  (5)  the  negotia- 
tion committee  was  named;  (6)  that  the 
negotiating  committee  be  given  authority 
to  arrange  a contract  with  a maximum  fee 
schedule  not  lower  than  the  schedule  in  the 
present  contract  except  in  those  few  pro- 
cedures where  wide  variation  necessitates 
a change;  (7)  that  prior  to  the  negotiation 
of  the  contract,  the  Medicare  Committee 
obtain  advice  on  fees  from  the  various  spe- 
cialty groups;  (8)  that  the  negotiating  com- 
mittee urge  that  the  Defense  Department 
consider  reimbursing  TSMA  for  adminis- 
trative expenses  involved;  (9)  that  TSMA 
go  on  record  with  the  Defense  Department 
as  favoring  in  the  future,  a contract  wherein 
the  physician  will  make  his  usual  charges 
without  reference  to  any  fee  schedule.  A 
resolution  will  be  introduced  by  TSMA 
delegates  at  the  AMA  next  June. 

Many  medical  associations  are  taking  a 
new  look  at  Medicare,  fearful  of  the  future. 
Ohio  and  Rhode  Island  refused  to  contract 
initially  with  the  Department  of  Defense. 
Less  than  a month  ago,  the  Texas  Medical 
Association,  decided  to  discontinue  a con- 
tract for  Medicare.  Representatives  of 
eleven  states,  meeting  in  Atlanta  on  Jan- 
uary 11-12,  1958,  agreed  to  request  their 
medical  associations  to  petition  the  appro- 
priate congressional  committees  and  the 
secretary  of  defense,  to  permit  negotiation 
of  a type  of  contract  not  calling  for  a fixed 
fee  schedule. 

Medicare  is  another  case  of  “third-party 
medicine”  and  it  behooves  every  member 
of  TSMA  to  know  the  facts  about  the  pro- 
gram and  for  organized  medicine  as  a whole 
to  move  carefully  in  the  future. 


James  C.  Gardner 
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EDITORIAL 


HEART  DISEASE  AND  PREGNANCY 

The  recently  published  authoritative 
treatise'  has  been  read  with  much  interest 
in  particular  by  those  in  this  area.  The 
basis  of  this  work  originated  at  Vanderbilt 
University  School  of  Medicine  in  the  period 
1925-1935.  Since  that  time  Dr.  Burwell  has 
maintained  a keen  interest  in  the  circula- 
tory changes  which  follow  the  onset  of 
pregnancy.  Working  at  the  Boston  Lying 
In  Hospital,  he  and  his  associate,  Dr.  James 
Metcalfe,  have  studied  the  course  of  355 
pregnancies  in  277  patients.  Most  of  the 
patients  had  rheumatic  heart  disease  (85% ), 
35  (12'  i)  had  congenital  heart  lesions. 

Basic  observations  show  that  the  heart 
rate  rises  early  during  the  course  of  the 
pregnancy  and  reaches  a peak  at  7 to  8 
months.  The  blood  pressure  falls  particu- 
larly in  the  diastolic  phase  so  that  the  pulse 

1.  Burwell,  C.  S.,  and  Metcalfe,  James:  Heart 
Disease  and  Pregnancy,  Little  Brown  & Co.,  1958. 


pressure  increases,  reaching  its  peak  at  7 
to  8 months.  The  pulmonary  artery  pres- 
sure falls,  the  venous  pressure  is  unchanged 
in  the  arms,  the  pressure  in  the  legs  rises 
due  to  the  increase  in  the  pelvic  blood  sup- 
ply and  the  weight  of  the  uterus.  The 
cardiac  output  and  stroke  volume  increase 
until  the  last  few  weeks  of  the  pregnancy. 
The  basal  metabolism  and  vital  capacity 
increase.  In  substance,  the  uterus  serves 
as  a large  arterio-venous  fistula. 

Most  patients  did  well,  there  being  a 98% 
survival  rate.  The  necessity  of  interrupt- 
ing the  pregnancy  is  less  and  less  often 
encountered.  In  1950,  18'  < and  in  1956  only 
1'.  of  the  patients  had  to  have  the  preg- 
nancy disturbed. 

The  various  specific  problems  met  in  the 
different  types  of  valvular  and  congenital 
lesions  are  reviewed,  together  with  a dis- 
cussion of  the  physical  diagnosis  of  the 
condition,  the  pathologic  physiology  in- 
volved, and  the  basic  therapeutic  problem. 

There  are  certain  fundamental  thera- 
peutic tenets.  These  include  the  avoidance 
of  unusual  degrees  of  emotional  and  physi- 
cal stress.  The  specific  relief  of  an  existing 
anemia,  care  of  thyroid  dysfunction,  and 
the  relief  of  any  cardiac  arrythmias,  are 
all  fundamental  mechanisms  to  be  treated. 
Of  great  importance  is  the  restriction  of 
the  sodium  intake,  the  use  of  digitalis,  di- 
uretics, oxygen,  aminophyllin,  and  the  me- 
chanical use  of  tourniquets  in  the  treatment 
of  congestive  failure. 

Burwell  and  Metcalfe  have  done  a great 
service  in  writing  this  unique  text,  which 
serves  not  only  as  a masterly  and  authori- 
tative reference  for  the  problems  of  the 
woman  with  heart  disease  who  becomes 
pregnant,  but  also  is  a good  text  for  any 
doctor  interested  in  heart  disease  aside  from 
the  added  problems  of  pregnancy.  The 
authors  are  to  be  commended  and  con- 
gratulated. 

A.  W. 

* 

U.M.W.A.  AND  ORGANIZED  MEDICINE. 

Some  years  ago  the  United  Mine  Workers 
of  America  Welfare  and  Retirement  Fund 
established  a policy  of  purchasing  good 
medical  care  for  its  beneficiaries  under  the 
system  of  free  enterprise.  Initially  this 
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policy  met  with  the  approval  of  the  medi- 
cal profession  in  the  coal  mining  areas,  and 
over  a number  of  years  the  Fund  paid  out 
millions  of  dollars  to  both  members  of  the 
medical  profession  and  to  hospitals,  with 
relatively  little  question  on  the  part  of  any- 
one concerned. 

However,  during  the  past  couple  of  years 
serious  frictions  have  arisen  between  the 
medical  profession  and  the  U.M.W.A.  Fund. 
These  have  stemmed  from  the  latter’s  con- 
cept of  good  medical  attention  and  the 
methods  of  its  implementation  by  some  of 
its  medical  personnel.  Their  action  has  re- 
sulted in  a sharp  conflict  with  one  of  the 
basic  tenets  of  organized  medicine, — one 
which  is  essential  to  the  best  interests  of 
the  patient  when  considered  from  the  long 
view — the  free  choice  of  a doctor. 

The  facts  in  this  conflict  are  somewhat 
as  follow.  Following  a request  by  the 
U.M.W.A.  to  the  Council  on  Medical  Service 
of  the  A.M.A.,  an  Advisory  Committee  con- 
sisting of  representatives  of  State  Associa- 
tions and  the  A.M.A.  surveyed,  in  1951,  the 
facilities  available  for  medical  care  in  the 
coal  mining  areas  and  found  them  wanting. 
The  A.M.A.  created  the  Committee  on  Medi- 
cal Care  for  Industrial  Workers  which,  in 
1952,  again  toured  the  areas,  made  a report 
of  findings  and  challenged  organized  medi- 
cine of  the  States  to  do  something  to  correct 
the  deficiencies.  Tennessee  alone,  through 
the  Tennessee  Medical  Foundation,  bettered 
the  deficiencies  in  certain  critical  areas. 
Presumably  the  problem  of  adequate  hos- 
pitalization in  eastern  Kentucky  was  too 
big  to  be  solved  locally,  and  as  a result  a 
number  of  hospitals  were  built  and  staffed 
by  full-time  doctors  as  employees  of  the 
Fund. 

Action  taken  by  medical  officers  of  the 
Fund  in  certain  areas  of  the  country  has 
been  to  limit  the  payment  of  fees  for  the 
medical  care  of  beneficiaries  to  certain  doc- 
tors, thereby  setting  up  a kind  of  panel  of 
physicians  to  whom  beneficiaries  of  the 
Fund  may  turn  to  the  exclusion  of  others 
in  the  area,  unless  the  patient  wishes  to  pay 
the  physician’s  fee  himself.  Certain  hos- 
pitals also  have  been  removed  from  the 
participating  list. 

These  actions  are  in  clear  conflict  with 


the  basic  philosophy  of  free  choice  of  phy- 
sicians, a tenet  with  which  one  can  not 
quarrel,  particularly  if  the  medical  service 
is  provided  by  a third  party  which  may 
have  a greater  interest  in  the  contract  than 
the  mere  disbursement  of  money  for  fees. 
Two  actions  have  been  taken  by  organized 
medicine.  The  House  of  Delegates  of  the 
A.M.A.,  in  a resolution,  condemned  the  cur- 
rent attitudes  of  the  U.M.W.A.  Fund  in  its 
actions  depriving  its  beneficiaries  of  free 
choice  of  physicians.  Secondly,  several  lo- 
cal medical  societies  have  taken  it  upon 
themselves  to  deny  membership  in  their 
societies  to  the  full-time  doctors  employed 
in  U.M.W.A.  hospitals.  In  more  societies 
apparently  no  objection  to  membership  has 
arisen. 

One  wonders  whether  the  present  situa- 
tion has  developed  as  the  result  of  arbitrary 
actions  on  the  part  of  U.M.W.A.  officials  or 
whether  it  came  about  after  failure  in  at- 
tempted arbitration.  If  the  frictions  and 
conflicts  have  developed  as  a result  of  the 
former  it  is  most  unfortunate;  in  any  case 
the  matter  is  of  such  serious  magnitude  as 
to  demand  investigation  and  discussion  be- 
tween representatives  of  the  A.M.A.  and  the 
medical  officers  of  the  U.M.W.A. 

In  the  past  it  has  been  suggested  on  these 
pages  that  the  experiences  of  the  U.M.W.A. 
Fund  no  doubt  were  being  watched  with 
interest  by  organized  labor  in  general,  and 
that  the  Fund’s  experience  may  actually 
turn  out  to  be  a pilot  study.  If  by  chance 
the  C.I.O.-A.F.L.  and  the  U.M.W.A.,  possibly 
abetted  by  management,  as  say  by  the  Per- 
manente  Foundation,  extended  these  atti- 
tudes of  “panel  practice”  both  outside  and 
inside  their  own  hospitals,  a serious  situa- 
tion would  develop.  The  young  physician 
trained  in  a hospital,  having  served  in  the 
Armed  Forces,  and  seeing  third  parties  in- 
volved in  much  of  medical  practice,  might 
well  be  attracted  by  a shiny  new  hospital 
with  gadgets,  a good  salary,  and  limited 
working  hours.  A large  body  of  such  medi- 
cal employees,  excluded  from  membership 
in  organized  medicine,  or  being  accepted 
only  on  sufferance,  might  lead  to  disastrous 
results.  The  medical  profession  might  be 
split  into  two  camps  to  the  detriment  of  the 
national  health.  In  some  ways  it  may  be 
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more  difficult  to  deal  with  organized  labor 
than  with  national  legislation.  It  has  been 
shown  in  recent  congressional  investiga- 
tions that  organized  labor  is  far  from  demo- 
cratic,— rather  more  a dictatorship  of  the 
few.  These  few  might  decide  to  embark 
upon  a course  of  panel  practice  and  hospital 
schemes,  and  with  money  buy  their  doctors. 
Such  leaders,  like  the  young  doctor  just  out 
of  specialty  training,  see  medicine  only  in 
terms  of  the  application  of  science  to  dis- 
ease, entirely  oblivious  of  the  more  numer- 
ous personal  problems  with  their  psychoso- 
matic accompaniments.  These  are  the  ills 
not  solved  by  shiny  hospitals  or  panel  doc- 
tors, but  by  that  intangible  doctor-patient 
relationship  possible  only  with  free  choice 
of  physicians.  He  who  feels  that  panel  doc- 
tors backed  up  by  specialists  in  the  hospital 
offer  an  ideal  method  of  adequate  medical 
care  needs  to  converse  with  the  hotal  con- 
cierge, porter,  doorman,  maid  and  taxi 
driver  in  England  to  learn  things  to  the  con- 
trary. This  is  what  the  potential  young- 
doctor  employee  and  the  leaders  of  organ- 
ized labor  need  consider,  if  they  toy  with 
the  idea  of  extending  panel  practice  and 
captive  hospitals. 

Before  sores  become  too  raw,  before  labor 
or  organized  medicine  move  so  far  that 
retreat  is  difficult  or  impossible,  investiga- 
tions and  discussions  are  in  order.  Per- 
sonalities clash!  New  faces  in  the  area  of 
dissension,  as  representatives  of  the  A.M.A. 
and  upper  echelons  of  the  U.M.W.A.  medi- 
cal division,  might  calmly  consider  and 
settle  differences  to  the  good  of  the  patient, 
the  medical  profession  and  organized  labor. 
Solutions  can  only  follow  fact-finding.  The 
Committee  on  Medical  Care  for  Industrial 
Workers  brought  about  the  first  Charleston 
Conference  in  1952.  Others  followed  in 
1953,  1954,  and  1956.  Possibly  more  such 
successful  Conferences  are  needed. 

In  Tennessee  the  Labor  Liaison  Commit- 
tee has  found  it  possible  to  discuss  openly 
questions  which  have  arisen  in  relationship 
to  the  U.M.W.A.  Fund.  In  cooperation  with 
a U.M.W.A.  representative  problems  in  hos- 
pital and  professional  care  have  been  clari- 
fied. To  date  no  instance  has  come  to  the 
attention  of  the  Officers  of  the  State  Associ- 
ation in  which  a Tennessee  physician  has 


been  denied  a fee  for  caring  for  a bene- 
ficiary of  the  Fund.  In  these  days  of  strife 
between  organized  medicine  and  the 
U.M.W.A.  in  some  sectors,  the  following 
resolution  introduced  by  the  Labor  Liaison 
Committee  to  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association,  and 
passed  unanimously  is  of  outstanding  in- 
terest: 

“WHEREAS,  some  deplorable  conditions  in 
medical  care  existed  in  certain  places  in  coal 
mining  areas  of  Tennessee; 

“WHEREAS,  the  responsibility  of  seeing  that 
all  people  in  these  places  received  adequate 
medical  care  was  a mutual  responsibility: 
namely  the  Tennessee  State  Medical  Associa- 
tion and  the  Medical  Services  of  U.M.W.A. 
Welfare  and  Retirement  Fund;  and 
“WHEREAS,  the  administration  of  the  medical 
services  of  this  Fund  has  given  full  coopera- 
tion in  correcting  these  inadequacies  in  the 
field  of  medical  care;  therefore  be  it 
"RESOLVED,  that  the  Tennessee  State  Medical 
Association  hereby  expresses  its  appreciation 
to  the  Knoxville  Area  Medical  Administrator, 
Dr.  John  D.  Winebrenner,  for  the  cooperation 
and  assistance  in  raising  the  standard  of 
medical  care  rendered  to  all  people  in  cer- 
tain areas  of  our  State.” 

This  is  where  the  relationships  between 
the  State  Association  and  the  U.M.W.A. 
stand  as  of  1958.  Organized  labor  and 
organized  medicine  must  live  together, 
though  more  and  more  one  can  foresee  areas 
of  strife.  At  the  moment,  at  least  in  our 
State,  arbitration  and  compromise  have 
been  successful.  Human  elements  are  the 
same  everywhere;  if  the  right  personalities 
are  involved,  what  has  been  done  in  one 
area  can  be  repeated  elsewhere. 

Clarification  is  needed  “at  the  top  levels,” 
and  at  once,  before  battle  lines  are  drawn. 

R.  H.  K. 


Dr.  Thomas  D.  Moore,  64,  Memphis,  died  on 
April  16th. 

Dr.  John  Edward  Parks,  Sr.,  92,  Parks  Chapel, 
died  on  March  8th. 

Dr.  E.  R.  Ferguson,  Cleveland,  Eye,  Ear,  Nose 
and  Throat  specialist,  died  at  his  home  on  March 
15th. 
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PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Memphis-Shelby  County  Medical  Society 

The  Society  conducted  its  regular  meet- 
ing on  March  4th  in  the  auditorium  of  the 
Institute  of  Pathology.  President,  Dr.  John 
D.  Hughes,  presided.  The  scientific  pro- 
gram consisted  of  the  following:  “Panel  Dis- 
cussion on  Civil  Defense,”  the  moderator 
being  Lieut.  Col.  John  Somers,  USA  retired. 
Panel  members  were:  Mr.  Gordon  Stone, 
American  Red  Cross;  Mr.  U.  T.  Bartholo- 
mew, Assistant  Police  Chief — City  of  Mem- 
phis; Mr.  R.  C.  Hardy,  Administrator,  City 
of  Memphis  Hospitals,  and  Dr.  M.  J.  Tendler, 
Chairman,  Civil  Defense  Committee. 

Roane  County  Medical  Society 

Members  of  the  Society  met  in  the  dining 
room  of  the  Oak  Ridge  Hospital  on  April 
29th.  The  scientific  program  consisted  of 
the  following:  “The  Diagnosis  and  Treat- 
ment of  Severe  Rheumatic  Fever  in  Chil- 
dren.” The  speaker  was  David  Goldring, 
M.D.,  Assistant  Professor  of  Pediatrics, 
Washington  University  School  of  Medicine, 
St.  Louis,  Missouri. 

Hickman-Perry  County  Medical  Society 

Dr.  B.  L.  Holladay  was  host  to  the  regular 
meeting  of  the  Hickman-Perry  County  Med- 
ical Society  on  March  11th.  The  members’ 
wives  also  attended  the  dinner  meeting. 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society  conducted  its  regular  meet- 
ing on  April  1st  in  the  Interstate  Building 
where  the  scientific  program  was  rendered. 
Dr.  Jesse  L.  Williams,  Jr.  spoke  on  the  sub- 
ject “Coagulum  Pyelolithotomy  Discussion.” 
Dr.  John  J.  Killeffer  showed  a movie  en- 
titled “Transplantation  Tibialis  Anticus  to 
Calcaneus.”  “One  Thousand  Consecutive 
Proctologic  Cases”  was  the  subject  of  Dr. 
Charles  J.  Ray’s  paper. 


NATIONAL  NEWS 


Uncle  Sam,  M.D.,  and  His  Practice 
Continues  to  Prosper 

Nearly  one-half  of  all  medical  costs  are 
paid  for,  with  tax  money,  states  Dr.  Thomas 
H.  Alphin,  of  the  AMA’s  Washington  office. 

“The  physicians  in  this  country  can  no 
longer  afford  to  scorn  their  civic  duty  and 
duck  their  responsibilities  to  be  part  of  the 
Federal  government,”  he  declares. 

Here’s  why.  The  amount  proposed  to  be 
spent  for  medical  care  and  research  in  1957- 
58  is  $3  billion,  more  than  10  per  cent  of  the 
non-defense  Federal  budget  and  over  25  per 
cent  of  the  total  medical  budget  of  the  whole 
country,  including  all  costs,  physicians’  fees, 
hospital  bills,  drugs,  hot  water  bottles — the 
whole  ball  of  wax. 

And,  says  Dr.  Alphin,  when  the  state  and 
local  government  spending  is  added  to  this 
amount  it  is  almost  double — nearly  one-half 
of  all  medical  costs  are  paid  for  with  tax 
money:  $6  billion  a year  total,  half  Federal, 
half  state  and  local,  and  amounting  to  half 
the  Nation’s  entire  medical  cost! 

Biggest  spenders  for  medical  care:  the 
Vets  Administration,  the  Dept,  of  Defense, 
and  the  Dept,  of  HEW.  “They  digest  dol- 
lars at  the  rate  of  $6V2  million  a day. 

With  the  beginning  of  increased  vendor 
payments  to  OASI  benefits,  Dr.  Alphin 
states,  the  medical  care  expense  of  the  Fed- 
eral government  will  be  increased  by  pos- 
sibly as  much  as  $150  million  annually,  this 
money  to  be  matched  by  the  states,  for  a 
resounding  total  of  $300  million  a year. 

Tax  dollars  are  not  the  only  concern  of 
harassed  physicians.  There  are  millions  of 
people — patients — involved  in  the  story  of 
Uncle  Sam,  M.D. 

Says  Alphin: 

“Legislation  currently  proposed  would 
provide  for  partial  Federal  payments  for 
sickness  and  injury  of  Federal  employees 
and  their  dependents,  about  seven  million  in 
addition,  which  would  make  a total  of 
nearly  50,000,000  people  entitled  to  free  gov- 
ernment care  to  some  degree.” 
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Jenkins-Keogh  May  Be 
Included  in  Omnibus  Bill 

AMA’s  Washington  Office  reports  the 
Jenkins-Keogh  plan  for  tax  deferment  on 
retirement  funds  paid  by  self-employed  may 
be  made  a part  of  an  omnibus  tax  relief  bill 
for  small  business.  Idea  under  considera- 
tion of  Senate  subcommittee.  Could  be  at- 
tached to  any  amendment  to  any  House- 
passed  tax  bill  coming  to  Upper  House. 
AMA  supporting. 

More  on  the  Forand  Bill 

Enactment  of  the  Forand  Bill,  HR  9467 
would  permit  the  Federal  government  to 
withdraw  Social  Security  taxes  on  a com- 
pulsory basis  from  almost  the  entire  work- 
ing population.  These  taxes,  representing 
an  estimated  increase  of  about  2V2  per  cent, 
would  be  collected  on  the  first  $6,000  rather 
than  the  first  $4,200. 

Some  12,000,000  persons  would  be  eligible 
for  tax-paid  hospital,  surgical  and  medical 
expenses. 


MEDICAL  NEWS 
, IN  TENNESSEE 


Health  Forums 

A five-forum  series  on  “You  and  Your 
Health”  was  sponsored  by  the  Memphis  and 
Shelby  County  Medical  Society.  The 
forum  was  conducted  at  the  Goodwyn  Insti- 
tute Auditorium.  Topics  consisted  of  “Can 
You  Drink?” — "My  Head  Hurts” — “How 
Safe  Is  Surgery” — “As  You  and  I Grow 
Older.”  The  series  of  forums  were  con- 
ducted during  the  month  of  April.  The 
series  ended  wtih  a forum  on  mental  health 
presented  jointly  by  the  Memphis  Com- 
mercial Appeal  and  the  Memphis  and  Shelby 
County  Mental  Health  Society,  the  forum 
being  conducted  at  the  Ellis  Auditorium. 

Medical  Society  Plans  to  Cut  Traffic 
Accidents 

A subcommittee  of  the  Memphis-Shelby 
County  Medical  Society  has  proposed  a 
plan  to  decrease  on  traffic  accidents  caused 
by  the  driver  handicapped  by  poor  health. 
The  plan  calls  for  development  of  a medi- 
cal questionnaire  to  be  used  by  police 


officers  investigating  an  accident.  Possible 
questions  would  include  whether  the  driver 
had  taken  any  recent  medication;  whether 
he  had  any  known  heart  or  nervous  disease; 
the  last  time  he  visited  a doctor  and  the 
name  of  the  doctor.  The  program  was  con- 
sidered a far-reaching  research  and  medical 
investigation  plan  designed  to  find  the  cause 
of  traffic  accidents  and  attempt  to  reduce 
them.  The  plan  will  affect  every  driver  in 
Memphis  and  Shelby  County  involved  in  a 
traffic  accident. 

New  Centers  for  Poison  Control 

Poison  control  centers  will  be  set  up  in 
four  Tennessee  cities,  to  be  modeled  after 
the  one  in  Knoxville.  The  cities  where  the 
centers  are  to  be  located  are  Nashville, 
Chattanooga,  Jackson  and  Johnson  City. 
Memphis  established  the  first  poison  control 
center  in  Tennessee  when  the  Memphis 
Pediatric  Society  set  up  a center. 

The  centers  will  offer  information,  equip- 
ment and  treatment  for  all  cases  of  acci- 
dental poisoning.  The  services  will  be  im- 
mediately available  to  all  poison  victims 
and  families. 

Memphis  Treadwell  High  School  Biology 
Club  Winner  of  Health  Project  Contest 

A polio  vaccination  promotion  has  won 
the  first  place  award  for  the  Biology  Club 
of  Treadwell  High  School  at  Memphis  in 
the  Tennessee  State  Medical  Association’s 
health  project  contest.  The  club  received  a 
$500  bond  donated  at  TSMA’s  annual  meet- 
ing in  Gatlinburg  on  April  21st. 

The  sophomore  class  of  White  County 
High  School  in  Sparta  won  second  place  and 
'’hattanooga  Central  High  School  placed 
third. 

University  of  Tennessee 
College  of  Medicine 

A $162,000  training  grant,  one  of  the  larg- 
est ever  awarded  the  University  of  Tennes- 
see Medical  Units,  has  been  made.  The 
funds  will  be  used  to  establish  a center  for 
advanced  training  for  properly  qualified 
persons  in  methods  of  analyzing  body  fat, 
especially  types  of  fatty  deposits  found  in 
hardening  of  the  arteries.  The  award  was 
made  by  the  National  Heart  Institute  of  the 
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United  States  Public  Health  Service,  Depart- 
ment of  Health,  Education  and  Welfare. 

Stipends  will  be  awarded  to  provide  post- 
graduate training  for  qualified  applicants. 

★ 

The  use  of  radio-active  isotopes  to  study 
the  biological  mechanisms  of  tumor  cells 
has  begun  at  the  University  of  Tennessee 
Research  Center,  financed  by  its  first  major 
research  grant.  A four-year  $69,000  grant 
from  the  U.  S.  Department  of  Health,  Edu- 
cation and  Welfare,  National  Institutes  of 
Health,  will  be  used  for  a study  of  “The  Con- 
ditionality of  Tumor  Production.”  Part  of 
the  money  will  be  used  to  purchase  isotopes 
and  equipment  needed  for  the  study.  The 
funds  will  also  be  used  to  hire  research  as- 
sistants on  the  post-doctoral  level. 

The  project  is  directed  toward  finding 
how  normal  body  cells  are  changed  into 
tumor  cells.  The  isotopes  will  be  used  in 
the  study  of  metabolic  requirements  of  the 
tumor  cells. 

The  research  project  is  a continuation  of 
work  done  by  Dr.  Stanfield  Rogers  while  at 
Duke  University.  The  grant  was  transferred 
to  UT  from  Duke  where  Dr.  Rogers  had 
done  about  a half-year’s  work  before  coming 
to  UT  last  January  as  director  of  the  re- 
search center. 


PERSONAL  NEWS 


Drs.  R.  R.  Braund,  J.  D.  Pigott  and  R.  L.  Jones, 

all  of  Memphis,  announce  the  removal  of  their  of- 
fice from  1118  Madison  Avenue  to  824  Adams  Ave- 
nue. 

Members  of  the  Bradley  County  Medical  Society 
were  recently  honored  with  a newspaper  feature 
in  celebration  of  “Doctors  Day.” 

Dr.  L.  Spires  Whitaker,  Chattanooga,  has  been 
named  medical  director  of  the  Pine  Breeze  Sana- 
torium. 

Dr.  J.  Murry  Davis,  Memphis,  was  presented  a 
special  award  by  the  Civitan  Club  in  recognition 
of  his  “unselfish,  loyal  and  civic  service.” 

Dr.  Fred  Goldner,  Nashville,  spoke  on  the  sub- 
ject "How  to  Live  Longer  and  Feel  Younger”  be- 
fore the  Public  Interest  Department  of  the 
Woman’s  Club  at  Murfreesboro. 

Dr.  B.  C.  Smoot,  McMinnville,  has  been  named 
president  of  the  Rotary  Club. 

Dr.  Laurence  Grossman,  Nashville,  recently  ad- 


dressed the  District  III  representatives  of  the 
Tennessee  Nurses  Association. 

Dr.  John  M.  Hickey,  Knoxville,  has  announced 
his  plans  for  the  opening  of  an  office  for  the  prac- 
tice of  medicine  in  Sevierville. 

Two  Nashville  physicians,  Drs.  Lucius  E.  Burch 
and  Benjamin  F.  Byrd,  have  been  elected  presi- 
dent and  secretary  respectively  of  the  recently 
organized  Vanderbilt  Medical  Association. 

Dr.  E.  L.  Caudill,  Sr.,  Elizabethton,  recently 
spoke  to  the  Rotary  Club. 

Dr.  J.  A.  Jones,  formerly  of  Stanton,  plans  to 
open  a clinic  for  the  practice  of  medicine  in  Sel- 
mer. 

Dr.  John  J.  Killefer,  Chattanooga,  recently  dis- 
cussed “Tumors  of  the  Bone”  over  a medical  TV 
program. 

Dr.  N.  T.  Winston,  Jr.,  is  associated  with  the 
Mental  Health  Center  in  Johnson  City. 

Dr.  Fred  D.  Lansford,  Jr.,  Chattanooga,  an- 
nounces the  opening  of  his  office  for  the  practice 
of  medicine  and  surgery  at  203  Frazier  Avenue. 

Dr.  Robert  A.  W’aters,  Chattanooga,  spoke  on 
the  subject  “Cancer  of  the  Central  Nervous  Sys- 
tem” on  a TV  medical  program  entitled  “Your 
Doctor  Speaking.” 

Dr.  Don  L.  W’infield,  Memphis,  recently  gave  a 
paper  before  the  meeting  of  the  Central  EEC  So- 
ciety at  the  Mayo  Clinic. 

Drs.  George  K.  Henshall,  Joseph  W.  Graves  and 
John  Paul  Carter,  all  of  Chattanooga,  were  panel- 
ists recently  in  a discussion  on  “What  a Layman 
Should  Know  About  Cancer.” 

Five  Memphis  physicians  have  been  appointed 
as  assistants  on  the  staff  of  the  University  of  Ten- 
nessee College  of  Medicine.  They  are  Drs.  Charles 
C.  Elliott,  Richard  S.  Yocum,  Elizabeth  Dowell, 
William  H.  Hatfield  and  Charles  E.  Strickland. 

“Behavior  Problems  in  Children”  was  discussed 
by  Dr.  J.  G.  Hughes,  Memphis,  at  a meeting  of  the 
Memphis  Unit  of  the  Society  of  Dentistry  for 
Children. 

Dr.  William  K.  Swann,  Knoxville,  recently  spoke 
1o  the  Optimist  Club. 

Dr.  Carroll  Long,  Johnson  City  and  Dr.  Charles 
C.  Stauffer,  Jackson,  were  recently  appointed  by 
the  governor  to  the  State  Board  of  Nursing. 

Dr.  J.  Paul  Lindsay,  Nashville,  has  been  named 
to  the  Board  of  Directors  of  the  American  Acad- 
emy of  General  Practice. 

Dr.  B.  W.  King,  Millington,  has  been  named 
president  of  the  Rotary  Club. 

Dr.  Harry  L.  Peeler,  announces  the  opening  of 
his  office  for  the  practice  of  medicine  in  Selmer. 
He  is  a native  of  Centerville. 

Dr.  Cyrus  C.  Erickson,  Memphis,  has  been 
named  a lecturer  at  the  Michigan  Clinical  Insti- 
tute. 

Dr.  E.  W.  McPherson  has  joined  the  staff  of  Bell 
& Crosby  Clinic  at  Dickson.  Dr.  McPherson  comes 
from  Centerville. 

Dr.  C.  D.  Hawkes,  Memphis,  was  recently  re- 
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elected  Secretary  of  the  Southern  Neurosurgical 
Society. 

Dr.  Edward  II.  Martin,  Nashville,  was  a recent 
lecturer  at  the  Meharry  Medical  College. 

The  Dickson  Kiwanis  Club  recently  honored  Dr. 
K.  P.  Beasley,  of  Dickson. 

Dr.  Edward  Kellinan,  Maryville,  recently  spoke 
before  the  Maryville  Lions  Club. 

Dr.  Clarence  Shaw,  Chattanooga,  recently  spoke 
on  the  subject  of  “Acne”  over  a Chattanooga  tele- 
vision program  entitled  “Your  Doctor  Speaking.” 

Dr.  Robert  E.  Eyssen,  Chattanooga,  spoke  on 
“Gall  Bladder  Disease”  on  the  program  “Your 
Doctor  Speaking.” 

Dr.  Ralph  Braund,  Memphis,  reported  progress 
against  cancer  in  a recent  talk  before  the  Lions 
Club. 

Dr.  Hall  S.  Tackett.  Memphis,  is  the  new  chair- 
man of  the  medical  advisory  committee  for  the 
Visiting  Nurses  Association  of  Memphis. 

Dr.  Velta  Briuks,  Oak  Ridge,  recently  addressed 
the  Child  Birth  Education  Association. 

Dr.  Robert  Ackerman,  Memphis,  was  the  speaker 
on  the  subject  ‘‘Heart  Beats”  before  a meeting  of 
the  Happy  Seniors  Club. 

Dr.  II.  E.  Reed,  Knoxville,  recently  addressed 
the  Holston  Rose  Society. 

Dr.  James  W.  Davis,  Chattanooga,  has  recently 
opened  his  offices  in  the  Doctors  Building  for  the 
practice  of  plastic  and  re-constructive  surgery. 

Dr.  George  R.  Meneely,  Nashville,  gave  the  first 
“W.  B.  Pollard  Memorial  Lecture”  at  Memphis. 

Dr.  Ralph  It.  Braund.  Memphis,  addressed  the 
Chattanooga  and  Hamilton  County  Dental  Society. 

Officers  for  the  Hawkins  County  Medical  Society 
were  recently  elected.  Dr.  James  S.  Lyons  was 
re-elected  President;  Dr.  C.  C.  Johnson,  vice-presi- 
dent and  Dr.  W.  E.  Gibbons,  secretary. 

Dr.  B.  F.  Byrd,  Jr.,  Nashville,  was  a recent 
speaker  before  District  12  and  13  of  the  Tennessee 
division  of  the  American  Cancer  Society. 


ANNOUNCEMENTS 


Highlights  of  American  Medical 
Association  Annual  Meeting 

Between  12,000  and  15,000  physicians  will 
journey  westward  in  June  in  search  of  something 
more  valuable  than  gold.  They’ll  be  on  a quest 
for  the  latest  information  on  new  medical  tech- 
niques and  discoveries  at  the  American  Medical 
Association's  107th  Annual  Meeting  in  San  Fran- 
cisco. The  five  days  of  June  23-27  will  be  filled 
with  bright  nuggets — including  scietific  exhibits, 
lectures,  motion  pictures,  panel  discussions,  tele- 
vised surgical  procedures  and  commercial  exhibits. 


Convenient  center  for  the  Scientific  and  Technical 
Exhibits,  films,  color  TV  and  lectures  will  be  the 
Civic  Auditorium,  the  adjacent  new  Plaza  Exhibit 
Hall  and  other  surrounding  buildings.  Headquar- 
ters for  the  House  of  Delegates  sessions  will  be 
the  Sheraton-Palace  Hotel. 

Registration  officially  opens  at  the  new  Plaza 
Exhibit  Hall  Monday,  June  23  at  8:30  a.m.  and 
closes  Friday  noon.  Advance  registrations  will  be 
accepted  Sunday,  June  22,  from  12  noon  to  4:00 
p.m.  The  Scientific  and  Technical  Exhibits  will 
be  open  to  AMA  physician-members  only  on 
Tuesday  and  Wednesday  mornings. 

Plan  new  to  attend  this  worthwhile  medical 
meeting.  Watch  for  further  details  in  The  Journal 
of  the  AMA. 

Physicians  Newly  Licensed  in  Tennessee 

Smith,  Earl  H.,  Chattanooga 
Shipley,  Darrell  R.,  Nashville 
Covington,  John  M.,  Nashville 
Holmes,  James  W.,  Spring  Creek 
O’Rear,  John  W.,  Nashville 
Powers,  Samuel  A.,  Jackson 
Zagier,  Helene  DeB.,  Honolulu,  Hawaii 
Gradwohl,  Max,  Western  St.  Hosp.,  Term. 
Ingram,  Marion  E.,  Morristown 


Well  established  Diagnostic  Clinic  in 
the  Southwest  needs  an  orthopedist, 
ophthalmologist,  pediatrician,  allergist 
and  internist.  Must  be  Board  recognized 
or  qualified  for  examination.  Excellent 
working  conditions  in  Clinic  Building. 
New,  modern  hospitals  available.  Ex- 
panding economic  area.  Delightful  year 
round  climate.  Ample  religious,  social, 
educational  and  recreational  facilities. 

Contact:  Southern  Clinic 
401  East  Eifth  Street 
Texarkana,  Ark. -Tex. 

Gerald  H.  Teasley,  M.D. 
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President — James  C.  Gardner,  M.D., 
Doctors  Bldg.,  Nashville  3 
President-Elect — Harmon  L.  Monroe, 
M.D.,  Erwin 

Vice-President — B M.  Overholt,  M.D  , 
714  Locust  St.,  Knoxville 
Vice-President — H.  P.  Clemmer,  M.D  . 
Milan 

Vice-President  — J.  T.  Moore,  Jr„ 
M.D..  Algood 

Secretary-Editor — R.  H.  Kampmeier, 
M.D.,  Vanderbilt  Hospital,  Nashville 
Executive  Secretary: — 

Mr.  J.  E.  Ballentine,  112  Louise  Ave. 

Nashille,  5 

BOARD  OF  TRUSTEES 

‘William  O.  Vaughan,  M.D..  Chair- 
man and  Treasurer  (1961),  2103 

Hayes  St.,  Nashville  5 
•J.  Paul  Baird,  M.D.,  (1959),  Dyers- 
burg 

Joseph  W.  Johnson,  Jr.,  (1959),  Inter- 
state Bldg.,  Chattanooga 
•James  C.  Gardner,  M.D.,  (1960),  Doc- 
tors Bldg.,  Nashville  3 
*R.  H.  Kampmeier,  M.D..  (1959),  Van- 
derbilt Hospital,  Nashville 


Henry  T.  Kirby-Smith,  M.D  , (1960), 
Sewanee 

•Harmon  L.  Monroe,  M.D.,  (1961), 

Erwin 

Ralph  O.  Rychener,  M.D..  (1960),  130 
Madison  Ave.,  Memphis 
Daniel  R Thomas,  M.D..  (1960),  603 
West  Main  Ave.,  Knoxville 
Julian  K.  Welch,  Jr.,  M.D.,  (1960), 
303  No.  Lafayette  St.,  Brownsville 
Wm.  J.  Sheridan,  M.D.,  (1959).  Medi- 
cal Arts  Bldg.,  Chattanooga 
•Members  of  Executive  Committee 

SPEAKER  OF  THE  HOUSE 

Joseph  W.  Johnson,  Jr.,  M.D.,  Inter- 
state Bldg.,  Chattanooga 
Vice-Speaker — J.  Malcolm  Aste,  M.D., 
188  So.  Bellvue,  Memphis 

COUNCILORS 

First  District — Carroll  H.  Long,  M.D., 
Johnson  City  (1960) 

Second  District — Joe  L.  Raulston, 
M.D.,  Knoxville  (1959) 

Third  District — Cecil  E.  Newell,  M.D., 
Chattanooga  (1960) 

Fourth  District — Wm.  A Hensley,  Jr., 
M.D.,  Cookeville  (1959) 


Fifth  District — Ben  H.  Marshall,  M.D.. 
Fayetteville  (I960) 

Sixth  District — D.  C.  Seward.  M.D  . 

Chairman,  Nashville  (1959) 

Seventh  District — Carl  C.  Gardner, 
Jr.,  M.D.,  Columbia  (1960) 

Eighth  District — Warren  C.  Ramer, 
M.D.,  Lexington  (1959) 

Ninth  District — W.  E.  Anderson,  M.D.. 
Dyersburg  (1960) 

Tenth  District — Duane  M.  Carr,  M.D., 
Memphis  (1959) 

DELEGATES  TO  THE 
AMERICAN  MEDICAL 
ASSOCIATION 

W.  C.  Chaney,  M.D.,  Memphis  (1959) 
Charles  C.  Smeltzer,  M.D..  Knoxville 
(1960) 

Daugh  W.  Smith,  M.D.,  Nashville 
(1959) 

Alternates — 

Harold  B.  Boyd,  M.D.,  Memphis  (1959) 
Wm.  J.  Sheridan,  M.D.,  Chattanooga 
(1960) 

R.  H.  Kampmeier,  M.D..  Nashville 
(1959) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1958-59 


Anderson -Campbell 

J.  J.  Smith,  M.D.,  Clinton,  Presi- 
dent 

Roscoe  C.  Pryce,  M.D.,  LaFollette, 
Secretary 

Bedford 

John  S.  Derryberry,  M.D.,  Shelby- 
ville.  President 

Albert  L.  Cooper,  M.D.,  Shelbyville 
Secretary 

Benton- Humphreys 

B.  W.  Crawford.  M.D.,  Camden, 
President 

H.  C.  Capps,  M.D,  Waverly,  Secre- 
tary 

Blount 

E.  P.  Kintner,  M.D.,  Maryville, 
President 

John  Bowen,  M.D.,  Maryville,  Sec- 
retary 

Bradley 

William  Proffitt,  M.D.,  Cleveland, 
President 

Hays  Mitchell,  M.D.,  Cleveland.  Sec- 
retary 

Chattanooga- Hamilton  County 

Moore  J.  Smith,  Jr.,  M.D..  Medical 
Arts  Bldg.,  Chattanooga,  Presi- 
dent 

Harry  A.  Stone,  M.D.,  Medical  Arts 
Bldg.,  Chattanooga,  Secretary 

Cocke 

W.  B.  Robinson,  M.D.,  Newport, 
President 

F.  M.  Valentine,  Sr.,  M.D.,  New- 
port, Secretary 

Coffee 

James  M.  King,  M.D.,  Tullahoma, 
President 

Edwin  E.  Gray,  M.D.,  Tullahoma, 
Secretary 

Consolidated  Medical  Assembly 

W.  C.  Ramer,  M.D.,  Lexington. 
President 

S.  M.  Herron,  M.D.,  Jackson,  Sec- 
retary 

Cumberland 

Stuart  P.  Seaton,  M.D.,  Crossville. 
President 

Horace  F.  Lawson,  M.D.,  Crossville, 
Secretary 

Davidson  County-Nashville  Academy 

W.  G.  Kennon,  M.D.,  1912  Hayes 
St..  Nashville,  President 

Thomas  S.  Weaver,  M.D.,  1912 '2 

Hayes  St..  Nashville,  Secretary 

Mr.  Jack  Drury,  112  Louise  Ave., 
Nashville,  Executive  Secretary 

Dickson 

James  C.  Elliott,  M.D  , Charlotte, 
President 

W.  A.  Crosby,  M.D.,  Dickson,  Sec- 
retary 

Fentress 

Jack  Smith,  M.D.,  Jamestown.  Pres- 
ident 

B.  Fred  Allred,  M.D.,  Jamestown, 
Secretary 

Franklin 

Henry  T.  Kirby-Smith,  M.D., 
Sewanee,  President 

George  L.  Smith,  M.D.,  Winchester, 
Secretary 

Giles 

J.  H.  Hite,  Jr.,  M.D.,  Pulaski,  Pres- 
ident 

R.  B.  Agee,  M.D.,  Pulaski,  Secre- 
tary 

Greene 

Robert  S Cowles,  Jr.,  M.D  , Greene- 
ville.  President 

Ben  J.  Keebler,  M.D.,  Greeneville, 
Secretary 


Hamblen 

Powell  M.  Trusler,  M.D.,  Morris- 
town, President 

Y.  A.  Jackson,  M.D.,  Morristown, 
Secretary 

Hawkins 

J.  S.  Lyons,  M.D.,  Rogersville, 
President 

W.  E.  Gibbons,  M.D.,  Rogersville, 
Secretary 

Henry 

J.  Ray  Smith,  M.D.,  Paris,  Presi- 
dent 

I.  H.  Jones,  M.D  , Paris,  Secretary 

Hick  man- Perry 

Gordon  H,  Turner,  Jr.,  M.D.,  Lin- 
den, President 

Parker  D.  Elrod,  M.D.,  Centerville, 
Secretary 

Jackson 

L.  R.  Dudney,  M.D.,  Gainesboro, 
President 

W.  T,  Anderson,  M.D.,  Gainesboro, 
Secretary 

Knox  County-Knoxville  Academy 

Oliver  W.  Hill.  Jr.,  M.D.,  4807  New- 
com  Ave.,  Knoxville.  President 

Ralph  H.  Monger,  M.D  , Medical 
Arts  Bldg.,  Knoxville,  Secretary 

Lauderdale 

J.  R.  Lewis,  M.D  , Ripley,  President 

P.  W.  Walker,  M.D.,  Ripley,  Secre- 
tary 

Lawrence 

Walter  Danley,  M.D  , Lawrence- 
burg,  President 

M.  H.  Weathers,  M.D.,  Loretto.  Sec- 
retary 

Lincoln 

L.  J.  Stubblefield,  M.D.,  Huntland, 
President 

Paul  E.  Whittemore,  M.D.,  Fayette- 
ville, Secretary 

Macon 

E.  M.  Froedge,  M.D.,  LaFayette, 
President 

John  R,  Smith,  M.D.,  LaFayette, 
Secretary 

Marshall 

K.  J.  Phelps,  M.D  , Lewisburg, 
President 

J.  W.  Rutledge,  M.D.,  Lewisburg, 
Secretary 

Maury 

D B.  Andrews,  M.D.,  Columbia, 
President 

Ambrose  M.  Langa,  M.D.,  Columbia, 
Secretary 

McMinn 

Milnor  Jones,  M.D.,  Athens,  Presi- 
dent 

Robert  Hewgley,  M.D.,  Englewood, 
Secretary 

Memphis-Shelby  County 

John  Davis  Hughes,  M.D.,  Sterick 
Bldg.,  Memphis,  President 

R.  Beverley  Ray,  M.D..  954  Madison 
Ave.,  Memphis,  Secretary 

Mr.  Leslie  Adams,  774  Adams  St., 
Memphis,  Executive  Secretary 

Monroe 

Houston  Lowry,  M.D.,  Madisonville, 
President 

Joe  H.  Henshaw,  M.D.,  Sweetwater, 
Secretary 

Montgomery 

William  G.  Lyle,  M.D.,  Clarksville, 
President 

Arthur  A.  McMurray,  M.D.,  Clarks- 
ville. Secretary 

Northwest  Tennessee  Academy  of 

Medicine 

J.  Kelley  Avery,  M.D.,  Union  City, 
President 

Robert  T.  Kerr,  M.D.,  Dyersburg, 
Secretary 


Overton 

A.  B.  Qualls,  M.D.,  Livingston, 
President 

H.  B.  Nevins,  M.D.,  Livingston,  Sec- 
retary 

Putnam 

William  S.  Taylor,  M.D.,  Cookeville, 
President 

Thurman  Shipley,  M.D.,  Cookeville, 
Secretary 

Roane 

Fred  Joseph  Hooper,  M.D,,  Harri- 
man.  President 

Henry  B.  Ruley,  M.D.,  Oak  Ridge, 
Secretary 

Robertson 

A.  R.  Kempf,  M.D .,  Springfield, 
President 

John  S.  Freeman,  M.D.,  Springfield, 
Secretary 

Rutherford 

J.  Kenneth  Kaufman,  M.D.,  Mur- 
freesboro, President 

R James  Garrison,  M.  D.,  Mur- 
freesboro. Secretary 

Scott 

D.  T.  Chambers,  M.D.,  Norma, 
President 

Milford  Thompson,  M.D..  Oneida. 
Secretary 

Sevier 

Ralph  H.  Shilling,  M.D.,  Gatlinburg, 
President 

Charles  L.  Roach,  M.D.,  Sevierville, 
Secretary 

Smith 

Frank  T Rutherford,  M.D.,  Car- 
thage, President 

David  Gordon  Petty,  M.D.,  Car- 
thage, Secretary 

Sulli  van- Johnson 

William  A.  Wiley,  M.D.,  228  Com- 
merce St.,  Kingsport,  President 

Joe  F.  Fleming,  M.D.,  Freels  Build- 
ing. Kingsport,  Secretary 

Sumner 

J R.  Blackshear,  M.D.,  Gallatin, 
President 

V.  M.  Small,  M.D.,  Gallatin,  Sec- 
retary 

Tipton 

James  D.  Witherington,  M.D.,  Cov- 
ington, President 

Hugh  Vaughan,  M.D.,  Munford, 
Secretary 

Warren 

J.  C.  Gaw,  M.D.,  McMinnville,  Pres- 
ident 

J.  Franklin  Fisher,  M.D..  McMinn- 
ville, Secretary 

Washing  ton- Carter- Unicoi 

C.  W.  Friberg,  M.D.,  Hamilton  Bank 
Bldg.,  Johnson  City,  President 

W.  Rutledge  Miller,  M.D..  827  Locust 
St.,  Johnson  City,  Secretary 

Weakley 

Paul  W.  Wilson,  M.D..  Dresden, 
President 

M.  R.  Beyer,  M.D.,  Dresden,  Sec- 
retary 

White 

C.  A.  Mitchell,  M.D.,  Sparta,  Presi- 
dent 

C.  B.  Roberts,  M.D.,  Sparta,  Secre- 
tary 

Williamson 

Harry  J.  Guffee,  M.D..  Franklin, 
President 

William  F.  Encke,  M.D..  Franklin, 
Secretary 

Wilson 

B M.  Hightower,  M.D.,  Lebanon, 
President 

T.  R.  Puryear,  M.D.,  Lebanon,  Sec- 
retary 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office , 112  Louise  Avenue,  Nashville  5,  Tennessee. 


Locations  Wanted 

A 30  year  old  married  physician,  Protestant. 
Graduate  of  University  of  North  Carolina.  Pri- 
ority IV.  Desires  practice  in  Internal  Medicine 
in  community  of  at  least  50,000.  Available  June, 
1958.  LW-287 


A 30  year  old  married  physician,  Methodist. 
Graduate  Tulane  University.  Priority  V-A.  De- 
sires general  clinical  or  associate  practice  in  com- 
munity of  5,000-10,000.  Available  July,  1958. 

LW-296 


A 31  year  old  married  physician,  Christian. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Desires  Internal  Medicine  practice  in  community 
of  50,000  in  east  or  middle  Tennessee.  Available 
July.  1958.  LW-297 


A 32  year  old  married  physician,  Episcopalian. 
Graduate  of  Medical  College  of  Georgia.  Priority 
V-A.  Desires  location  in  community  of  3,000- 

10,000  for  general  practice.  Available  July  1, 
1958.  LW-301 


A 27  year  old  married  physician,  Methodist. 
Graduate  of  Louisiana  State  University.  Now 
completing  service  obligation.  Desires  associate 
or  clinical  general  practice  in  community  of  2,500- 
20,000.  Available  November,  1958.  LW-310 


A 34  year  old  physician,  Methodist.  Board 
eligible  in  Ophthalmology  with  three  years  ex- 
perience in  EENT  practice,  desires  association  or 
salaried  position  in  Ophthalmology  or  EENT. 

LW-311 


Physicians  Wanted 

Local  position  for  desirable  young  physician 
with  administrative  ability.  An  opportunity  to 
do  public  relations  with  the  medical  profession 
and  lay  people.  Two-year  tenure  required.  Ex- 
cellent introduction  into  medical  circles.  PW-93 


Large  company  located  in  Nashville  desires  as- 
sistant medical  director  with  experience  in  cardi- 
ology. Company  has  17  bed  hospital  and  fully 
equipped  clinic.  Position  requires  1 year  previous 
experience.  PW-94 


Large  company  in  eastern  Tennessee  desires 
physician  under  35  years  of  age.  Office  space  and 
all  equipment  provided  in  dispensary.  Prefer 
internal  medicine  but  not  required.  PW-97 


Wanted:  Internist  interested  in  association  with 
established  Medical  Clinic  in  West  Tennessee  com- 
munity. PW-99 


A 36  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Louisville.  Priority 
IV.  Desires  associate  or  clinical  practice.  Spe- 
cialty Radiology.  Available  July,  1958. 

LW-303 


A 35  year  old  married  physician,  Catholic. 
Graduate  of  Indiana  University.  Priority  IV. 
Desires  general  surgery  practice  in  community 
over  15,000.  Has  four  years  general  surgery  resi- 
dency. Available  July,  1958.  LW-304 

♦ 

A 28  year  old  married  physician,  Episcopalian. 
Graduate  of  Tulane  University.  Priority  IV.  De- 
sires clinical  general  practice  in  community  of 

3,000  to  5,000.  Would  consider  industrial  prac- 
tice. Available  July  1,  1958.  LW-306 


A 31  year  old  married  physician,  Methodist. 
Graduate  of  Louisiana  State  University.  Priority 
IV.  Desires  clinical  general  practice.  Available 
July  1.  1958.  LW-307 


A 32  year  old  married  physician,  Protestant. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Certified  American  Board  of  Pediatrics.  Desires 
clinical  or  associate  practice  in  pediatrics  in  East 
Tennessee  community  of  50,000  or  over.  Avail- 
able June,  1958.  LW-308 


A 29  year  old  married  physician,  Baptist.  Grad- 
uate University  of  Louisville.  Now  completing 
service  obligation.  Desires  associate  or  clinical 
general  practice  in  community  less  than  30,000. 
Would  consider  industrial.  Available  August, 
1958.  LW-309 


Middle  Tennessee  community  desires  physician. 
No  other  physician  located  there.  Excellent  size 
and  opportunity  in  community  of  rapid  growth 
and  young  families.  PW-100 

♦ 

Community  of  400  in  southern  Tennessee  de- 
sires physician.  New  ten  room  clinic  rent  free  to 
physician  interested  in  this  location.  PW-102 

♦ 

Seventeen  bed  hospital  in  middle  Tennessee 
community  of  10,000  population  which  was  owned 
by  a now  deceased  physician  requires  surgeon  and 
general  practitioner.  Excellent  location  for  young 
men  in  fully  equipped  location.  PW-104 

♦ 

A well  established  medical  practice  grossing 
$30,000  per  year  is  available  in  Nashville  for  the 
price  of  the  equipment.  PW-105 


Private  sanatorium  in  west  Tennessee  desires 
physician  with  some  orientation  in  Psychiatry, 
but  not  necessarily  a specialist  in  the  field,  to  take 
position  as  assistant  director.  Age  35  to  50. 

PW-106 


Established  practice  available  in  southeastern 
Tennessee  with  population  of  20,000.  All  patient 
records  will  remain  in  office,  with  only  cost 
rental.  Excellent  location.  PW-107 


Physician  in  middle  Tennessee  community  of 

3,000  offers  excellent  salary  to  general  practi- 
tioner with  view  toward  association.  All  equip- 
ment and  office  space  furnished.  Community  has 
hospital.  Age  25-35.  PW-108 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
Gatlinburg,  April  20-22,  1958 


FIRST  SESSION,  SUNDAY,  APRIL  20 

The  First  Session  of  the  House  of  Dele- 
gates was  called  to  order  at  1:00  P.M.  in  the 
Civic  Auditorium  at  Gatlinburg,  Tennessee, 
with  the  Speaker  of  the  House,  Dr.  Robert 
N.  Buchanan,  Jr.  of  Nashville,  presiding. 
The  invocation  was  rendered  by  Reverend 
C.  Douglas  Mayo,  Pastor  of  the  First  Meth- 
odist Church  in  Gatlinburg.  “Almighty 
God,  we  thank  Thee  for  the  privilege  that 
we  have  of  coming  before  Thee  on  this 
wonderful  afternoon  and  invoking  Thy 
blessings  upon  this  splendid  and  august 
body  of  skilled  physicians  and  surgeons. 
We  thank  Thee  for  the  many  hours  and  days 
and  years  that  they  have  spent  perfecting 
their  knowledge  and  their  skills,  and  that 
they  are  not  satisfied  with  these  things  but 
are  always  pressing  forward  to  learn  more 
about  Materia  Medica  and  the  healing  of 
the  bodies  of  men.  We  thank  Thee  for  the 
Great  Physician,  our  Lord  and  Master,  Who 
was  interested  not  only  in  the  healing  of 
the  bodies  of  men  but  their  minds  and 
spirits  and  the  entire  unit  of  man’s  being. 
We  know  that  there  is  inextricably  woven 
together  in  man’s  being  a need  for  bodily 
treatment  and  need  for  spiritual  food.  We 
thank  Thee  that  somehow  Thou  has  laid 
upon  the  hearts  of  many  men  to  go  into  the 
field  of  medicine.  We  thank  Thee  for  the 
material  wealth  that  it  brings,  and  for  the 
renown  and  joy  of  accomplishment  that  it 
brings  to  many  men,  both  great  and  small; 
yet  we  pray  Thy  blessings,  and  wilt  Thou 
now  abide  with  us,  and  may  we  not  misuse 
these  things  placed  in  our  hands.  Wilt  Thou 
bless  the  families  of  these  men.  They  have 
not  the  time  to  live  with  their  families. 
Because  we  of  the  laity  many  times  make 
unceasing  and  unreasonable  demands  on 
their  time,  for  this  we  ask  Thy  forgiveness. 


We  pray  that  they  may  be  good  fathers  and 
good  husbands,  and  we  pray  that  they  may 
find  some  time  for  Thy  Holy  Kingdom  and 
for  Thy  work.  We  thank  Thee  for  the  med- 
ical men  who  find  their  spirit  refilled  and 
their  faith  restored  in  Thee  and  in  the  pur- 
posefulness and  usefulness  of  life  because 
they  have  been  to  some  place  of  God  and 
there  have  found  great  satisfaction  of  heart 
and  great  purpose  in  that  for  which  they 
live.  Guide  them  now  as  they  come  as  a 
House  of  Delegates,  to  pass  upon  important 
things.  Thank  Thee  for  the  doctors  who 
have  been  such  a blessing  to  us  one  and  all, 
and  help  us  to  remember  that  with  material 
wealth  that  comes  we  have  a tremendous 
responsibility  to  Thee.  May  we  fulfill  it 
and  may  we  be  worthy  one  and  all  of  being 
members  of  the  staff  of  the  Great  Physician, 
in  Whose  Name  and  for  Whose  blessed  sake 
we  pray.  Amen.” 

The  Speaker  called  upon  Dr.  William  A. 
Garrott,  Cleveland,  Chairman  of  the  Cre- 
dentials Committee,  to  determine  if  a quo- 
rum was  present.  Dr.  Garrott  stated  that 
one  problem  existed,  and  he  read  a letter 
from  the  Sullivan-Johnson  County  Medical 
Society  in  which  it  pointed  out  that  mem- 
bers of  that  Society  now  were  of  such  num- 
ber that  it  entitled  the  society  to  a third 
delegate.  Dr.  Garrott  read  an  excerpt  from 
the  By-Laws  stating  that  determination  of 
delegates  was  based  on  the  number  of  mem- 
bers in  a society  as  of  December  1 of  the 
year  preceding.  It  was  determined  that 
the  Society  consisted  of  less  than  100  mem- 
bers on  December  1,  1957. 

Dr.  W.  E.  Scribner  of  the  Sullivan- 
Johnson  Society  stated  that  the  101  mem- 
bership of  that  Society  was  reached  after 
April  1,  and  that  the  county  society  would 
not  contest  the  fact  that  the  third  delegate 
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was  not  eligible  to  be  seated.  The  Speaker 
determined  that  the  Society  was  entitled  to 
two  delegates. 

The  Reference  Committee  Chairman  then 
declared  a quorum  present. 

The  Speaker  stated  to  the  House  that  the 
minutes  of  the  last  regular  session  had  been 
reproduced  in  the  May,  1957,  issue  of  the 
Journal,  and  he  requested  that  a motion  be 
presented  to  adopt  the  Minutes  as  pub- 
lished. The  motion  was  made  by  Dr.  Car- 
roll  H.  Long  of  Johnson  City,  duly  seconded 
that  the  minutes  of  the  annual  session  of 
the  House  of  Delegates  be  approved  as  pub- 
lished. The  motion  was  adopted. 

The  Speaker  announced  that  the  House 
would  receive  petitions  from  new  County 
Societies  seeking  charters  and  seating  of 
delegates  from  said  counties.  There  were 
no  petitions  to  be  presented. 

The  next  item  of  business  as  called  for 
by  the  Speaker  was  the  consideration  of 
amendments  to  the  Constitution  and  By- 
Laws.  There  were  no  amendments  to  be 
introduced. 

Speaker  of  the  House,  Dr.  Buchanan,  an- 
nounced the  personnel  of  the  Reference 
Committees,  which  were  as  follows: 

Committee  on  Credentials 

William  A.  Garrott,  Chairman,  Cleveland 
Cloyce  F.  Bradley,  Nashville 
John  C.  Thornton,  Brownsville 

Committee  on  Amendments  to  the 

Constitution  and  By-Laws 

John  R.  Thompson,  Jr.,  Chairman,  Jack- 
son 

C.  B.  Roberts,  Sparta 

E.  L.  Caudill,  Jr.,  Elizabethton 

Committee  on  Resolutions 

Addison  B.  Scoville,  Jr.,  Chairman,  Nash- 
ville 

E.  Charles  Sienknecht,  Knoxville 
John  D.  Hughes,  Memphis 

Committee  on  Reports  of  Officers 

Dana  W.  Nance,  Chairman,  Oak  Ridge 
O.  Reed  Hill,  Lebanon 
Byron  O.  Garner,  Union  City 

Committee  on  Reports  of  Standing  Committees 

S.  Fred  Strain,  Chairman,  Memphis 
Wm.  A.  Hensley,  Cookeville 
Wm.  J.  Sheridan,  Chattanooga 


Committee  on  Reports  of  Special  Committees 

Henry  B.  Gotten,  Chairman,  Memphis 
Rollin  A.  Daniel,  Nashville 
Moore  J.  Smith,  Jr.,  Chattanooga 

Committee  on  Outstanding  Physician 
of  the  Year  Award 

R.  B.  Wood,  Chairman,  Knoxville 
John  R.  Thompson,  Jr.,  Jackson 
Chas.  C.  Trabue,  IV,  Nashville 
The  Speaker  pointed  out  that  the  Refer- 
ence Committee  on  Reports  of  Committees 
had  been  changed  wherein  two  committees 
would  function,  one  for  the  standing  and 
one  for  the  special  committees.  It  was 
pointed  out  that  such  procedure  would 
speed  up  the  work  of  the  House. 

The  Speaker  stated  that  since  Dr.  John 
R.  Thompson  was  called  home  in  an  emer- 
gency, Dr.  A.  M.  Patterson  of  Chattanooga 
was  appointed  to  serve  on  the  Reference 
Committee  for  the  Outstanding  Physician 
of  the  Year  Award. 

Introduction  of  Resolutions 

The  Speaker  stated  that  the  next  order 
ol  business  was  the  introduction  of  resolu- 
tions. He  pointed  out  that  the  delegates 
should  not  discuss  or  debate  the  resolutions 
at  the  time  of  introduction,  but  should  sim- 
ply read  them  in  order  that  the  Chair  could 
get  the  resolutions  before  the  proper  Refer- 
ence Committee.  The  Speaker  suggested 
that  all  those  interested  in  resolutions  intro- 
duced, should  appear  before  the  Reference 
Committee  on  Resolutions  and  express  their 
views  about  them.  He  stated  that  full  op- 
portunity would  be  given  for  debate  and 
discussion  when  the  resolutions  are  re- 
ported out  by  the  Reference  Committee  on 
Resolutions  on  Tuesday,  April  22. 
Resolution  No.  1: 

Dr.  Charles  C.  Trabue,  IV,  Nashville,  in- 
troduced Resolution  No.  1.  This  resolution 
dealt  with  a bill  before  Congress  known  as 
HR  6719,  a bill  to  raise  the  pay  of  physicians 
in  the  veterans  administration  service.  The 
resolution  stated  that  a recommendation 
was  adopted  by  the  Legislative  Committee 
of  TSMA  at  its  January  meeting  to  oppose 
the  inclusion  of  optometrists  in  the  bill. 
The  resolution  resolved  that  the  House  of 
Delegates  of  TSMA  go  on  record  to  express 
its  opposition  to  that  portion  of  HR  6719 
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which  equates  the  optometrist  with  the  phy- 
sician and  dentist,  and  to  all  other  federal 
and  state  legislation  in  which  similar  at- 
tempts might  be  made.  The  resolution  fur- 
ther resolved  that  the  chairman  of  the  ap- 
propriate committee  of  Congress  be  made 
aware  of  this  Association’s  views  on  the 
bill.  The  Resolution  was  referred  to  the 
Reference  Committee  on  Resolutions. 

Resolution  No.  9: 

Dr.  Charles  C.  Smeltzer,  Knoxville,  in- 
troduced Resolution  No.  9 concerning  the 
World  Medical  Association.  The  resolution 
stated  that  the  House  of  Delegates  of  the 
American  Medical  Association  had  recom- 
mended that  every  member  of  the  AMA 
consider  joining  the  World  Medical  Asso- 
ciation and  urged  that  its  component  asso- 
ciations support  the  World  Medical  Associa- 
tion. The  resolution  further  pointed  out 
that  it  was  important  for  each  physician 
to  support  his  international  organization  in 
addition  to  his  county,  state  and  national 
medical  societies.  The  resolution  resolved 
that  the  TSMA  express  its  support  of  the 
principles  and  objectives  of  the  World  Med- 
ical Association  and  recommend  that  each 
member  of  the  State  Association  join  with 
the  U.  S.  Committee  of  WMA  and  take  an 
active  part  in  its  services  to  the  medical 
profession  and  the  peoples  of  the  world. 
The  Resolution  was  referred  to  the  Refer- 
ence Committee  on  Resolutions. 

Resolution  No.  11: 

Dr.  William  C.  Chaney,  Memphis,  intro- 
duced Resolution  No.  11  dealing  with  the 
shortage  of  anatomical  material,  necessary 
for  teaching  purposes.  The  resolution  stated 
that  the  House  of  Delegates  of  the  Tennes- 
see State  Medical  Association  should  go  on 
record  as  expressing  its  concern  over  the 
shortage  of  anatomical  material,  so  neces- 
sary for  teaching  purposes  in  the  Medical 
College  of  the  University  of  Tennessee.  The 
resolution  further  stated  that  TSMA  should 
support  the  resolution  within  the  frame- 
work of  the  laws  of  the  State  of  Tennessee. 
The  Resolution  was  referred  to  the  Refer- 
ence Committee  on  Resolutions. 

Resolution  No.  8: 

Dr.  Addison  B.  Scoville,  Jr.,  Nashville, 
introduced  Resolution  No.  8 as  recom- 
mended by  the  TSMA  Public  Service  Com- 


mittee. The  resolution  pointed  out  that  the 
House  of  Delegates  of  TSMA  should  go  on 
record  as  fully  supporting  the  establish- 
ment and  operation  of  a statewide  system 
of  poison  control  centers,  the  details  to  be 
handled  by  the  public  service  committee  of 
TSMA.  The  Resolution  was  referred  to  the 
Reference  Committee  on  Resolutions. 

The  Speaker  called  for  additional  reso- 
lutions and  since  there  were  none,  the 
House  moved  to  the  next  order  of  business. 

Reports  of  Officers 

The  Speaker  announced  that  the  House 
would  hear  the  reports  of  the  Officers  and 
asked  that  reports  be  held  to  a five-minute 
limit.  Abstracts  of  reports  of  all  Officers 
will  begin  on  page  242  of  this  issue  of  the 
Journal. 

The  report  of  the  President,  Dr.  J.  Paul 
Baird  of  Dyersburg,  was  read,  pointing  out 
the  many  requirements  and  activities  of  the 
president  during  the  past  year.  Dr.  Baird 
pointed  out  many  of  the  problems  involved 
with  Medicare,  activities  in  the  headquar- 
ters office,  and  particularly  commented 
upon  the  necessity  of  taking  steps  to  change 
the  scientific  program  of  the  annual  meet- 
ing. The  president  also  commented  upon 
the  financial  situation  of  TSMA  and  out- 
lined a number  of  important  projects  in- 
volved within  the  legislative  activities  of 
the  Association.  The  president’s  report 
dealt  in  some  detail  with  the  indigent  pro- 
gram and  the  public  welfare  program  as 
now  in  operation  in  the  state.  The  report 
also  commented  upon  the  activities  of  the 
public  service  committee  and  the  new 
studies  to  be  undertaken  by  the  committee 
on  Aging,  the  establishment  of  poison  con- 
trol centers,  and  the  nursing  shortage. 

The  report  of  the  President  was  referred 
to  the  Reference  Committee  on  Reports  of 
Officers. 

Dr.  R.  H.  Kampmeier,  Secretary-Editor, 
reported  upon  the  condition  and  projects  of 
the  Journal.  The  report  stated  that  adver- 
tising pages  had  greatly  increased  during 
the  past  year.  The  editor  stated  that  in  1957 
scientific  pages  again  rose  to  a total  of  526 
compared  to  721  pages  of  advertising.  The 
report  stated  that  the  attempt  was  made  at 
all  times  to  present  to  the  membership,  the 
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many  facets  of  the  Association’s  activities 
in  its  special  committees,  the  Board  of 
Trustees  and  House  of  Delegates.  These 
are  recorded  in  abstract  form  and  are  em- 
phasized on  the  pages  of  the  President, 
Executive  Secretary  and  Public  Service 
representative.  The  editor  commended  the 
Assistant  Editors,  Doctors  Albert  Weinstein 
and  Addison  B.  Scoville,  Jr.  The  Report  of 
the  Secretary-Editor  was  referred  to  the 
Reference  Committee  on  Reports  of  Offi- 
cers. 

Dr.  Charles  C.  Trabue,  IV,  Nashville, 
Chairman  of  the  Board  of  Trustees  and 
Treasurer,  abstracted  his  prepared  report 
relating  to  the  activities  of  the  work  and 
decisions  rendered  by  the  Board  of  Trustees 
during  the  past  year.  The  report  discussed 
the  financial  condition  of  the  Association 
and  statistical  information  was  rendered 
from  the  Treasurer.  The  Chairman  pointed 
out  that  the  enlarged  Board  of  Trustees  had 
operated  effectively,  thus  allowing  a better 
opportunity  to  receive  opinions  and  to  carry 
out  the  work  of  the  Association  by  having 
increased  representation  of  members  of  the 
Board.  The  chairman  reported  that  the 
Board  of  Trustees  had  conducted  two  regu- 
lar meetings  and  two  special  meetings  of 
the  Board  since  the  last  annual  meeting  of 
the  House  of  Delegates. 

The  report  of  the  Treasurer  stated  that 
the  financial  affairs  of  the  Association  were 
in  good  order.  It  was  stated  that  the  an- 
ticipated budget  income  was  exceeded. 
This  was  due  largely  to  increased  advertis- 
ing in  the  Journal  and  the  amount  repre- 
sented approximately  $8,000  above  the 
anticipated  amount  in  the  budget.  The  fis- 
cal year  ended  with  a reasonable  balance 
to  insure  continued  operation  of  the  Asso- 
ciation before  1958  dues  were  received.  The 
Board  Chairman  and  Treasurer  stated  that 
he  was  leaving  office  after  eight  years  of 
service,  and  appreciation  was  extended  to 
the  Board  of  Trustees,  the  House  of  Dele- 
gates and  official  committees  of  the  Associa- 
tion for  giving  so  freely  and  conscientiously 
of  their  time  to  be  of  service  to  the  Associ- 
ation. Dr.  Trabue  also  commended  the  ad- 
ministrative office  staff  of  the  TSMA  for 
work  accomplished.  The  Report  of  the 
Chairman  of  the  Board  of  Trustees  and 


Treasurer  was  referred  to  the  Reference 
Committee  on  Reports  of  Officers. 

Dr.  D.  C.  Seward,  Nashville,  Chairman  of 
the  Council,  read  his  prepared  report.  Dr. 
Seward  digressed  at  the  beginning  of  his 
report  in  view  of  the  fact  that  Dr.  Duane 
Carr  of  Memphis  had  handed  him  a special 
report  relative  to  several  trying  matters 
that  had  come  before  the  Shelby  County 
society,  which  had  been  adjudicated  satis- 
factorily at  the  county  society  level.  The 
report  of  the  council  dealt  with  the  prin- 
ciples of  medical  ethics  and  the  many  prob- 
lems that  had  been  reviewed  and  disposed 
of  at  the  county  society  level.  Dr.  Seward’s 
report  also  outlined  in  some  detail  Section 
3 and  6 of  the  Code  of  Medical  Ethics  as 
adopted  by  the  American  Medical  Associa- 
tion. The  report  also  dealt  with  malprac- 
tice suits  as  reported  and  the  part  that  was 
played  by  the  council  members  as  advisers 
in  such  suits.  The  chairman  of  the  coun- 
cil’s report  concluded  with  statistics  from 
the  American  College  of  Surgeons  relative 
to  malpractice  insurance.  The  Report  of 
the  Chairman  of  the  Council  was  referred 
to  the  Reference  Committee  on  Reports  of 
Officers. 

Mr.  J.  E.  Ballentine,  Executive  Secretary, 
rendered  his  report  of  activities  for  the 
year.  The  report  was  reprinted,  as  all  other 
reports  of  officers  for  the  benefit  of  mem- 
bers of  the  House.  The  report  of  the  execu- 
tive secretary  was  abstracted  in  brief  form 
for  the  convenience  of  the  House.  The  en- 
tire report  was  presented  and  it  was  re- 
quested that  members  of  the  House  care- 
fully read  it.  It  was  pointed  out  that 
through  the  executive  office,  with  the  direc- 
tion and  cooperation  of  the  officers,  Board 
of  Trustees  and  committees,  all  official  oper- 
ations of  TSMA  were  administered.  Such 
services  as  membership,  committee  meet- 
ings, correspondence,  contacts  with  agencies 
of  organized  medicine,  with  agencies  of 
state  and  national  government,  with  para- 
medical and  ancillary  organizations  and 
with  agencies  of  public  service  and  interest, 
all  such  questions  and  matters  were  an- 
swered and  handled.  All  challenges  were 
evaluated  and  met.  The  report  stated  that 
the  committees  had  moved  about  their  work 
during  the  year  with  expert  sureness.  The 
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legislative  program  had  moved  forward  dur- 
ing the  past  year  both  on  a state  and  na- 
tional level.  Many  of  the  committees  had 
conducted  the  business  of  establishing  pro- 
grams and  added  to  their  scope  and  achieve- 
ments in  new  fields  of  endeavor. 

The  report  stated  that  the  total  member- 
ship for  TSMA  was  now  2,612  with  2,266 
members  belonging  to  the  American  Med- 
ical Association.  The  report  covered  briefly 
the  financial  situation  of  TSMA,  the  budget, 
the  journal,  state  and  county  medical  so- 
ciety officers  conference,  the  planning  for 
the  annual  session,  legislation,  insurance 
and  medicare,  and  many  other  activities. 
The  report  also  dealt  with  various  studies, 
surveys,  the  many  regional  and  national 
conferences  and  the  liaison  work  required 
with  the  AMA,  the  committees  and  officers 
of  the  Association. 

The  Report  of  the  Executive  Secretary 
was  referred  to  the  Reference  Committee 
on  Reports  of  Officers. 

Reports  of  Committees 

Abstracts  of  all  committee  reports  will 
be  found  beginning  on  page  244  of  this 
issue  of  the  Journal. 

The  Speaker  pointed  out  that  some  of  the 
committees  were  merely  standby  commit- 
tees and  would  not  make  reports.  The  ac- 
tive standing  and  special  committees  were 
given  the  necessary  time  to  make  their  re- 
ports where  the  committee  chairmen  felt 
that  additional  time  was  indicated. 

The  following  committee  reports  were 
submitted: 

Standing  Committees 

Scientific  Work  and  Editorial  Board — Dr. 

R.  H.  Kampmeier,  Nashville,  Secretary- 

Editor  and  Chairman  of  Scientific  Pro- 
gram Committee 

Dr.  Kampmeier  referred  to  the  proposed 
changes  in  the  scientific  program  as  men- 
tioned in  the  report  of  the  president.  He 
stated  that  the  growth  of  specialty  groups 
had  greatly  increased  in  the  past  several 
years. 

Committee  on  Hospitals — Dr.  Harry  T. 

Moore,  Nashville,  Chairman 

Dr.  Moore  made  a supplemental  report 
following  his  regular  report.  He  stated 
that  a meeting  of  the  Hospital  Committee 


was  held  on  the  morning  of  April  20  to  con- 
sider a problem  presented  by  the  Tennessee 
Hospital  Service  Association.  The  problem 
concerned  a hospital  in  the  state  collecting 
the  anesthesia  fee  as  provided  under  the 
Tennessee  Hospital  Service  Association’s 
anesthesia  rider,  for  anesthetics  adminis- 
tered by  their  resident  and  intern  staff.  The 
committee  believed  that  this  could  possibly 
have  a far-reaching  effect  and  extend  to  all 
areas  of  medical  practice.  The  chairman  of 
the  Hospital  Committee  wished  to  call  this 
matter  to  the  attention  of  the  House  of  Dele- 
gates. 

Dr.  Moore  introduced  Resolution  No.  10 
which  will  be  described  in  this  report  under 
“Introduction  of  Additional  Resolutions.” 
Legislative  and  Public  Policy  Committee — 
Dr.  Ralph  O.  Rychener,  Memphis,  ren- 
dered the  report  in  the  absence  of  the 
Chairman,  Dr.  W.  W.  Wilkerson,  Jr.,  of 
Nashville 

In  addition  to  the  prepared  report  sub- 
mitted, Dr.  Rychener  rendered  the  follow- 
ing supplemental  report: 

The  Legislative  Committee  had  carefully 
studied  a dispute  between  psychiatrists  and 
psychologists.  He  commented  upon  the 
State  Licensing  Law  for  psychologists  and 
in  addition  discussed  the  law  of  medical 
technicians,  stating  that  every  sort  of 
ancillary  organization  was  getting  into  the 
field  of  medicine  and  asking  for  licensing, 
therefore  increasing  the  number  of  unqual- 
fied  persons  in  medicine.  His  report  dealt 
with  an  amendment  to  the  medical  practice 
act  so  as  to  define  the  practice  of  medicine, 
surgery,  and  psychiatry  and  stated  that  a 
proposed  amendment  to  the  medical  prac- 
tice act  was  recommended.  He  commented 
upon  the  fireworks  law  which  was  passed 
in  the  1957  General  Assembly.  It  was  re- 
ported that  the  Legislative  Committee’s 
recommendation  called  for  a model  fire- 
works law  to  be  drawn  up  and  that  indi- 
vidual legislative  delegations  be  urged  to 
pass  such  at  the  General  Assembly  in  1959. 

The  report  pointed  out  that  the  Commit- 
tee had  adopted  a motion  to  have  the  TSMA 
attorney  draw  up  a medical  examiner  law 
to  be  introduced  in  the  General  Assembly 
in  1959  by  the  Tennessee  Bar  Association, 
with  the  TSMA  rendering  its  full  support. 
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Also,  that  the  Indigent  Hospital  Program 
called  for  no  additional  funds  to  be  sought 
from  the  Legislature  for  the  next  biennium. 
It  was  stated  that  the  Legislative  Commit- 
tee had  appointed  a sub-committee  to  write 
an  amendment  to  the  Code  to  include  sev- 
eral suggestions  presented  to  the  Commit- 
tee. 

The  supplemental  report  further  outlined 
the  activities  and  duties  of  the  “key  man” 
in  Tennessee  for  national  legislation,  as 
recommended  by  the  American  Medical  As- 
sociation. Dr.  Rvchener  reported  upon  the 
many  problems  involved  with  this  task.  A 
resume  was  rendered  relative  to  the  man- 
ner in  which  the  approach  was  made  to 
Tennessee  congressmen  concerning  the 
Forand  Bill. 

The  report  included  commendation  to  Dr. 
William  J.  Sheridan  and  Dr.  Edward  T. 
Newell  of  Chattanooga,  for  the  assistance 
rendered  in  meeting  with  Congressman 
Frazier.  The  report  outlined  the  meetings 
conducted  in  Shelby  County  with  repre- 
sentatives of  the  Dental  Association,  the 
City  of  Memphis,  the  Memphis  Chamber  of 
Commerce,  the  Tennessee  Bar  Association, 
and  others. 

Dr.  Rvchener’s  report  also  outlined  the 
details  of  the  program  of  the  National  Life 
Underwriters  Association  with  regard  to 
an  explanation  of  what  social  security  actu- 
ally means  today.  He  urged  doctors  of 
medicine  to  enlist  the  aid  of  the  Under- 
writers Association  to  meet  with  groups  to 
properly  present  this  matter. 

The  report  stated  that  basic  social  se- 
curity was  not  a bad  thing,  but  it  was  never 
meant,  at  the  beginning,  to  be  what  it  has 
become.  The  report  appealed  to  members 
of  the  House  and  the  medical  profession  to 
become  interested  in  the  problem  because 
of  the  Forand  Bill.  It  was  urged  that  the 
Woman’s  Auxiliary  be  enlisted  for  aid  in 
combatting  the  Forand  Bill.  The  report 
stated  that  members  of  the  medical  profes- 
sion should  become  interested  in  local  pol- 
itics. Dr.  Rvchener  pointed  out  the  im- 
portance of  a friendly  atmosphere  for  med- 
icine on  the  state  level.  The  report  dis- 
cussed the  State  Optometric  Association  and 
a letter  sent  to  all  doctors  stating  that  the 
optometric  group  had  no  intention  of  trying 


to  pass  any  bill  that  would  permit  the  prac- 
tice of  medicine.  The  report  warned  that 
the  profession  shoidd  be  aware  that  op- 
tometrists in  other  states  were  moving  to 
become  physicians  by  legislation,  by  the 
same  methods  that  permitted  osteopaths 
and  chiropractors  to  become  physicians  by 
legislation.  The  report  also  discussed  the 
work  of  the  ancillary  technician  and  the 
orthoptic  technician. 

The  report  included  comment  on  a news- 
paper article  describing  “Care  in  Hospitals 
Free  to  Indigent.”  It  was  pointed  out  that 
the  article  made  no  mention  of  the  services 
rendered  by  the  physicians  of  Tennessee 
without  any  charge  to  those  patients  cov- 
ered by  the  Aid  to  the  Indigent  Program, 
nor  that  the  physicians  initiated  that  pro- 
gram by  their  own  efforts.  He  stated  that 
such  publicity  is  not  fair  to  the  physicians 
of  Tennessee,  because  it  lets  no  one  know 
of  the  courtesy  services  which  are  rendered 
by  doctors  to  the  State  Department  of  Wel- 
fare Program,  as  well  as  to  that  of  the  Aid 
to  the  Indigent.  In  such  publicity  the  co- 
operating physicians  of  this  state  should 
also  receive  some  credit. 

The  report  concluded  by  warning  the 
medical  profession  to  be  on  the  alert.  Dr. 
Rychener  stated  “that  if  we  are  going  to 
protect  the  public  from  miscare  by  unedu- 
cated practitioners,  we  have  to  do  a little 
fighting  ourselves.  It  is  much  better  to  do 
it  on  the  home  front  with  your  candidates 
for  office  before  they  go  to  Nashville,  or 
Washington,  to  the  House  of  Representa- 
tives or  Senate.” 

Liaison  Committee  to  the  Public  Health  De- 
partment— Dr.  Bland  W.  Cannon,  Chair- 
man, Memphis  (The  report  was  read  by 
Mr.  Ballentine) 

Committee  on  Insurance— Dr.  B.  F.  Byrd, 
Sr.,  Nashville,  Chairman 
Memoirs  Committee — Dr.  Henry  L.  Doug- 
lass, Nashville,  Chairman  (Report  read 
by  Mr.  Ballentine) 

Symposium  Committee  on  Postgraduate  Ed- 
ucation— Dr.  F.  L.  Roberts,  Memphis, 
Chairman  (Report  read  by  Dr.  E.  Charles 
Sienknecht) 

Committee  on  Cancer— Dr.  Ralph  H. 

Monger,  Knoxville,  Chairman 
Grievance  Committee — Dr.  John  R.  Thomp- 
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son,  Jr.,  Jackson,  Chairman  (Report  read 
by  Speaker  of  the  House) 

Physical  Therapy  Committee — Dr.  S.  Ben- 
jamin Fowler,  Nashville,  Chairman  (No 
report  rendered) 

Advisory  Committee  to  State  Department 
of  Public  Welfare — Dr.  James  N.  Thomas- 
son,  Nashville,  Chairman  (Report  read 
by  Executive  Secretary) 

Committee  on  Prepaid  Insurance — Dr. 
James  A.  Kittley,  Jr.,  Nashville,  Chair- 
man (Report  read  by  Dr.  D.  W.  Smith) 
Public  Service  Committee — Dr.  Addison  B. 

Scoville,  Jr.,  Nashville,  Chairman 
Rural  Health  Committee — Dr.  John  M. 
Jackson,  Springfield,  Chairman 
A supplementary  report  relative  to  the 
Robertson  County  Health  Council  was  not 
rendered  by  the  Rural  Health  Committee 
Chairman  since  this  was  more  or  less  re- 
petitive of  the  report. 

The  Speaker  of  the  House  recommended 
to  the  Rural  Health  Committee  Chairman 
that  referring  to  the  motions  in  the  report, 
that  a resolution  should  be  submitted  cov- 
ering the  recommendations  included  in  the 
report. 

All  of  the  standing  committee  reports 
were  referred  to  the  Reference  Committee 
on  reports  of  Standing  Committees. 

The  Speaker  announced  that  two  dis- 
tinguished guests  were  in  the  House  and  he 
introduced  Mrs.  Joseph  D.  Anderson  of 
Nashville,  President  of  the  Woman’s  Auxil- 
iary of  the  Tennessee  State  Medical  As- 
sociation and  Mrs.  Horace  D.  Gray,  Mem- 
phis, President-Elect  of  the  Auxiliary. 

Mrs.  Anderson  gave  her  report  to  the 
House  of  Delegates.  The  President  of  the 
Auxiliary  referred  to  the  prepared  report 
included  in  the  work  kits  of  members  of 
the  House,  and  then  she  proceeded  to  ab- 
stract the  report.  The  Woman’s  Auxiliary 
report  dealt  with  their  activities.  It  pointed 
out  the  services  rendered  in  the  PTA,  the 
YWCA  and  other  groups  relative  to  the 
forming  of  thoughts  of  our  youth.  It  was 
pointed  out  that  the  official  report  submitted 
to  the  House  contained  valuable  information 
on  the  workings  of  the  Woman’s  Auxiliary, 
all  of  which  are  of  vital  importance  to 
organized  medicine  in  Tennessee.  It  was 
pointed  out  that  the  Auxiliary  is  constantly 


in  contact  with  the  public.  The  report 
stated  that  the  medical  profession  belongs 
to  the  public.  The  report  pointed  out 
money  secured  for  the  American  Medical 
Education  Foundation  which  averaged  $1.80 
per  member  during  the  past  year.  The  re- 
port dealt  with  legislation,  the  memorial 
trust  fund,  the  health  project  contest,  nurse 
recruitment,  subscriptions  to  Today’s  Health 
and  many  other  public  services  rendered  by 
doctors’  wives  toward  the  betterment  of  the 
free  practice  of  medicine.  The  report  stated 
that  Auxiliary  members  had  given  freely 
of  their  time  to  drives  for  cancer,  polio, 
heart,  Red  Cross,  etc. 

The  report  concluded  with  the  special 
activities,  such  as  Salk  vaccine  Clinics  and 
the  many  services  rendered  by  doctors’ 
wives  to  the  cause  of  the  medical  profession. 
The  report  was  referred  to  the  Reference 
Committee  on  Special  Committee  reports. 

Nominating  Committee 

The  Speaker  requested  the  representa- 
tives of  the  three  grand  divisions  of  the 
state  to  congregate  in  three  respective 
areas  of  the  auditorium  for  the  purpose 
of  organizing  a Nominating  Committee. 
The  Speaker  instructed  the  groups  to  ap- 
point a temporary  chairman  of  the  three 
grand  divisions  of  the  State  for  the  election 
of  the  Nominating  Committee.  The  Speaker 
requested  Dr.  Ralph  O.  Rychener  to  preside 
temporarily  for  the  West  Tennessee  Dele- 
gation, Dr.  Daugh  W.  Smith  for  the  Middle 
Tennessee  Delegation,  and  Dr.  Ralph  H. 
Monger  for  the  East  Tennessee  Delegation. 

The  Speaker  called  for  a short  recess  in 
order  that  representatives  of  the  three  grand 
divisions  of  the  State  could  caucus  and  elect 
a permanent  Nominating  Committee. 
(Recess) 

Following  the  recess,  the  Speaker  called 
the  House  to  order  and  announced  the  per- 
sonnel of  the  Nominating  Committee  which 
consisted  of: 

Dr.  Ralph  Cross,  Knoxville,  Chairman 

Dr.  Hiram  Laws,  Chattanooga 

Dr.  B.  M.  Overholt,  Knoxville 

Dr.  Carl  Gardner,  Columbia 

Dr.  Rollin  Daniel,  Nashville 

Dr.  C.  B.  Roberts,  Sparta 

Dr.  E.  G.  Kelly,  Memphis 

Dr.  B.  O.  Garner,  Union  City 
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Dr.  John  Thornton,  Jr.,  Brownsville 
The  Speaker  announced  that  one  piece 
of  business  that  should  be  transacted  by 
the  Nominating  Committee  was  urgent,  and 
that  was  the  furnishing  of  names  of  the 
candidates  for  councilors  from  the  First, 
Third,  Fifth,  Seventh  and  Ninth  Districts. 
The  Nominating  Committee  should  make  a 
report  for  nominations  of  councilors. 

The  Speaker  announced  that  the  House 
would  continue  with  hearing  the  reports  of 
the  Special  Committees.  The  following  re- 
ports were  rendered: 

Special  Committees 

Committee  on  General  Practice — Dr.  John 
C.  Thornton,  Jr.,  Brownsville,  Chairman 
(No  Report) 

Committee  on  Civil  Defense — Dr.  Frank  A. 

Moore,  Jackson,  Chairman  (No  Report) 
Committee  on  Industrial  Health  and  Work- 
men’s Compensation — Dr.  Thomas  A.  Lin- 
coln, Oak  Ridge,  Chairman  (No  Report) 
Liaison  Committee  to  the  United  Mine 
Workers  of  America — Dr.  B.  M.  Overholt, 
Knoxville,  Chairman 

Advisory  Committee  to  the  Woman’s  Auxil- 
iary— Dr.  E.  T.  Pearson,  Elizabethton, 
Chairman  (No  Report) 

Committee  on  Governmental  Medical  Serv- 
ices— Dr.  Ernest  G.  Kelly,  Memphis, 
Chairman 

Committee  on  Blood  Banks — Dr.  Merlin  L. 

Trumbull,  Memphis,  Chairman 
Tuberculosis  Committee— Dr.  Hollis  E. 

Johnson,  Nashville,  Chairman 
Mental  Health  Committee — Dr.  Frank  H. 
Luton.  Nashville,  Chairman 

Announcements 

The  Speaker  requested  that  the  Nominat- 
ing Committee  convene  on  the  mezzanine 
floor  near  the  exhibit  hall  to  make  nomina- 
tions for  councilors.  The  Speaker  stated 
that  the  Nominating  Committee  could  con- 
fer with  the  executive  secretary  relative  to 
the  terms  of  the  council  in  keeping  with 
the  By-Laws. 

The  Speaker  announced  that  the  House 
would  continue  with  hearing  Special  Com- 
mittee reports. 

Special  Committees 

Health  Project  Contest  Committee — Mrs. 


Laurence  A.  Grossman,  Nashville,  Chair- 
man 

Labor  Liaison  Committee — Dr.  Daugh  W. 

Smith,  Nashville,  Chairman  (No  Report) 
Committee  on  Medical-Legal  Relations  and 
Inter-Professional  Code — Dr.  George  K. 
Carpenter,  Nashville,  Chairman 
Liaison  Committee  to  Tennessee  State 
Dental  Association — Dr.  R.  David  Taylor, 
Dyersburg,  Chairman  (No  Report) 

Study  Committee  for  Expansion  of  Gen- 
eral Practice  of  the  U.M.W.A.  Welfare 
and  Retirement  Fund — Dr.  George  S. 
Mahon,  Knoxville,  Chairman 
Committee  on  Headquarters  Furnishings 
and  Appointments— Dr.  D.  W.  Smith, 
Nashville,  Chairman  (No  Report) 

Study  Committee  on  Legal  Definition  of 
Medicine  and  Medical  P r a c t i c e — Dr. 
Frank  Luton,  Nashville,  Chairman 
Tennessee  Committee  of  the  American  Med- 
ical Education  Foundation — Dr.  Joseph 
W.  Johnson,  Jr.,  Chattanooga,  Chairman 
Liaison  Committee  to  the  Tennessee  Med- 
ical Foundation — Dr.  John  H.  Burkhart, 
Knoxville,  Chairman  (No  Report) 

Special  Reports 

President,  Woman’s  Auxiliary — Mrs.  Joseph 
D.  Anderson,  Nashville 
Report  from  AMA  Delegation — Dr.  Charles 
C.  Smeltzer,  Knoxville,  Chairman 
The  reports  were  referred  to  the  Refer- 
ence Committee  on  Reports  of  Special  Com- 
mittees. 

Introduction  of  Additional  Resolutions 

The  Speaker  announced  that  the  House 
was  proceeding  on  schedule  and  the  intro- 
duction of  additional  resolutions  or  amend- 
ments were  in  order. 

Resolution  No.  10.  Dr.  Harry  T.  Moore, 
Nashville,  introduced  Resolution  No.  10 
which  stated  that  the  corporate  practice  of 
medicine  is  illegal  within  the  State  of  Ten- 
nessee, and  further  that  it  has  been  charged 
that  improper  relations  exist  between  a 
hospital  and  its  house  officers,  since  the  hos- 
pital has  been  collecting  for  the  professional 
services  of  its  house  officers.  The  resolu- 
tion resolved  that  TSMA  express  its  disap- 
proval of  such  practices  since  it  is  in  viola- 
tion of  the  Statutes  of  the  State  of  Tennes- 
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see.  The  resolution  was  referred  to  the 
Reference  Committee  on  Resolutions. 

Resolution  No.  2 was  introduced  by  Dr. 
B.  F.  Byrd,  Sr.,  Chairman  of  the  Committee 
on  Insurance.  The  resolution  pointed  out 
that  the  Insurance  Committee  had  studied 
and  recommended  in  previous  years  the 
adoption  of  various  insurance  plans,  and 
also  that  the  plans  adopted  had  proved  help- 
ful to  members  of  the  Association.  The 
resolution  recommended  that  members  be 
availed  of  other  types  of  modernized  in- 
surance plans.  It  pointed  out  that  a group 
plan  for  major  medical  and  group  life 
should  be  presented.  The  resolution  re- 
solved that  the  Committee  on  Insurance 
study  additional  insurance  plans  in  major 
medical  and  group  life  and  present  them  to 
the  Board  of  Trustees  in  order  that  the 
Board  could  accept  or  reject  such  plans  as 
recommended  by  the  Insurance  Committee, 
in  order  not  to  make  it  necessary  for  an 
extra  meeting  of  the  House  of  Delegates. 
The  Resolution  was  referred  to  the  Refer- 
ence Committee  on  Resolutions. 

Resolution  No.  3.  Dr.  James  A.  Kirtley, 
Chairman  of  the  Prepaid  Insurance  Com- 
mittee, introduced  Resolution  No.  3 which 
had  to  do  with  the  Department  of  Defense 
and  its  controversial  medicare  program. 
The  resolution  pointed  out  that  at  the  pres- 
ent time,  the  Defense  Department  would  not 
negotiate  any  type  of  contract  other  than  a 
full-fee  for  service  basis.  The  resolution 
resolved  that  the  present  medicare  plan  of 
fixed  fees  for  full  service  be  discontinued 
and  that  a contract  be  negotiated  for  one 
year  providing  a maximum  fee  for  each  pro- 
cedure. Other  aspects  of  the  resolution 
stated  that  (a)  the  physician  should  charge 
his  usual  and  customary  fee  for  the  service 
rendered,  (b)  that  regional  medicare  com- 
mittees be  appointed,  (c)  that  all  medicare 
cases  in  which  the  physicians’  charges  ex- 
ceed the  maximum  allowed,  should  be  re- 
ferred to  the  appropriate  district  commit- 
tee for  mediation,  (d)  that  the  committee 
to  negotiate  the  new  contract  with  the  De- 
partment of  Defense  shall  be  the  chairman 
of  the  Board  of  Trustees,  the  chairman  of 
the  medicare  committee,  the  executive  sec- 
retary and  the  attorney  for  the  TSMA,  (e) 
that  the  negotiating  committee  be  given 


authority  to  negotiate  the  contract  with  a 
maximum  fee  schedule  not  lower  than  the 
schedule  in  the  present  contract  except  in 
a few  isolated  procedures  which  needed  to 
be  rectified,  (f)  that  the  various  specialty 
groups  be  contacted  for  counsel  prior  to 
negotiation  of  the  contract,  (g)  that  the 
negotiating  committee  be  instructed  to 
strenuously  urge  upon  the  Department  of 
Defense  the  consideration  and  inclusion  in 
the  contract,  a clause  specifically  authoriz- 
ing reimbursement  to  the  TSMA  expenses 
incident  to  the  administrative  handling  of 
the  disputed  claims  referred  to  the  State  As- 
sociation, (h)  that  the  Tennessee  State  Med- 
ical Association  go  on  record  as  favoring  in 
the  future  a contract  in  which  physicians 
would  make  their  usual  and  customary 
charge  without  reference  to  any  fee  sched- 
ule and  that  our  delegates  to  the  AMA  be 
instructed  to  cooperate  with  the  delegates 
of  other  states  to  seek  a similar  aim.  The 
Resolution  was  referred  to  the  Reference 
Committee  on  Resolutions. 

Resolution  No.  5.  Dr.  James  A.  Kirtley, 
Nashville,  Chairman  of  the  Medicare  Com- 
mittee, introduced  a resolution  requesting 
that  TSMA  delegates  to  the  American  Med- 
ical Association  be  instructed  to  introduce 
the  following  resolution  in  the  House  of  the 
AMA  at  San  Francisco  in  June,  1958.  The 
resolution  to  be  introduced  stated  that  the 
doctors  of  the  nation  are  called  upon  to  pro- 
vide services  under  Medicare  and  that  the 
AMA  holds  firmly  to  the  belief  that  it  is 
wrong  for  the  federal  government  to  force 
upon  physicians  and  the  people  a system  of 
medical  practice  which  is  inimical  to  the  tra- 
ditional principles  of  the  American  system 
of  practice;  and  further  that  one  of  the  main 
principles  is  that  the  physician  shall  have 
the  right  to  determine  the  just  fee  to  be 
charged  for  his  services,  depending  on  the 
exact  nature  of  the  service  rendered,  the 
skill  and  experience  of  the  physician,  the 
usual  scale  of  fees  in  his  community  and 
the  circumstances  of  the  patient;  and 
further  that  the  present  medicare  program 
is  a total  violation  of  these  principles.  The 
resolution  resolved  that  the  House  of  Dele- 
gates of  the  AMA  go  on  record  protesting 
the  continuation  by  the  Department  of  De- 
fense of  a fixed  fee  schedule  in  those  states 
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whose  doctors  hold  that  this  system  is  not 
satisfactory.  The  resolution  resolved  further 
that  the  House  of  the  AMA  be  of  the  opin- 
ion that  the  way  should  be  opened  for  the 
federal  government  to  negotiate  contracts 
under  medicare  whereby  physicians  would 
be  allowed  to  charge  their  usual  and  cus- 
tomary fee  for  services.  Finally,  that  the 
Board  of  Trustees  of  the  American  Medical 
Association  take  all  action  to  bring  about 
these  requested  changes  in  the  administra- 
tion of  the  Medicare  program. 

The  Resolution  was  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Resolution  No.  4.  Dr.  Addison  B.  Sco- 
ville,  Nashville,  introduced  a resolution 
recommended  by  the  Public  Service  Com- 
mittee relative  to  the  hospitalization  of  the 
medically  indigent.  The  resolution  stated 
that  84  of  Tennessee’s  95  counties  voluntar- 
ily participate  in  the  program  at  present; 
and  that  the  appropriation  by  the  State 
Legislature  for  hospitalization  had  been  in- 
adequate and  the  resolution  reviewed  the 
manner  in  which  the  appropriation  for 
handling  this  program  had  been  evolved 
through  the  Tennessee  General  Assembly. 
The  resolution  also  described  the  difference 
between  the  hospitalization  for  the  indigent 
program  and  the  public  assistance  hospital 
program  which  were  vitally  different  in  sev- 
eral respects.  The  resolution  outlined  the 
manner  in  which  each  of  these  programs  is 
administered.  The  resolution  stated  that 
the  Public  Service  Committee  of  TSMA  had 
unanimously  expressed  disapproval  with 
the  vendor  payment  plan  of  the  Public  As- 
sistance Hospital  Program  as  administered 
by  the  Tennessee  Department  of  Public 
Welfare.  The  resolution  resolved  that  the 
House  of  Delegates  instruct  the  Legislative 
and  Public  Policy  Committee  to  sponsor 
legislation  in  the  1959  General  Assembly  to 
maintain  the  original  indigent  hospitaliza- 
tion program  at  the  appropriation  level  of 
the  present  combined  State  and  county  pro- 
grams; and  further  that  the  Legislative 
Committee  sponsor  legislation  to  amend  the 
Code  of  Tennessee  so  that  it  will  preclude 
the  use  of  federal  funds  as  presently  ad- 
ministered by  the  Tennessee  Department  of 
Public  Welfare  for  a direct  vendor  payment 
program  to  the  hospitals.  The  resolution 


called  for  the  House  of  Delegates  to  reaf- 
firm the  doctrine  of  the  original  Indigent 
Hospital  Program  as  administered  by  the 
Tennessee  Department  of  Public  Health. 

The  Resolution  was  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Resolution  No.  6.  Dr.  Ralph  O.  Rychener 
of  Memphis  introduced  a resolution  relative 
to  studies  in  sight  conservation  and  preven- 
tion of  blindness.  The  resolution  called  for 
research  in  this  field  and  stated  that  it  re- 
quires the  guidance  of  the  medical  profes- 
sion. The  resolution  resolved  that  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Association  authorize  a special 
permanent  committee  on  eye  care  to  be 
known  as  the  Sight  Conservation  Commit- 
tee, to  which  all  problems  affecting  vision 
and  visual  care  shall  be  referred. 

The  Resolution  was  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Resolution  No.  7.  Dr.  John  D.  Hughes, 
Memphis,  introduced  Resolution  No.  7 deal- 
ing with  medical  examinations  as  a pre- 
requisite to  licensure  to  drive  a motor  ve- 
hicle in  the  State  of  Tennessee.  The  resolu- 
tion called  for  endorsement  of  the  principles 
requiring  a medical  re-examination  at  in- 
tervals of  five  years,  the  medical  re-exam- 
ination certificate  to  be  processed  through 
the  Drivers  License  Bureau  of  the  Tennes- 
see Department  of  Safety,  etc.  The  resolu- 
tion stated  that  medical  examinations  of 
all  types  of  licensure  to  drive  motor  vehicles 
should  be  made  by  any  licensed  doctor  of 
medicine  in  the  State  of  Tennessee,  and  are 
to  be  reported  on  standard  forms  furnished 
by  the  Commissioner  of  the  Tennessee  De- 
partment of  Safety.  The  resolution  re- 
solved that  the  appropriate  officers  of  TSMA 
be  empowered  by  the  Association  to  take 
measures  as  are  necessary  to  secure  the 
passage  of  suitable  state  laws  in  the  1959 
Tennessee  State  Legislature,  making  the 
above  recommended  examinations  and  reg- 
ular re-examinations  mandatory  for  licen- 
sure. The  resolution  further  resolved  that 
since  the  Commissioner  of  the  Department 
of  Safety  is  by  law  responsible  for  setting 
up  and  enforcing  the  requirements  for 
licensure,  that  a committee  of  five  men  be 
appointed,  one  from  each  of  the  four  met- 
ropolitan areas  of  the  state  and  one  from 
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the  tri-city  area  to  (1)  formulate  a reasona- 
ble, specific  set  of  physical  requirements 
which  are  necessary  for  safe  driving,  (2) 
develop  a simple  physical  examination 
form,  and  (3)  submit  these  to  the  Com- 
missioner. The  resolution  further  recom- 
mended that  this  special  committee  be 
available  to  advise  with  the  Commissioner 
of  Safety. 

The  Resolution  was  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Resolution  No.  12.  Dr.  Daugh  W.  Smith, 
Nashville,  introduced  Resolution  No.  12. 
This  resolution  pointed  out  the  deplorable 
conditions  of  medical  care  existing  in  cer- 
tain places  in  coal  mining  areas  of  Tennes- 
see, and  further  that  the  responsibility  of 
seeing  that  all  people  in  these  places  re- 
ceived adequate  medical  care  was  a mutual 
responsibility  of  TSMA  and  the  medical 
services  of  the  UMWA  Welfare  Retirement 
Fund.  The  resolution  resolved  that  the 
TSMA  hereby  express  its  appreciation  to 
the  Knoxville  Area  Medical  Administrator 
for  the  cooperation  and  assistance  in  raising 
the  standards  of  medical  care  rendered  to 
all  people  in  the  coal  mining  areas  of  the 
state. 

This  Resolution  was  referred  to  the  Rof- 
erence  Committee  on  Resolutions. 

Resolution  No.  13.  Dr.  John  M.  Jackson, 
Springfield,  introduced  Resolution  No.  13 
which  requested  that  the  House  of  Dele- 
gates and  the  Board  of  Trustees  approve  and 
endorse  the  proper  function  of  the  Rural 
Health  Committee,  and  encouragement  of 
County  Health  Councils  in  the  Counties  of 
Tennessee  as  proposed  in  the  report  of  the 
Rural  Health  Committee.  The  resolution 
resolved  that  the  House  of  Delegates  and 
the  Board  of  Trustees  take  the  necessary 
action  to  increase  the  membership  of  the 
Rural  Health  Committee  to  24  in  order  to 
realistically  approach  the  function  of  this 
committee  and  further  resolved  that  the 
House  of  Delegates  and  the  Board  of  Trus- 
tess  indicate  their  considered  recommenda- 
tion that  the  Rural  Health  Committee  work 
closely  with  the  major  agricultural  agencies, 
departments,  and  with  the  Mental  Health 
and  Public  Health  Departments  of  the 
State. 


The  Resolution  was  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

The  Speaker  called  for  supplemental  re- 
ports. 

Supplemental  Reports 

One  supplemental  report  had  previously 
been  given  by  the  Chairman  of  the  Com- 
mittee on  Hospitals,  Dr.  Harry  T.  Moore, 
following  his  formal  report  submitted  to 
the  House.  This  supplemental  report  is  ab- 
stracted on  page  217  of  this  issue  of  the 
Journal. 

Dr.  Ralph  O.  Rychener,  rendering  the  re- 
port of  the  Legislative  and  Public  Policy 
Committee,  gave  a supplemental  report 
along  with  the  formal  report  as  presented 
to  the  House.  An  abstract  of  the  remarks 
of  Dr.  Rychener’s  supplemental  report  is 
outlined  on  page  217  of  this  issue  of  the 
Journal. 

The  Speaker  requested  that  any  guests, 
visiting  physicians  or  fraternal  delegates  be 
introduced  to  the  House.  There  being  none, 
the  Speaker  moved  to  the  next  order  of 
business. 

Report  of  the  Reference  Committee  on  the 
Nomination  for  the  Outstanding 
Physician  of  the  Year  Award 

The  Speaker  called  for  a report  from  the 
Reference  Committee  on  the  outstanding 
Physician  of  the  Year  Award.  Dr.  R.  B. 
Wood,  Chairman  of  the  Committee,  submit- 
ted to  the  House  the  name  of  Dr.  R.  H. 
Kampmeier  of  Nashville  for  the  recipient 
of  the  award.  Prior  to  making  the  an- 
nouncement, Dr.  Wood  outlined  the  changes 
made  since  last  year  on  this  award.  He 
read  a resolution  adopted  by  the  1957  House 
of  Delegates. 

Dr.  Wood  outlined  the  letter  forwarded 
by  the  Executive  Secretary  to  each  com- 
ponent society,  asking  them  to  submit  a 
candidate  for  the  award.  He  stated  that  at 
the  meeting  of  the  Reference  Committee, 
there  was  only  one  recommendation  for  the 
award  that  had  been  received.  Dr.  Wood 
asked  the  advice  of  the  Chair  relative  to  this 
procedure  since  it  was  required  that  three 
nominees  be  submitted.  The  Chair  replied 
that  no  choice  existed  except  to  listen  to 
the  nominating  speech  in  connection  with 
the  nomination,  and  leave  the  decision  to 
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the  House  of  Delegates.  Dr.  Wood  an- 
nounced that  Dr.  R.  H.  Kampmeier  of  Nash- 
ville, had  been  submitted  by  the  Nashville 
Academy  of  Medicine  and  Davidson  County 
Medical  Society  and  it  was  the  pleasure 
of  the  Reference  Committee  to  submit  his 
name  for  consideration. 

Dr.  Addison  B.  Scoville,  Jr.,  Nashville, 
made  a brief  nominating  speech  in  behalf 
of  Dr.  Kampmeier. 

Dr.  John  D.  Hughes  of  Memphis  arose  to 
state  that  the  Memphis  and  Shelby  County 
Medical  Society  had  previously  directed 
that  data  on  Dr.  Tom  Mitchell  of  Memphis 
be  presented  for  the  award.  Since  the  ma- 
terial had  not  been  received  by  the  Execu- 
tive Secretary,  Dr.  Hughes  asked  the  judg- 
ment of  the  House  as  to  whether  the  floor 
was  open  for  other  nominations. 

A motion  was  made  by  Dr.  Trabue  that 
the  House  relieve  the  Speaker  of  the  respon- 
sibility of  making  the  decision  on  the  mat- 
ter and  moved  that  the  House  vote  at  this 
time,  that  although  it  may  be  out  of  order, 
that  Dr.  Hughes  be  granted  the  opportunity 
to  submit  the  name  of  Dr.  Mitchell.  The 
motion  was  seconded  by  Dr.  Hutcheson. 
The  motion  was  adopted. 

Dr.  Hughes  proceeded  with  the  nominat- 
ing speech  of  Dr.  Mitchell.  He  pointed  out 
the  many  contributions  and  accomplish- 
ments of  Dr.  Mitchell.  He  reported  that 
Dr.  Mitchell  had  been  professor  of  the 
pediatric  department  of  the  University  of 
Tennessee  for  a long  while,  and  had  built 
it  into  one  of  the  two  or  three  best  in  the 
United  States.  It  was  pointed  out  that  Dr. 
Mitchell  was  a backer  of  organized  med- 
icine, an  outstanding  pediatrician,  an  able 
administrator  and  teacher  and  was  ex- 
tremely worthy  of  the  honor  of  outstanding 
physician  of  the  year.  His  contributions  to 
the  American  Academy  of  Pediatrics  and  to 
the  AMA  were  related  by  Dr.  Hughes. 

Following  the  brief  nominating  speeches, 
the  Speaker  asked  members  of  the  House  to 
prepare  their  ballots. 

Election  of  Councilors 

The  Speaker  called  upon  the  nominating 
committee  to  report  their  recommendations 
for  election  of  councilors.  In  the  absence 
of  the  Chairman,  Dr.  Ralph  Cross,  the  re- 
port of  the  nominating  committee  was  made 


by  Dr.  Rollin  A.  Daniel  of  Nashville,  a mem- 
ber of  the  committee.  The  committee  pre- 
sented the  names  of  Dr.  Carroll  Long  of 
Johnson  City  for  Councilor  for  the  First 
District;  Dr.  Cecil  Newell,  Chattanooga, 
Councilor  for  the  Third  District;  Dr.  Ben  H. 
Marshall,  Lawrenceburg,  Councilor  for  the 
Fifth  District;  Dr.  Carl  Gardner,  Columbia, 
Councilor  for  the  Seventh  District  and  Dr. 
Wm.  E.  Anderson,  Dyersburg,  Councilor  for 
the  Ninth  District. 

The  Speaker  announced  that  these  would 
be  voted  upon  separately  and  he  called  for 
the  individual  voting  by  Districts  for  the 
Councilors  nominated.  The  election  of 
Councilors  then  ensued  with  the  results  that 
all  of  the  Councilors  nominated  from  the 
respective  districts  were  elected  for  two 
year  terms. 

Election  of  Physician  of  the  Year 

The  results  of  the  balloting  for  the  phy- 
sician of  the  year  award  resulted  in  Dr.  R.  H. 
Kampmeier  being  named  as  the  Outstand- 
ing Physician  in  Tennessee  for  1957-58.  Dr. 
John  Hughes  arose  to  congratulate  Dr. 
Kampmeier  and  moved  that  the  House 
unanimously  elect  Dr.  Kampmeier  for  the 
honor.  He  withdrew  the  name  of  Dr. 
Mitchell. 

Introduction  of  Additional  Amendments 
or  Resolutions 

The  Speaker  called  for  additional  amend- 
ments or  resolutions  and  there  being  none, 
he  asked  if  any  further  old  business  was  to 
be  presented.  There  being  none,  the  Speaker 
called  for  any  new  business.  No  new  busi- 
ness was  introduced.  Several  announce- 
ments were  made. 

Dr.  Hiram  Laws  stated  that  Dr.  John  B. 
Steele,  Chattanooga,  a past-president  of 
TSMA,  was  in  the  hospital,  and  had  been 
for  several  months  and  since  he  had  worked 
hard  for  the  Association,  he  recommended 
that  a wire  from  the  association,  properly 
worded,  be  sent  as  a gesture  of  good  will 
and  appreciation  to  Dr.  Steele.  The  motion 
was  severly  seconded  and  unanimously 
adopted.  The  secretary  was  directed  to 
send  the  telegram. 

There  being  no  further  business  to  be 
presented  at  the  first  session,  the  House 
recessed  at  5:40  p.m.,  until  9:00  a.m.  Tues- 
day, April  22,  1958. 
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TUESDAY  MORNING  SESSION 
April  22 

The  House  of  Delegates  reconvened  at 
9: 10  a.m.  in  the  American  Legion  Room  of 
the  Civic  Auditorium  in  Gatlinburg,  Ten- 
nessee, with  Dr.  R.  N.  Buchanan,  Jr., 
Speaker  of  the  House,  presiding. 

Dr.  William  A.  Garrott,  Chairman  of  the 
Credentials  Committee,  reported  a quorum 
present. 

The  first  order  of  business  was  the  intro- 
duction of  guests.  The  Speaker  introduced 
Mr.  Charles  L.  Cornelius,  Sr.,  Nashville,  at- 
torney for  the  Tennessee  State  Medical  As- 
sociation. 

The  Speaker  continued  with  the  next  or- 
der of  business  requesting  if  there  were  any 
charters  of  county  medical  societies  to  be 
submitted  or  if  there  were  any  charters  to 
be  surrendered.  There  were  no  charters  to 
be  surrendered,  or  new  petitions  presented. 

Introduction  of  Additional  Amendments 
and  Resolutions 

There  being  no  amendments  to  the  Con- 
stitution or  By-Laws  to  be  introduced,  the 
Speaker  requested  introduction  of  addi- 
tional resolutions. 

Resolution  No.  14.  Dr.  Duane  Carr,  Mem- 
phis, stated  that  at  the  meeting  of  the  Coun- 
cil on  the  previous  day,  the  Council  had  in- 
structed the  following  resolution  to  be  pre- 
sented to  the  House.  The  resolution  stated 
that  it  had  been  brought  to  the  attention  of 
the  Council  that  some  physicians  who  do 
not  belong  to  organized  medicine  used  their 
position  as  doctors  of  medicine  to  promote 
commercial  projects,  using  letters  to  send 
information  through  the  mails  to  the  gen- 
eral public  to  promote  the  sale  of  insurance 
or  stock  in  some  particular  insurance  com- 
pany. The  resolution  also  stated  that  many 
doctors  objected  vigorously  to  such  prac- 
tices. The  resolution  pointed  out  that  one 
of  the  large  metropolitan  newspapers  in 
Tennessee  had  brought  the  matter  to  the  at- 
tention of  the  Tennessee  State  Medical  As- 
sociation. It  was  pointed  out  that  the 
Council  determined  such  practices  to  be  un- 
ethical in  the  light  of  the  Code  of  Medical 
Ethics.  The  resolution  resolved  that  the 
Council  recommend  to  the  House  of  Dele- 
gates, that  the  House  go  on  record  as  con- 
demning such  practices  by  physicians  and 


request  the  Licensing  Board  for  the  Healing 
Arts  of  Tennessee  to  use  its  power  and  in- 
fluence in  dealing  with  those  physicians, 
outside  of  organized  medicine,  who  used 
their  professional  titles  in  such  promotions. 

The  Resoluton  was  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Resolution  No.  15.  Dr.  Addison  B.  Sco- 
ville,  Jr.,  of  Nashville,  stated  that  he  was 
introducing  a resolution  for  the  Reference 
Committee  on  Resolutions,  since  it  was  the 
belief  of  the  committee  that  such  was  neces- 
sary to  implement  Resolution  No.  10  regard- 
ing the  corporate  practice  of  medicine.  It 
was  pointed  out  that  a great  portion  of 
the  population  is  being  covered  by  profes- 
sional medical  insurance,  decreasing  the 
quantity  of  purely  indigent  patients  avail- 
able for  teaching  purposes,  and  that  such 
a trend  was  creating  mounting  economic 
and  ethical  problems  among  full-time  and 
part-time  medical  school  faculties,  private 
physicians,  interns,  residents  and  hospitals. 
The  resolution  resolved  that  the  House  of 
Delegates  instruct  the  delegates  to  the 
American  Medical  Association  to  introduce 
a resolution  in  the  AMA  House  of  Delegates 
wherein  an  appropriate  study  by  the  AMA 
would  be  made  of  these  problems  with  a 
view  toward  the  development  of  an  ac- 
ceptable statement  of  principles  to  guide 
local  areas  in  the  solution  of  such  problems. 
The  Resolution  was  referred  to  the  Refer- 
ence Committee  on  Resolutions. 

The  Speaker  stated  that  a total  of  fifteen 
resolutions  had  been  presented  to  the 
House.  There  being  no  other  resolutions, 
the  Speaker  moved  to  the  next  order  of 
business. 

Report  of  the  Nominating  Committee  on 
the  Election  of  Officers 

Dr.  Ralph  E.  Cross,  Chairman, 
Johnson  City 

The  Speaker  called  for  the  report  of  the 
Nominating  Committee  and  stated  that  the 
House  would  proceed  with  the  election  of 
officers.  The  Chairman  of  the  Nominating 
Committee  submitted  the  following  report. 

The  Nominating  Committee  placed  the 
names  of  Dr.  Harmon  L.  Monroe  of  Erwin, 
Dr.  Joseph  E.  Young  of  Sweetwater,  and  Dr. 
S.  J.  Sullivan  of  Cleveland  in  nomination 
for  the  office  of  President-Elect. 
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Upon  motion  duly  made  and  seconded,  the 
nominations  were  closed  and  the  House 
proceeded  with  the  balloting.  The  Speaker 
appointed  Dr.  Trehern  and  Dr.  Bradley  to 
collect  and  count  the  ballots.  During  the 
counting  of  the  ballots,  the  nominations 
continued. 

The  Nominating  Committee  placed  the 
name  of  Dr.  Joseph  W.  Johnson,  Jr.,  of 
Chattanooga  for  the  Office  of  Speaker  of 
the  House.  There  being  no  further  nomina- 
tions, Dr.  Johnson  was  declared  unan- 
imously elected  Speaker  of  the  House  of 
Delegates. 

The  Nominating  Committee  presented  the 
name  of  Dr.  J.  Malcolm  Aste  of  Memphis 
for  the  office  of  Vice-Speaker  of  the  House. 
There  being  no  further  nominations.  Dr. 
Aste  was  declared  unanimously  elected 
Vice-Speaker  of  the  House  of  Delegates. 

The  Nominating  Committee  presented  the 
name  of  Dr.  R.  H.  Kampmeier  of  Nashville 
for  the  office  of  Secretary-Editor.  There 
being  no  further  nominations,  Dr.  Kamp- 
meier was  declared  unanimously  elected 
Secretary-Editor. 

The  Nominating  Committee  placed  the 
name  of  Dr.  W.  O.  Vaughan  of  Nashville  for 
a three-year  term  as  trustee  from  Middle 
Tennessee.  There  being  no  other  nomina- 
tions, Dr.  Vaughan  was  declared  unani- 
mously elected  as  a Trustee  for  a three  year 
term  from  Middle  Tennessee. 

The  Nominating  Committee  placed  the 
name  of  Dr.  H.  P.  Clemmer  of  Milan  for  the 
office  of  Vice-President  from  West  Tennes- 
see. There  being  no  further  nominations, 
Dr.  Clemmer  was  declared  unanimously 
elected  Vice-President  from  West  Tennes- 
see. 

The  Nominating  Committee  placed  the 
name  of  Dr.  J.  T.  Moore,  Jr.,  of  Algood  for 
the  Office  of  Vice-President  from  Middle 
Tennessee.  There  being  no  other  nomina- 
tions, Dr.  Moore  was  unanimously  elected 
Vice-President  from  Middle  Tennessee. 

The  Nominating  Committee  placed  the 
name  of  Dr.  B.  M.  Overholt  of  Knoxville  for 
the  office  of  Vice-President  from  East  Ten- 
nessee. There  being  no  further  nomina- 
tions, Dr.  Overholt  was  declared  unan- 
imously elected  Vice-President  from  East 
Tennessee. 


The  Nominating  Committee  presented  the 
name  of  Dr.  Daugh  W.  Smith  of  Nashville 
as  delegate  to  the  American  Medical  As- 
sociation from  Middle  Tennessee  complet- 
ing the  term  of  Dr.  C.  M.  Hamilton,  de- 
ceased. There  being  no  further  nomina- 
tions, Dr.  Smith  was  declared  unanimously 
elected  delegate  to  the  AMA. 

The  Nominating  Committee  presented  the 
name  of  Dr.  Charles  C.  Smeltzer  of  Knox- 
ville as  delegate  to  the  American  Medical 
Association  from  East  Tennessee.  There 
being  no  further  nominations,  Dr.  Smeltzer 
was  unanimously  elected  delegate  to  the 
AMA  from  East  Tennessee. 

Dr.  Smith’s  term  will  expire  December 
31,  1959,  and  Dr.  Smeltzer’s  term  will  ex- 
pire December  31,  1960. 

The  Nominating  Committee  presented 
the  name  of  Dr.  Wm.  J.  Sheridan  of  Chat- 
tanooga as  alternate  delegate  to  the  Amer- 
ican Medical  Association  from  East  Tennes- 
see. There  being  no  further  nominations, 
Dr.  Sheridan  was  unanimously  elected  al- 
ternate delegate  to  the  AMA  from  East 
Tennessee.  His  term  will  expire  Decem- 
ber 31,  1960. 

The  Nominating  Committee  presented 
names  of  the  following  three  physicians 
from  Middle  Tennessee,  one  of  whom  will 
be  subsequently  appointed  by  the  Governor 
for  the  Public  Health  Council.  The  names 
presented  were:  Dr.  T.  R.  Ray  of  Shelby- 
ville,  Dr.  Addison  B.  Scoville,  Jr.,  of  Nash- 
ville and  Dr.  Joseph  M.  Strayhorn  of  Nash- 
ville. 

The  Speaker  called  for  additional  nomina- 
tions from  the  floor.  There  being  none,  the 
above  three  physicians  were  declared  unan- 
imously nominated,  one  of  whom  would  be 
appointed  by  the  Governor  to  the  Public 
Health  Council. 

The  Nominating  Committee  selected  three 
physicians  for  the  Board  of  Trustees  of  the 
State  Tuberculosis  Hospitals.  The  nom- 
inees were  to  come  from  Middle  Tennessee. 
One  appointment  will  be  made  by  the  Gov- 
ernor from  the  three  names  submitted.  The 
Nominating  Committee  named  Dr.  W.  W. 
Wilkerson,  Jr.,  of  Nashville,  Dr.  H.  T.  Kirby- 
Smith  of  Sewanee  and  Dr.  C.  M.  Clark  of 
McMinnville  as  nominees  for  the  Board  of 
Trustees  of  State  Tuberculosis  Hospitals. 
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There  being  no  further  nominations,  the 
above  three  physicians  were  selected,  one  of 
whom  will  be  appointed  by  the  Governor 
to  the  Board  of  Trustees  of  State  TB  Hos- 
pitals. 

Following  the  report  of  the  Nominating 
Committee,  the  ballots  for  the  office  of 
President-Elect  had  been  collected  and 
counted.  The  Speaker  announced  the  fol- 
lowing results.  Dr.  Harmon  L.  Monroe  of 
Erwin,  had  been  named  President-Elect  of 
the  Tennessee  State  Medical  Association. 

The  Speaker  announced  that  election  of 
Dr.  Monroe  caused  a vacancy  on  the  Board 
of  Trustees.  The  Speaker  requested  the 
nominating  Committee  to  make  a nomina- 
tion for  Trustee  from  East  Tennessee.  The 
Chairman  of  the  Nominating  Committee 
called  a short  meeting. 

Dr.  D.  C.  Seward  announced  that  the  elec- 
tion created  another  vacancy  inasmuch  as 
Dr.  J.  T.  Moore  had  been  named  Vice-Pres- 
ident, thus  creating  a vacancy  on  the  Coun- 
cil. 

At  the  conclusion  of  a short  meeting  of 
the  Nominating  Committee,  the  Chairman 
placed  in  nomination,  the  name  of  Dr.  Wm. 
J.  Sheridan  of  Chattanooga  as  Trustee  to 
fill  the  un-expired  term  of  Dr.  Monroe. 
There  being  no  other  nominations,  Dr. 
Sheridan  was  unanimously  elected  a mem- 
ber of  the  Board  of  Trustees  to  complete 
the  unexpired  term  of  Dr.  Monroe. 

The  Nominating'  Committee  placed  the 
name  of  Dr.  William  A.  Hensley  of  Cooke- 
ville for  the  office  of  Councilor  from  the 
Fourth  District  to  fill  the  unexpired  term 
of  Dr.  J.  T.  Moore,  Jr.  There  being  no 
further  nominations,  Dr.  Hensley  was  unan- 
imously elected  to  complete  the  unexpired 
term  of  Dr.  Moore  as  councilor  for  the 
Fourth  District. 

This  completed  the  report  of  the  Nominat- 
ing Committee. 

The  Speaker  appointed  Dr.  Ralph  H. 
Monger,  Knoxville,  and  Dr.  A.  M.  Patter- 
son, Chattanooga,  as  a committee  to  intro- 
duce the  President-Elect  to  the  scientific 
assembly. 

Report  of  Reference  Committee  on  Amendments 

Dr.  John  R.  Thompson,  Jr.,  Chairman 

There  were  no  amendments  to  the  Con- 


stitution and  By-Laws  presented  and  none 
were  to  be  acted  upon.  There  was  no  report 
necessary  from  the  Reference  Committee. 

Report  of  Reference  Committee  on  Resolutions 

Dr.  Addison  B.  Scoville,  Jr.,  Chairman 

The  Speaker  next  called  for  the  report  of 
the  Reference  Committee  on  Resolutions, 
requesting  the  Chairman,  Dr.  Addison  B. 
Scoville,  Jr.,  to  make  his  report. 

Dr.  Scoville  stated  that  he  would  present 
the  Resolutions  in  abstracted  form  and  give 
the  recommendation  of  the  Reference  Com- 
mittee. Following  is  the  report  with  the 
recommendations  and  amendments  sug- 
gested by  the  Reference  Committee. 

No.  I 

Resolution  on  a Bill  Before  Congress  (HR  6719) 
Pay  Ra  ises  in  the  Veterans  Administration 

By:  Chas.  C.  Traeue,  IV,  M.D. 

“WHEREAS,  a legislative  bill  now  before 
the  National  Congress  having  to  do  with 
the  pay  scale  of  Physicians  in  the  Veterans 
Administration,  and 

“WHEREAS,  the  bill  before  Congress  is 
known  as  H.R.  6719,  a bill  to  raise  the  pay 
of  physicians  in  the  Veterans  Administra- 
tion service,  and 

“WHEREAS,  a recommendation  was 
adopted  by  the  Legislative  Committee  of 
TSMA  at  its  January  meeting  to  oppose  the 
inclusion  of  optometrists  in  this  bill.  Now 
therefore  be  it 

“RESOLVED,  That  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  As- 
sociation go  on  record  to  express  its  opposi- 
tion to  that  portion  of  H.R.  6719  which 
equates  the  optometrist  with  the  physician 
and  dentist,  and  to  all  other  Federal  and 
State  legislation  in  which  similar  attempts 
may  be  made,  and  be  it  further 

“RESOLVED,  that  the  chairman  of  the 
appropriate  committee  of  Congress  be  made 
aware  of  this  Association’s  views  on  this 
bill,  and  also  the  members  from  Tennessee 
of  the  House  and  Senate,  and  the  director 
of  the  Washington  office  of  the  AMA.” 

The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  duly  seconded,  the  matter  was  put  to  a 
vote  and  carried  and,  the  Resolution  was 
adopted. 
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No.  2 

Resolution  on  Group  Insurance  tor  Added  Plans 
on  Life  and  Major  Medical  Insurance 

By:  B.  F.  Byrd,  Sr.,  M.D. 

“WHEREAS,  the  committee  on  insurance 
has  studied  and  recommended  in  previous 
years  the  adoption  of  various  Insurance 
Plans,  such  as  health  and  accident,  liability 
and  malpractice  and  overhead  expense  in- 
surance, and 

“WHEREAS,  the  above  type  plans  have 
proved  helpful  and  have  been  accepted  and 
are  now  available  for  members  of  the  Ten- 
nessee State  Medical  Association,  and 

“WHEREAS,  the  committee  on  insurance 
recommends  that  members  of  the  Tennes- 
see State  Medical  Association  be  availed  of 
other  types  of  insurance  that  may  prove 
beneficial,  and 

“WHEREAS,  proposals  have  been  made  by 
several  insurance  companies  for  major  med- 
ical and  group  life  plans. 

“NOW  THEREFORE  BE  IT  RESOLVED, 
that  the  Committee  on  Insurance  will  study 
additional  insurance  plans  in  major  med- 
ical and  group  life  insurance,  and  be  it 
further 

“RESOLVED,  that  the  Committee  on  In- 
surance study  and  recommend  the  best 
available  plan  in  these  fields  for  the  As- 
sociation’s membership,  and  be  it  further 

“RESOLVED,  that  the  House  of  Delegates 
empower  the  Board  of  Trustees  to  accept 
or  reject  a plan  presented  by  the  committee 
on  Insurance,  in  order  to  expedite  imple- 
mentation and  to  prevent  the  necessity  of 
calling  a special  session  of  the  House  of 
Delegates  to  approve  a plan  recommended 
by  the  Committee  on  Insurance.” 

The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  severally  seconded,  the  resolution  was 
put  to  a vote,  and,  the  Resolution  was 
adopted. 

No.  3 

Resolution  of  Policy  on  Medicare 

By:  James  A.  Kirtley,  Jr.,  M.D. 

“WHEREAS,  the  Department  of  Defense 
cannot  and  will  not  at  this  time  negotiate 
either  an  indemnity  contract  or  a contract 
without  a fee  schedule,  and  it  is  believed 
that  the  Medicare  program  has  been  of 


benefit  both  to  the  Armed  Forces  and  to  the 
dependents  of  service  men,  although  it  is 
believed  that  the  program  would  be  im- 
proved, the  doctor-patient  relationship  im- 
proved, medical  economics  over  the  state 
stabilized  and  improved  and  a more  satis- 
factory service  rendered  by  physicians,  if 
a few  changes  were  made  in  the  existing 
contract, 

“NOW  THEREFORE  BE  IT  RESOLVED: 

(1)  That  the  Present  Medicare  plan  of  fixed 
fees  for  full  service  be  discontinued  and 
that  a contract  be  negotiated  for  one  year 
providing  a maximum  fee  for  each  pro- 
cedure. 

(2)  That  the  physician  will  charge  his  usual 
and  customary  fee  for  the  service  rendered. 

(3)  That  Regional  Medicare  Committees  be 
appointed  by  the  President  of  the  Tennes- 
see State  Medical  Association  in  each  of  the 
ten  Medical  Councilor  Districts  of  Tennes- 
see. These  committees  shall  determine 
whether  the  fee  is  the  usual  and  customary 
fee  for  the  service  rendered  in  that  district 
of  the  State. 

(4)  That  all  Medicare  cases  in  which  the 
physician’s  charge  exceeds  the  maximum 
fee  allowed,  all  cases  in  which  a special 
report  is  required  and  those  cases  in  which 
there  is  no  scheduled  fee,  shall  be  referred 
by  the  fiscal  agent  to  the  appropriate  Dis- 
trict Committee  for  mediation. 

If  a decision  acceptable  to  both  the  Depart- 
ment of  Defense  and  the  physician  cannot 
be  arrived  at,  then  the  case  shall  be  re- 
ferred to  the  State  Medicare  Committee  for 
recommendation  to  the  Department  of  De- 
fense; 

(5)  That  the  Committee  to  negotiate  the 
new  contract  with  the  Department  of  De- 
fense shall  be  the  chairman  of  the  Board 
of  Trustees,  the  Chairman  of  the  Medicare 
Committee,  the  Executive  Secretary  of  the 
State  Association  and  the  attorney  for  the 
State  Association; 

(6)  That  the  Committee  be  given  author- 
ity to  negotiate  the  contract  with  a maxi- 
mum fee  schedide  not  lower  than  the 
schedule  in  the  present  contract  except  in 
those  few  procedures  in  the  present  con- 
tract, which  the  Defense  Department  re- 
garded as  out  of  line  at  the  time  of  ne- 
gotiation of  the  existing  contract  and  that 
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the  Committee  be  authorized  to  change 
such  fees  to  a figure  consistent  with  the 
entire  schedule; 

(7)  That  prior  to  the  negotiation  of  the 
contract,  the  State  Medicare  Committee 
will  contact  all  organized  specialty  groups 
for  suggested  changes  in  the  present  fee 
schedule. 

(8)  That  the  Committee  be  instructed  to 
strenuously  urge  upon  the  Department  of 
Defense  the  consideration  and  inclusion  in 
the  contract  of  a clause  specifically  au- 
thorizing the  reimbursement  to  the  State 
Medical  Association  for  expenses  incident 
to  the  administrative  handling  of  disputed 
claims  referred  to  the  State  Association. 
Expenses  shall  include  such  items  as  post- 
age, supplies,  telephone  calls  and  direct 
secretarial  assistance. 

(9)  That  the  Tennessee  State  Medical  As- 
sociation go  on  record  as  favoring  in  the 
future  a contract  in  which  the  physician 
would  make  his  usual  and  customary 
charges  without  reference  to  any  fee  sched- 
ule and  that  our  Delegates  to  the  American 
Medical  Association  be  instructed  to  co- 
operate with  the  delegates  of  other  states 
that  seek  a similar  aim,  and  further  that 
the  Tennessee  State  Medical  Association 
continue  to  work  with  other  State  Associa- 
tions in  this  area  and  elsewhere  who  seek 
to  accomplish  the  objectives  set  forth  in 
this  paragraph,  (9).” 

The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  severally  seconded  and  the  resolution 
was  put  to  a vote  and,  the  Resolution  was 
unanimously  adopted. 

No.  4 

Resolution  on  The  Indigent  Hospital  Plan — 
Policy  on  the  Public  Assistance  Hospital  Program 

By:  Addison  B.  Scoville,  Jr.,  M.D. 

“WHEREAS,  a plan  for  hospitalization  of 
the  medically  indigent  was  originated  in 
the  Public  Service  Committee  of  the  Ten- 
nessee State  Medical  Association  in  1951, 
and 

“WHEREAS,  the  Tennessee  Legislature 
made  available  a token  appropriation  in 
1953  and  in  1955  to  implement  the  program, 
with  84  of  Tennessee’s  95  counties  volun- 
tarily participating  in  the  program  by  the 
end  of  the  second  year,  and 


“WHEREAS,  in  January,  1957,  recogniz- 
ing that  the  appropriation  by  the  State  Leg- 
islature for  hospitalization  had  been  grossly 
inadequate  and  all  attempts  to  obtain  the 
necessary  increase  in  funds  had  met  with 
failure,  at  the  request  of  Governor  Frank 
Clement,  the  Board  of  Trustees  of  the  Ten- 
nessee State  Medical  Association,  consid- 
ered the  use  of  federal  monies  under  Fed- 
eral Law  880  to  supplement  available  state 
funds,  and 

“WHEREAS,  after  due  consideration  the 
following  resolution  was  passed  at  the  time: 
“That  the  Board  of  Trustees  approve  the 
plan  to  use  Federal  Funds  to  implement  the 
present  Indigent  Hospital  Act,  with  the  ad- 
ministration to  be  carried  out  through  the 
State  Health  Department,” 

“WHEREAS,  at  a subsequent  meeting  of 
the  Public  Health  Council  it  was  learned 
for  the  first  time  that  the  Department  of 
Public  Welfare,  by  Federal  Law  must  ad- 
minister the  federal  funds,  thus  creating 
the  necessity  for  a division  of  the  program, 
and 

“WHEREAS,  the  new  Public  Assistance 
Hospital  Program  has  the  following  char- 
acteristics: 1.  It  is  administered  exclusively 
by  the  Department  of  Public  Welfare.  2. 
It  is  financed  as  a hospitalization  insurance 
program  with  premiums  contributed  by  the 
state,  county  and  federal  governments 
with  the  counties  contributing  on  a non- 
voluntary basis.  3.  Local  control  in  the 
form  of  a screening  committee  does  not 
exist  since  all  persons  who  receive  aid  from 
the  Department  of  Public  Welfare,  are  en- 
titled to  hospitalization  if  certified  as  medi- 
cally necessary  by  the  local  medical  review 
officers,  and 

“WHEREAS,  the  program  has  proved 
wasteful  of  both  federal  and  state  funds  and 
has  resulted  in  an  overload  of  patients  ap- 
plying for  hospitalization.  With  the  Public 
Assistance  Hospital  Program  being  con- 
trolled at  the  state  level  and  Federal  Law 
prohibiting  the  utilization  of  screening  com- 
mittees at  the  county  level  to  determine 
actual  indigency  with  respect  to  need  for 
hospitalization,  and 

“WHEREAS,  the  Public  Service  Commit- 
tee of  the  Tennessee  State  Medical  Associ- 
ation has  unanimously  expressed  its  disap- 


?30 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


June,  1958 


proval  with  the  vendor  payment  plan  of 
the  Public  Assistance  Hospital  Program  as 
administered  by  the  Tennessee  Department 
of  Public  Welfare: 

“THEREFORE,  BE  IT  RESOLVED  that 
the  House  of  Delegates  instruct  the  Legis- 
lative and  Public  Policy  Committee  to 
sponsor  legislation  in  the  1959  General  As- 
sembly to  maintain  the  original  Indigent 
Hospital  Program  at  the  appropriation  level 
of  the  present  combined  state  and  county 
programs. 

“BE  IT  FURTHER  RESOLVED  that  the 
Legislative  and  Public  Policy  Committee 
sponsor  legislation  to  amend  the  Code  of 
Tennessee  so  that  it  will  preclude  the  use 
of  federal  funds  as  presently  administered 
by  the  Tennessee  Department  of  Public 
Welfare  for  a direct  vendor  payment  pro- 
gram to  the  hospitals. 

“BE  IT  FURTHER  RESOLVED  that  the 
House  of  Delegates  reaffirms  the  doctrine 
of  the  original  Indigent  Hospital  Program 
as  administered  by  the  Tennessee  Depart- 
ment of  Public  Health,  to  wit,  the  doctors 
of  medicine  of  the  State  of  Tennessee  will 
provide  without  cost,  professional  medical 
service  to  such  patients  as  are  determined 
by  local  screening  committees  to  be  finan- 
cially unable  to  pay  the  cost  of  hospital 
care  and  treatment,  and  will  continue  to 
assist  such  persons  in  obtaining  hospitali- 
zation.” 

The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  duly  seconded,  the  resolution  was  put 
to  a vote  and,  the  Resolution  was  unani- 
mously adopted. 

No.  5 

Resolution  To  Be  Introduced  in  the  AMA  House 
of  Delegates  Regarding  Medicare 

By:  James  A.  Kirtley,  Jr.,  M.D. 

“Mr.  Speaker,  the  State  Medicare  Com- 
mittee requests  that  the  Delegates  to  the 
AMA  from  the  State  of  Tennessee  be  in- 
structed to  introduce  the  following  resolu- 
tion in  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  San  Francisco 
in  June,  1958. 

“WHEREAS,  The  Doctors  of  the  nation 
are  called  upon  to  provide  medical  services, 
under  the  Medicare  program,  to  the  depend- 
ents of  military  personnel,  and 


“WHEREAS,  The  American  Medical  As- 
sociation holds  firmly  to  the  belief  that  it 
is  wrong  for  the  Federal  government  to 
force  upon  the  physicians  and  the  people  a 
system  of  medical  practice  which  is  inimi- 
cal to  the  traditional  principles  of  the 
American  system  of  practice,  which  princi- 
ples have  been  proven  to  produce  the  best 
health  and  the  greatest  longevity  of  any 
nation  in  the  world,  and 

“WHEREAS,  One  of  these  principles  is 
that  the  physician  shall  have  the  right  to 
determine  the  just  fee  to  be  charged  for 
his  services,  depending  on  the  exact  nature 
of  the  service  rendered,  the  skill  and  ex- 
perience of  the  physician,  the  usual  scale 
of  fees  in  his  community  and  the  circum- 
stances of  the  patient,  and 

“WHEREAS,  The  fixed  fee  schedule  now 
imposed  upon  the  profession  under  Medi- 
care is  a total  violation  of  this  principle, 

“NOW  THEREFORE  BE  IT  RESOLVED, 
that 

1.  The  House  of  Delegates  of  the  American 
Medical  Association  does  hereby  go  on  rec- 
ord as  protesting  the  continuation  by  the 
Department  of  Defense  (Medicare)  of  the 
fixed  fee  schedule  in  those  States  whose 
doctors  hold  that  this  system  is  not  satis- 
factory, and 

2.  The  House  of  Delegates  of  the  Ameri- 
can Medical  Association  is  of  the  strong 
opinion  that  the  way  should  be  opened  by 
the  Federal  Government  for  the  negotiation 
of  contracts  under  Medicare  whereby  phy- 
sicians would  be  allowed  to  charge  their 
usual  and  customary  fee  for  the  services 
rendered,  and 

3.  The  House  of  Delegates  does  hereby  re- 
quest the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  to  take  all  action 
possible,  in  the  name  of  the  American  Med- 
ical Association,  to  bring  about  these  re- 
quested changes  in  the  administration  of 
the  Medicare  program.” 

The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  duly  seconded,  the  resolution  was  put 
to  a vote  and,  the  Resolution  was  adopted. 

The  Reference  Committee  moved  that  the 
President  of  the  Tennessee  State  Medical 
Association  send  a copy  of  this  Resolution 
together  with  an  explanatory  letter  to  the 
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President  of  every  State  Medical  Associa- 
tion prior  to  the  meeting  of  the  House  of 
Delegates  of  the  AMA  in  San  Francisco  in 
June,  1958.  This  motion  was  severally  sec- 
onded, the  motion  was  put  to  a vote  and, 
the  motion  was  unanimously  adopted. 

No.  6 

Resolution  on  Appointment  of  a Sight 
Conservation  Committee 

By:  Ralph  O.  Rychener,  M.D. 
“WHEREAS,  Studies  in  Sight  Conserva- 
tion and  Prevention  of  Blindness  are  ever 
increasing  on  a national  and  local  level,  and 
“WHEREAS,  any  research  in  this  field 
requires  the  guidance  of  the  medical  pro- 
fession and  is  strictly  a medical  problem, 
therefore  be  it 

“RESOLVED,  that  the  Memphis  Society 
of  Ophthalmology  and  Otolaryngology  re- 
quests the  House  of  Delegates  of  the  Mem- 
phis and  Shelby  County  Medical  Society  to 
request  the  House  of  Delegates  of  the  Ten- 
nessee State  Medical  Association  to  author- 
ize a special  permanent  committee  on  eye 
care,  to  be  known  as  the  Sight  Conservation 
Committee,  to  which  all  problems  affecting 
vision  and  visual  care  shall  be  referred.” 
The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  severally  seconded,  the  resolution  was 
put  to  a vote  and,  the  Resolution  was  unani- 
mously adopted. 

The  Reference  Committee  suggested  that 
a study  be  made  by  the  Board  of  Trustees 
toward  the  establishment  of  a General 
Health  Committee,  which  would  encompass 
various  established  committees  of  TSMA 
relating  to  specific  diseases,  such  as  the 
Cancer  Committee,  Physical  Therapy  Com- 
mittee, Tuberculosis  Committee  and  Mental 
Health  Committee,  as  well  as  the  sub- 
committee on  aging  of  the  Public  Service 
Committee.  This  was  made  a motion,  duly 
seconded,  the  motion  was  put  to  a vote  and, 
the  motion  was  unanimously  adopted. 

The  Speaker  announced  that  it  would  be 
the  obligation  of  the  Board  of  Trustees  to 
consider  the  appointment  of  such  a study 
committee. 

No.  7 

Resolution  Requiring  Medical  Examination  as  a 
Prerequisite  for  Automobile  Drivers'  Licenses 

By:  John  D.  Hughes,  M.D. 
“WHEREAS,  The  House  of  Delegates  of 


the  Memphis  and  Shelby  County  Medical 
Society,  meeting  on  April  1,  1958,  adopted 
the  following  resolution,  and 
“WHEREAS,  it  was  directed  that  the  res- 
olution be  presented  to  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  As- 
sociation. 

“NOW  THEREFORE  BE  IT  RESOLVED 
that 

I.  The  Memphis  and  Shelby  County  Medi- 
cal Society  request  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
of  the  Tennessee  State  Medical  Associa- 
tion to 

(a)  Endorse  the  principle  of  requiring  an 
initial  medical  examination  as  a pre- 
requisite to  licensure  to  drive  a private 
motor  vehicle  in  the  State  of  Tennes- 
see. 

(b)  Endorse  the  principle  of  requiring  a 
medical  re-examination  at  intervals  of 
five  years,  the  medical  re-examination 
certificate  to  be  processed  through  the 
Driver’s  License  Bureau  of  the  Ten- 
nessee Department  of  Safety. 

(c)  Endorse  the  requirement  that  appli- 
cants for  licensure  to  operate  a motor 
vehicle  for  hire  in  the  State  of  Ten- 
nessee be  required  to  obtain  a special 
chauffeur’s  license,  with  medical  re- 
examination required  annually. 

Medical  examinations  of  all  types  of  licen- 
sure to  drive  motor  vehicles  are  to  be  made 
by  any  licensed  doctor  of  medicine  in  the 
State  of  Tennessee  and  are  to  be  reported 
on  standard  forms  furnished  by  the  Com- 
missioner of  the  Tennessee  Department  of 
Safety. 

II.  Be  it  further  resolved  that:  The  ap- 
propriate officers  of  the  Tennessee  State 
Medical  Association  be  empowered  by  the 
Association  to  take  measures  as  are  neces- 
sary to  secure  the  passage  of  suitable  state 
laws  by  the  1959  Tennessee  State  Legisla- 
ture, making  the  above  recommended  ex- 
aminations and  regular  re-examinations 
mandatory  for  licensure. 

III.  Be  it  further  resolved  that,  Since  the 
Commissioner  of  the  Department  of  Safety 
is,  by  law,  responsible  for  setting  up  and 
enforcing  requirements  for  licensure,  in- 
cluding the  exact  standards  of  fitness  re- 
quired for  licensure  to  drive  a motor  vehicle 
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in  the  State  of  Tennessee,  a committee  of 
five  (5)  men  be  appointed,  one  (1)  from 
each  of  the  four  (4)  metropolitan  areas  of 
the  State  and  one  (1)  from  the  Tri  City 
area,  to 

(a)  formulate  a reasonable,  specific  set  of 
physical  requirements  which  are  nec- 
essary for  safe  driving, 

(b)  develop  a simple  physical  examination 
form,  and 

(c)  submit  these  to  the  Commissioner. 

“It  is  further  recommended  that  this  com- 
mittee be  available  to  advise  with  the  Com- 
missioner at  any  time  he  requests,  in  order 
that  continuing  liaison  between  the  Ten- 
nessee Department  of  Safety  and  the  Ten- 
nessee State  Medical  Association  may  be 
maintained.” 

The  Reference  Committee  recommended 
that  this  Resolution  be  referred  to  the  Pub- 
lic Service  Committee,  which  has  already 
instituted  a complex  study  of  this  vast  prob- 
lem, in  order  that  the  Public  Service  Com- 
mittee may  coordinate  the  good  points  of 
this  Resolution  with  its  own  work  in  this 
field. 

The  Reference  Committee  recommended 
the  adoption  of  this  Resolution  with  the 
recommendations  of  the  Reference  Com- 
mittee. The  motion  was  severally  seconded 
and  the  resolution  was  put  to  a vote,  and 
the  Resolution  was  unanimously  adopted, 
in  keeping  with  recommendations  of  the 
Reference  Committee. 

No.  8 

Resolution  on  Poison  Control  Centers 

By:  Addison  B.  Scoville,  Jr.,  M.D. 

“RESOLVED:  That  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  Asso- 
ciation go  on  record  as  fully  supporting  the 
establishment  and  operation  of  a state-wide 
system  of  poison  control  centers,  the  details 
to  be  handled  by  the  Public  Service  Com- 
mittee of  the  Tennessee  State  Medical  As- 
sociation.” 

The  Reference  Committee  recommended 
the  adoption  of  this  Resolution.  It  was  sec- 
onded. The  resolution  was  briefly  discussed 
by  Dr.  Aste.  There  being  no  further  dis- 
cussion, the  resolution  was  put  to  a vote  and, 
the  Resolution  was  unanimously  adopted. 


No.  9 

Resolution  on  the  Objectives  of  the 
World  Medical  Association 

Bv:  Charles  C.  Smeltzer,  M.D. 

“WHEREAS,  The  House  of  Delegates  of 
the  American  Medical  Association  has  rec- 
ommended that  every  member  of  the 
A.M.A.  join  the  U.  S.  Committee  of  The 
World  Medical  Association,  and  has  urged 
that  its  component  state  associations  “sup- 
port and  give  official  recognition  to  the  . . . 
U.  S.  Committee  in  order  to  achieve  the  ob- 
jectives of  The  World  Medical  Association 
in  protecting  the  freedom  of  medical  prac- 
tice and  increasing  the  influence  of  the 
practicing  medical  profession  at  the  inter- 
national level,”  and 

“WHEREAS,  this  society  recognizes  that 
it  is  important  for  each  physician  to  support 
his  international  organization  in  addition 
to  his  county,  state  and  national  medical 
societies,  therefore  be  it 

“RESOLVED,  that  the  Tennessee  State 
Medical  Association  hereby  expresses  its 
support  of  the  principles  and  objectives  of 
The  World  Medical  Association  and  ur- 
gently recommends  that  each  member  of 
this  society  join  the  U.  S.  Committee  of 
W.M.A.  and  take  an  active  part  in  its  serv- 
ices to  the  medical  profession  and  the  peo- 
ples of  the  world.” 

The  Reference  Committee  recommended 
the  adoption  of  this  Resolution.  The  mo- 
tion was  severally  seconded,  the  resolution 
was  put  to  a vote  and,  the  Resolution  was 
unanimously  adopted. 

No.  10 

Resolution  Expressing  Disapproval  of  the 

Corporate  Practice  of  Medicine  in  Tennessee 

By:  Harry  T.  Moore,  M.D. 

“WHEREAS,  the  corporate  practice  of 
medicine  is  illegal  within  the  State  of  Ten- 
nessee and, 

“WHEREAS,  it  has  been  charged  that  im- 
proper relations  exist  between  a hospital 
and  its  house  officers,  since  a hospital  has 
been  collecting  for  the  professional  services 
of  its  house  officers. 

“THEREFORE  BE  IT  RESOLVED,  that 
the  TSMA  express  its  disapproval  of  such 
practices  since  it  is  in  violation  of  the 
statutes  of  the  State  of  Tennessee.” 

The  Reference  Committee  recommended 
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the  following  amendment  to  the  Resolution. 
It  recommended  that  the  Hospital  Com- 
mittee of  the  Tennessee  State  Medical  As- 
sociation institute  a study  regarding  the 
mounting  economic  and  ethical  problems 
among  full-time  and  part-time  medical 
school  faculties,  private  physicians,  interns, 
residents  and  hospitals.  The  Reference 
Committee  recommended  the  adoption  of 
this  Amendment.  The  motion  to  amend 
was  duly  seconded.  The  motion  was  dis- 
cussed by  Dr.  Scoville,  Dr.  Trabue  and  Dr. 
Trumbull.  Dr.  Trumbull  pointed  out  that 
the  Resolution  as  it  stood,  disapproved  of 
the  practice  of  hospitals  collecting  fees.  He 
stated  that  this  did  not  answer  the  question 
of  where  the  fee  will  go,  thus  the  amend- 
ment was  being  added. 

Dr.  Duane  Carr  discussed  the  Resolution, 
nessee,  of  efforts  to  correct  this  deficiency.” 
Following  the  discussion,  the  Speaker  called 
for  a vote,  and  the  Amendment  to  Resolu- 
tion No.  10  was  unanimously  adopted. 

The  Reference  Committee  Chairman  then 
moved  that  the  Resolution  as  amended  be 
adopted.  The  motion  was  duly  seconded, 
the  resolution  as  amended  was  put  to  a 
vote,  and  the  Resolution  as  amended  was 
adopted. 

No.  I I 

Resolution  on  the  Shortage  of  Anatomical 
Material  in  the  Medical  College  of 
The  University  of  Tennessee 

By:  William  C.  Chaney,  M.D. 
“RESOLVED,  That  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  As- 
sociation go  on  record  as  expressing  its 
concern  over  the  shortage  of  anatomical 
material  so  necessary  for  teaching  purposes 
in  the  medical  college  of  the  University  of 
Tennessee,  and  its  support,  within  the 
framework  of  the  laws  of  the  State  of  Ten- 
The  Reference  Committee  on  Resolutions 
recommended  that  this  Resolution  include 
all  medical  colleges  in  the  State  of  Ten- 
nessee. The  Reference  Committee  recom- 
mended the  adoption  of  this  Resolution  in- 
cluding the  recommendation  of  the  Refer- 
ence Committee.  The  motion  was  duly 
seconded,  the  resolution  with  the  recom- 
mendation was  put  to  a vote  and,  the  Reso- 
lution with  the  recommendation  was 
adopted. 


No.  12 

Resolution  Expressing  Appreciation  to  the 
Knoxville  Area  Medical  Administrator 
of  U.M.W.A.  Welfare  & Retirement  Fund 

By:  Daugh  W.  Smith,  M.D. 

“WHEREAS,  some  deplorable  conditions 
in  medical  care  existed  in  certain  places  in 
coal  mining  areas  of  Tennessee; 

“WHEREAS,  the  responsibility  of  seeing 
that  all  people  in  these  places  received  ade- 
quate medical  care  was  a mutual  responsi- 
bility: namely  the  Tennessee  State  Medical 
Association  and  the  Medical  Services  of 
UMWA  Welfare  and  Retirement  Fund;  and 

“WHEREAS,  the  administration  of  the 
medical  services  of  this  Fund  has  given  full 
cooperation  in  correcting  these  inadequacies 
in  the  field  of  medical  care;  therefore  be  it 

“RESOLVED,  that  the  Tennessee  State 
Medical  Association  hereby  expresses  its 
appreciation  to  the  Knoxville  Area  Medical 
Administrator  for  the  cooperation  and  as- 
sistance in  raising  the  standard  of  medical 
care  rendered  to  all  people  in  certain  areas 
of  our  State.” 

The  Reference  Committee  recommended 
the  adoption  of  this  Resolution.  The  mo- 
tion was  severally  seconded. 

Dr.  Charles  C.  Smeltzer  arose  to  speak 
in  support  of  this  Resolution.  Dr.  Louis  A. 
Killeffer  of  Harriman  spoke  relative  to  the 
Resolution  and  gave  his  opinion  that  per- 
haps the  Association  should  not  go  on  rec- 
ord as  an  organization,  approving  third- 
party  medicine.  Dr.  John  D.  Hughes  spoke 
on  the  resolution.  Dr.  Ralph  O.  Rychener 
asked  the  question  of  whether  Dr.  John 
Winebrenner’s  name  was  mentioned  in  the 
Resolution.  The  Speaker  announced  that 
Dr.  Winebrenner’s  name  was  not  specifi- 
cally mentioned  but  that  the  Knoxville 
Area  Medical  Administrator  was  Dr.  Wine- 
brenner.  Dr.  I.  E.  Phillips  of  the  Sullivan- 
Johnson  Society  also  spoke  relative  to  the 
resolution. 

Dr.  Ralph  O.  Rychener  made  a motion  to 
amend  the  Resolution  to  include  the  name 
of  Dr.  John  Winebrenner  after  the  word 
“administrator.”  The  motion  to  amend  was 
severally  seconded,  the  motion  was  put  to  a 
vote  and  the  motion  to  amend  was  adopted. 

Since  the  Reference  Committee  had  rec- 
ommended the  adoption  of  the  Resolution, 
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the  original  Resolution  as  amended  was  put 
to  a vote,  and  the  amended  Resolution  was 
unanimously  adopted. 

No.  13 

Resolution  on  Revisions  in  the 
Rural  Health  Committee 

Bv:  John  M.  Jackson,  M.D. 

“BE  IT  RESOLVED  that  this  House  of 
Delegates  and  the  Board  of  Trustees  ap- 
prove and  endorse  as  the  proper  function 
for  the  Rural  Health  Committee  of  the 
TSMA  the  encouragement  of  County  Health 
Councils  in  the  counties  of  Tennessee  as 
proposed  at  the  House  of  Delegates  meet- 
ing, Gatlinburg,  April  20,  1958. 

“BE  IT  ALSO  AND  ADDITIONALLY 
RESOLVED  that  this  House  of  Delegates 
and  the  Board  of  Trustees  increase  the 
membership  of  the  rural  health  committee 
to  24  in  order  realistically  to  approach  the 
appointed  function  of  this  committee. 

“BE  IT  ALSO  AND  ADDITIONALLY 
RESOLVED  that  this  House  of  Delegates 
and  the  Board  of  Trustees  indicate  its  con- 
sidered recommendation  and  its  pleasure 
that  the  Rural  Health  Committee  work 
closely  with  the  major  agricultural  agencies 
and  departments  and  with  the  Mental 
Health  and  Public  Health  Departments  in 
this  endeavor,  which  should  be  one  of  joint 
medical  and  (rural)  lay  resources.” 

The  Recommendation  of  the  Reference 
Committee  was  that  it  believed  that  24 
members  would  make  the  committee  un- 
wieldy. The  recommendation  was  that 
rural  counties  appoint  from  county  medical 
society  membership,  one  or  more  physicians 
to  work  in  liaison  with  the  Rural  Health 
Committee  of  the  Tennessee  State  Medical 
Association.  The  Reference  Committee  rec- 
ommended establishment  of  an  advisory 
county  health  council  where  needed,  but 
only  if  it  was  absolutely  necessary  and  that 
final  decisions  should  be  made  by  the  local 
county  medical  society  in  the  area.  Finally 
the  Reference  Committee  recommended 
close  cooperation  by  the  Rural  Health  Com- 
mittee with  various  interested  medical  and 
lay  organizations.  The  Reference  Commit- 
tee commended  the  Rural  Health  Commit- 
tee and  hoped  that  further  study  by  the 
Committee  would  embody  the  recommenda- 
tions listed  above. 


The  Reference  Committee  recommended 
disapproval  of  Resolution  No.  13  as  pre- 
sented. The  motion  for  disapproval  was 
severally  seconded.  Reasons  for  the  Refer- 
ence Committee’s  actions  on  disapproval 
were  further  explained  by  Dr.  Scoville. 

Following  discussion,  the  motion  to  dis- 
approve was  put  to  a vote,  and  the  mo- 
tion to  disapprove  Resolution  No.  13  was 
adopted. 

No.  14 

Resolution  Dealing  with  Unethical  Practices 
of  Some  Physicians 

By:  Duane  Carr,  M.D. 

“WHEREAS,  it  has  been  brought  to  the 
attention  of  the  Council  of  the  Tennessee 
State  Medical  Association,  that  some  phy- 
sicians who  do  not  belong  to  organized 
medicine  use  their  position  as  a doctor  of 
medicine  to  promote  commercial  projects, 
and 

“WHEREAS,  letters  and  information  have 
been  sent  to  free  box  holders  and  the  gen- 
eral public  through  the  mails,  such  docu- 
ments appearing  over  the  physician’s  name 
to  promote  the  sale  of  insurance  or  to  pro- 
mote stock  in  some  particular  insurance 
company,  and 

“WHEREAS,  doctors  of  medicine 
throughout  the  State  of  Tennessee  have 
taken  cognizance  of  such  actions  and  vig- 
orously objected  to  these  acts  as  detrimen- 
tal to  medicine,  and 

“WHEREAS,  the  Editor  of  one  large 
metropolitan  newspaper  in  the  State  has 
brought  a complaint  to  the  Board  of  Trus- 
tees of  the  Tennessee  State  Medical  Asso- 
ciation regarding  such  practices,  and 

“WHEREAS,  the  Council  of  TSMA  de- 
termines that  such  practices  are  unethical 
in  light  of  the  Code  of  Medical  Ethics, 

“NOW  THEREFORE  BE  IT  RESOLVED, 
that  the  Council  recommend  that  the  House 
of  Delegates  of  the  Tennessee  State  Medi- 
cal Association  go  on  record  as  condemning 
such  practices  by  a physician  using  his  pro- 
fessional status  to  promote  organizations  in 
private  enterprise  as  outlined  above,  and 
that  the  House  request  the  Licensing  Board 
for  the  Healing  Arts  for  the  State  of  Ten- 
nessee, to  use  its  power  and  influence  in 
dealing  with  those  physicians,  outside  of 
organized  medicine,  who  use  their  profes- 


June,  1958 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


235 


sional  titles  in  such  promotion.  The  Li- 
censing Board  for  the  Healing  Arts  should 
determine  the  legality  of  such  actions  upon 
the  part  of  these  physicians.” 

The  Reference  Committee  recommended 
the  adoption  of  this  Resolution.  The  mo- 
tion to  adopt  was  duly  seconded. 

Dr.  R.  H.  Hutcheson  asked  the  privilege 
of  the  floor  to  explain  the  reasons  for  this 
Resolution.  Dr.  D.  C.  Reward,  Chairman 
of  the  Council,  stated  that  the  matter  was 
referred  to  the  Council.  The  motion  as 
made  and  seconded  to  adopt  was  put  to  a 
vote,  and  the  Resolution  was  unanimously 
adopted. 

No.  15 

Resolution  on  Indigent  Patients  Available 
for  Teaching  Purposes 

By:  Addison  B.  Scoville,  Jr.,  M.D. 

“WHEREAS,  a greater  portion  of  our 
population  is  being  covered  by  professional 
medical  insurance  decreasing  the  quantity 
of  purely  indigent  patients  available  for 
teaching  purposes,  and 
“WHEREAS,  this  trend,  while  benefiting 
the  patient,  is  creating  mounting  economic 
and  ethical  problems  among  full  time  and 
part  time  medical  school  faculties,  private 
physicians,  interns,  residents,  and  hospitals, 
“THEREFORE  BE  IT  RESOLVED,  that 
this  House  of  Delegates  instruct  our  dele- 
gates to  the  American  Medical  Association 
to  introduce  a Resolution  in  the  AMA 
House  of  Delegates  to  the  effect  that  the 
appropriate  agency  of  the  American  Medi- 
cal Association  make  a thorough  study  of 
these  problems  with  a view  toward  the  de- 
velopment of  an  acceptable  statement  of 
principles  which  could  guide  local  areas  in 
the  amicable  solution  of  these  problems.” 
The  Reference  Committee  recommended 
adoption  of  this  Resolution.  The  motion 
was  duly  seconded. 

Dr.  Henry  Gotten  asked  the  question  of 
whether  the  Association  actually  shoukl 
adopt  this  Resolution.  He  discussed  the 
resolution  in  detail  stating  that  the  first 
two  paragraphs  would  leave  the  impression 
that  the  Association  was  not  happy  that 
they  had  fewer  indigent  patients  available. 

Dr.  Carroll  Long  asked  the  delegates  to 
AMA  if  this  matter  was  not  already  under 
consideration  by  the  AMA  House.  He  stated 


that  he  was  in  opposition  to  the  adoption 
of  the  Resolution. 

Dr.  John  D.  Hughes,  a member  of  the 
Reference  Committee,  stated  that  he  was 
willing  to  have  the  wording  in  the  first 
paragraph  changed.  He  further  explained 
the  intentions  of  the  Reference  Committee 
in  presenting  the  Resolution  and  stated  that 
he  did  believe  that  the  matter  should  be 
studied  on  a national  level,  as  well  as  on 
the  local  level. 

Dr.  Merlin  Trumbull  stated  that  the  Reso- 
lution was  the  outgrowth  of  the  discussions 
by  the  Reference  Committee  in  regard  to 
Resolution  No.  10,  on  which  some  discussion 
took  place  earlier.  Dr.  Trumbull  moved 
that  the  Resolution  be  amended  and  insert 
a third  “whereas”  which  might  read  as  fol- 
lows: 

“WHEREAS,  these  expressions  in  no  way 
deplore  the  loss  of  a number  of  indigent 
patients;  therefore  be  it  RESOLVED,  and 
so  on.” 

The  motion  was  seconded  by  Dr.  Wm.  A. 
Garrott.  The  amendment  was  discussed  by 
Dr.  Duane  Carr  and  the  suggestion  was 
made  that  the  Reference  Committee  with- 
draw the  Resolution,  retire  and  rewrite  the 
Resolution  so  as  to  delete  completely  any 
impression  that  the  Association  is  trying 
to  get  a great  body  of  indigent  patients  to 
work  on. 

Dr.  Gotten  again  discussed  the  Resolu- 
tion and  requested  the  Reference  Commit- 
tee withdraw  the  Resolution  and  rewrite  it. 
Dr.  Gotten  moved  that  action  on  the  Reso- 
lution be  suspended  for  thirty  minutes,  ask- 
ing that  the  Reference  Committee  retire 
and  reword  the  Resolution,  and  make  a 
further  report. 

Dr.  Smeltzer  stated  that  the  Council  on 
Medical  Education  and  Hospitals  of  the 
AMA  was  considering  the  contents  of  the 
Resolution. 

Dr.  R.  H.  Kampmeier  further  discussed 
the  Resolution  and  went  into  considerable 
detail  relative  to  his  appearance  before  an 
AMA  Reference  Committee,  the  Council  on 
Medical  Education  and  the  Council  on  Med- 
ical Services  of  the  AMA. 

Vice-Speaker  Johnson  spoke  relative  to 
the  Resolution  and  confirmed  the  statement 
that  there  was  a committee  of  the  AMA 
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working  with  the  Health  Insurance  Council 
on  this  problem. 

Dr.  Moore  J.  Smith  of  Chattanooga  stated 
that  if  the  AMA  was  aware  of  the  things 
involved  and  had  a committee  working  on 
it,  it  seemed  there  was  no  need  for  the 
TSMA  to  do  anything  about  this  problem. 
It  was  stated  that  the  delegates  to  the  AMA 
have  the  authority  and  responsibility  to 
pursue  these  matters  without  any  resolu- 
tion. 

The  Speaker  announced  that  since  the 
motion  had  been  made  to  suspend  action 
for  thirty  minutes,  that  the  matter  could 
be  greatly  clarified.  The  motion  was  duly 
seconded,  put  to  a vote,  and  unanimously 
adopted. 

The  Speaker  announced  that  when  the 
Reference  Committee  could  complete  its 
report  on  Resolution  No.  15,  the  Reference 
Committee  on  Resolutions  report  woidd  be 
completed. 

After  a thirty  minute  suspension,  the  Ref- 
erence Committee  returned  to  complete  ac- 
tion on  Resolution  No.  15. 

Dr.  Merlin  Trumbull  moved  to  withdraw 
his  amendment  to  the  Resolution  and  Dr. 
Hughes,  who  seconded  the  motion,  agreed. 

Since  Dr.  Addison  B.  Scoville  introduced 
Resolution  No.  15,  he  requested  permission 
to  withdraw  the  motion  to  adopt  the  origi- 
nal Resolution  No.  15.  It  was  granted. 

Dr.  Scoville  then  presented  Resolution 
No.  15  as  it  was  rewritten  by  the  Reference 
Committee. 

Resolution  No.  I 5 
(Revised) 

“WHEREAS,  a greater  portion  of  our 
population  is  being  covered  by  professional 
medical  insurance,  a trend  with  which  the 
medical  profession  is  in  hearty  accord;  and 

“WHEREAS,  this  trend  is  creating  mount- 
ing economic  and  ethical  problems  among 
full  time  and  part  time  medical  school  fac- 
ulties, private  physicians,  interns,  residents 
and  hospitals,  therefore  be  it 

“RESOLVED,  that  this  House  of  Dele- 
gates instruct  our  delegates  to  the  American 
Medical  Association  to  ascertain  whether 
all  problems  mentioned  above  are  being 
studied  thoroughly  from  both  economic  and 
ethical  aspects  by  an  appropriate  agency  of 
the  American  Medical  Association  with  a 


view  toward  the  development  of  an  ac- 
ceptable statement  of  principles  which 
could  guide  local  areas  in  the  amicable  so- 
lution of  these  problems.” 

The  Reference  Committee  moved  the 
adoption  of  this  Resolution.  The  motion 
was  duly  seconded,  put  to  a vote,  and  the 
motion  to  adopt  Resolution  No.  15  as  revised 
was  adopted. 

The  Reference  Committee  moved  that 
the  report  of  the  Reference  Committee  on 
Resolutions  as  amended  be  adopted  as  a 
whole.  The  motion  was  severally  seconded, 
put  to  a vote,  and  the  report  of  the  Refer- 
ence Committee  on  Resolutions  was  adopted 
as  a whole. 

Report  of  the  Reference  Committee  on 
Reports  of  Officers 

Dana  W.  Nance,  M.D.,  Chairman 

Dr.  Nance  read  the  following  report  of 
the  Reference  Committee  on  reports  of 
Officers. 

Report  of  the  President 

“Your  Reference  Committee  has  reviewed 
the  report  of  the  President,  Dr.  J.  Paul 
Baird,  of  Dyersburg,  and  wishes  to  com- 
mend him  for  the  manner  in  which  he  has 
carried  out  the  duties  of  his  office  for  the 
past  year.  We  acclaim  his  diligence  in  visit- 
ing societies,  as  well  as  attending  the  sym- 
posia of  Presidents  of  State  Societies  in 
New  York  and  nearby  State  medical  meet- 
ings, all  accomplished  at  considerable  sacri- 
fice of  time  and  energy.  We  note  with 
satisfaction  that  the  finances  of  the  Associ- 
ation are  in  good  condition.  We  endorse 
his  suggestions  that  we  continue  to  support 
and  progressively  revise  our  Tennessee 
Plan;  that  we  actively  oppose  the  Forand 
bill;  that  we  continue  to  grapple  with  the 
problem  of  the  shortage  of  nurses;  that  the 
scientific  programs  at  our  annual  meetings 
undergo  revision,  and  that  measures  be 
initiated  with  a view  to  relieving  the  work 
load  of  our  Executive  Secretary.” 

The  Reference  Committee  moved  the  ac- 
ceptance of  this  Report.  The  motion  was 
severally  seconded,  was  put  to  a vote,  and 
the  motion  was  unanimously  adopted. 

Report  of  the  Chairman  of  the  Board  of 
Trustees  and  Treasurer 

“Your  Reference  Committee  has  reviewed 
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the  reports  of  Dr.  Charles  C.  Trabue,  Chair- 
man of  the  Board  of  Trustees  and  Treas- 
urer, and  congratulate  the  doctors  of  Ten- 
nessee that  the  administration  of  their 
affairs  and  finances  has  been  managed  by 
such  capable  hands  during  the  past  year. 
We  note  with  satisfaction  his  statement 
that  the  enlarged  Board,  an  innovation  this 
year,  has  resulted  in  making  decisions  on 
a more  informed  basis.  ’We  commend  the 
Board  and  the  Treasurer  for  accomplishing 
the  work  of  the  Association  with  a modest 
excess  of  revenue  over  expenditures.” 

The  Reference  Committee  moved  the  ac- 
ceptance of  this  report.  The  motion  was 
duly  seconded,  the  motion  was  put  to  a 
vote,  and  the  motion  was  unanimously 
adopted. 

Report  of  Secretary-Editor 

“Your  Reference  Committee  has  reviewed 
the  report  of  the  Secretary-Editor,  Dr.  R. 
H.  Kampmeier.  We  rejoice  at  his  election 
Sunday  as  Physician  of  the  Year,  and  feel 
that  this  action  by  the  Association  attests 
the  high  regard  that  the  members  of  the 
Association  have  for  the  manner  in  which 
he  has  carried  out  his  duties.  We  congratu- 
late him  and  his  assistant  editors,  Drs.  Al- 
bert Weinstein  and  Addison  B.  Scoville,  Jr., 
for  having  produced  a Journal  of  consis- 
tently high  caliber,  and  for  having  in- 
creased the  pages  of  text  from  450  to  526 
and  the  pages  of  advertising  from  708  to 
721.” 

The  Reference  Committee  moved  accep- 
tance of  this  Report.  The  motion  was  sev- 
erally seconded,  put  to  a vote,  and  the  mo- 
tion was  unanimously  adopted. 

Report  of  the  Council 

“Your  Reference  Committee  has  reviewed 
the  report  of  Dr.  D.  C.  Seward,  Chairman 
of  the  Council,  and  notes  with  pleasure  that 
complaints  referred  to  the  Council  during 
the  year  have  been  practically  nil,  making 
it  unnecessary  to  call  the  entire  Council 
together  at  any  time  during  the  year.  We 
are  gratified  that  all  complaints  were  ad- 
judicated at  the  local  level.  We  take  ex- 
ception to  statements  contained  in  the 
report,  beginning  with  the  second  para- 
graph on  page  2 and  continuing  through  the 
second  paragraph  on  page  4,  because  of  fac- 


tual inaccuracy;  because  the  material  is  not 
pertinent  to  the  duties  of  the  Council  nor 
does  it  reflect  work  done  by  the  Council; 
because  publication  of  these  opinions  of  the 
Chairman  of  the  Council  might  adversely 
affect  the  cordial  relationships  which  have 
existed  between  the  Association  and  the 
UMWA  as  represented  by  its  able  Area  Ad- 
ministrator, Dr.  John  D.  Winebrenner,  of 
Knoxville.” 

The  Reference  Committee  recommended 
the  adoption  of  this  report,  provided  that 
the  section  referred  to  above,  be  deleted. 
The  motion  was  duly  seconded. 

Dr.  Carroll  Long  of  Johnson  City  an- 
nounced that  the  report  was  that  of  the 
Chairman  of  the  Council  and  it  did  not  nec- 
essarily embody  the  views  of  the  council 
members. 

Dr.  D.  C.  Seward,  Chairman  of  the  Coun- 
cil, spoke  in  some  detail  in  defense  of  the 
matter  contained  in  the  report.  He  read 
several  articles  from  the  AMA  Journal  and 
the  Wall  Street  Journal. 

The  question  was  called  for,  the  motion 
was  put  to  a vote.  There  was  some  dis- 
agreement as  to  the  stand  taken  by  the 
House  on  this  question  and  the  Speaker 
asked  for  a standing  vote.  The  count  was 
taken  and  it  was  found  that  the  motion  to 
delete  the  part  of  the  report  of  the  Council 
as  recommended  by  the  Reference  Com- 
mittee was  adopted  by  a vote  of  35  to  23, 
therefore,  the  motion  by  Reference  Com- 
mittee to  delete  a part  of  the  Report  carried 
and  the  recommendation  of  the  Reference 
Committee  was  duly  adopted. 

Report  of  Executive-Secretary 

“Your  Reference  Committee  has  reviewed 
the  comprehensive  report  of  the  Executive 
Secretary,  Mr.  J.  E.  Ballentine,  and  wishes 
to  express  to  him  the  grateful  thanks  of  the 
Association  for  his  efficient  handling  of  the 
multitudinous  duties  of  his  office.  We  en- 
dorse the  plans  of  the  President  and  the 
Board  of  Trustees  to  put  into  effect  an  eas- 
ing of  his  work  load.  We  urge  expediting 
of  these  plans.” 

The  Reference  Committee  moved  the 
adoption  of  the  Report.  The  motion  was 
severally  seconded,  was  put  to  a vote,  and 

the  motion  was  unanimously  adopted. 

The  Chairman  of  the  Reference  Commit- 
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tee  on  Reports  of  Officers  moved  that  the 
report  of  the  Reference  Committee  be  ac- 
cepted as  a whole.  The  motion  was  duly 
seconded,  was  put  to  a vote  and  was  unani- 
mously adopted. 

The  Speaker  then  called  upon  the  Chair- 
man of  the  Reference  Committee  on  Re- 
ports of  Standing  Committees. 

Report  of  Reference  Committee  on 
Reports  of  Standing  Committees 

S.  Fred  Strain,  M.D.,  Chairman 

The  recommendation  of  the  Reference 
Committee  on  Reports  of  Standing  Com- 
mittees was  made  as  follows: 

Committee  on  Scientific  Work — Recom- 
mend the  report  be  accepted. 

Report  of  Committee  on  Hospitals — Rec- 
ommend the  report  be  accepted  and  further 
recommend  that  the  committee  be  contin- 
ued. 

Legislative  & Public  Policy  Committee — 
Recommend  the  report  for  acceptance  but 
the  committee  questioned  the  motion  of  no 
additional  funds  to  be  sought  for  the  in- 
digent hospital  program  for  the  next  bi- 
ennium. 

Liaison  Committee  for  the  Public  Health 
Department — Recommend  the  report  be  ac- 
cepted. 

Insurance  Committee — Recommend  the 
report  be  accepted. 

Memoirs  Committee — Recommend  that 
this  report  be  accepted. 

Symposium  Committee  on  Postgraduate 
Education — Recommend  the  report  for  ac- 
ceptance and  commended  the  members  of 
the  committee  for  the  splendid  work  per- 
formed. 

Cancer  Committee — Recommend  the  re- 
port be  accepted. 

Grievance  Committee — Recommend  ac- 
ceptance of  the  report. 

Liaison  Committee  to  the  Department  of 
Public  Welfare — Recommend  acceptance  of 
the  report. 

Prepaid  Insurance  Committee — Recom- 
mend the  report  be  accepted. 

Public  Service  Committee — Recommend 
this  report  for  acceptance. 

Rural  Health  Committee — Recommend 
this  report  for  acceptance. 

The  Chairman  of  the  Reference  Commit- 


tee announced  that  no  report  was  submitted 
by  the  Physical  Therapy  Committee. 

The  Reference  Committee  moved  that  the 
Committee  reports  outlined  be  adopted,  the 
motion  was  duly  seconded.  The  question 
was  called  for,  the  motion  was  put  to  a vote, 
and  the  reports  of  the  standing  committees 
as  reviewed  by  the  Chairman  of  the  Refer- 
ence Committee  were  adopted. 

Dr.  Strain  moved  that  the  report  of  the 
Reference  Committee  on  Reports  of  Stand- 
ing Committees  be  adopted  as  a whole.  The 
motion  was  severally  seconded,  put  to  a 
vote,  and  the  Report  of  the  Reference  Com- 
mittee on  Reports  of  Standing  Committees 
was  adopted  as  a whole. 

Report  of  Reference  Committee  on 
Reports  of  Special  Committees 

Henry  Gotten,  M.D.,  Chairman 

The  Chairman  of  the  Reference  Commit- 
tee on  Reports  of  Special  Committees  stated 
that  reports  were  not  received  from  the 
Committee  on  General  Practice;  Committee 
on  Civil  Defense;  Advisory  Committee  to 
Woman’s  Auxiliary;  Labor  Liaison  Com- 
mittee; Committee  on  Liaison  to  Tennessee 
State  Dental  Association;  the  Committee  on 
Headquarters  Building  Furnishings  and  Ap- 
pointments; or  the  Liaison  Committee  to 
the  Tennessee  Medical  Foundation. 

The  Reference  Committee  received  re- 
ports from  the  following  special  commit- 
tees: 

Industrial  Health  and  Workmen’s  Com- 
pensation-Recommended for  acceptance. 

Liaison  Committee  to  U.M.W.A. — Recom- 
mended for  acceptance. 

Committee  on  Governmental  Medical 
Services — Recommended  for  acceptance. 

Tuberculosis  Committee — Recommended 
for  acceptance. 

Committee  on  Mental  Health — Recom- 
mended for  acceptance. 

Committee  on  Health  Project  Contest — 
Recommended  for  acceptance. 

Committee  on  Legal  Relations  and  Inter- 
professional Code — Recommended  for  ac- 
ceptance. 

Study  Committee  on  Legal  Definition  of 
Medicine  and  Medical  Practice — Recom- 
mended for  acceptance. 

Study  Committee  for  Expansion  of  Gen- 
eral Practice  Services  of  the  UMWA  Wei- 
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• TSMA's  annual  meeting  was  one  of  the  best  in  medical 
postgraduate  programs.  The  meeting  was  conducted  at  Gatlin- 
burg,  April  20-23.  Arranged  in  the  Civic  Auditorium  and 
three  hotels,  were  the  general  scientific  presentations, 
business  sessions  of  the  House  of  Delegates,  scientific  and 
technical  exhibits.  The  exhibits  presented  the  newest  and 
latest  in  products  and  services  needed  by  physicians  in 
carrying  on  their  practice.  Credit  for  one  day  of  the  gen- 
eral meeting  as  well  as  some  parts  of  the  specialty  socie- 
ties was  granted  as  Category  I Credit  by  the  American  Acad- 
emy of  General  Practice. 

• Total  registration — 953  (568  physicians,  128  exhibitors, 
257  members  of  Woman's  Auxiliary).  This  was  one  of  the 
largest  attended  meetings  in  East  Tennessee. 

• The  business  sessions  of  the  House  of  Delegates  were  con- 
ducted on  Sunday  and  Tuesday,  April  20  and  22.  Complete  in- 
formation with  an  abstract  of  all  proceedings  of  the  1958 
meeting  is  contained  in  this  issue  of  the  JOURNAL. 

• Some  of  the  important  business  transacted  in  the  House  of 
Delegates  was  as  follows:  Dr.  James  C.  Gardner  of  Nashville 
was  installed  as  President  succeeding  Dr.  J.  Paul  Baird  of 
Dyersburg,  who  remains  on  the  Board  of  Trustees  for  another 
year.  The  new  president-elect  is  Dr.  Harmon  L.  Monroe, 
Erwin,  who  had  served  as  a member  of  the  Board  of  Trustees. 
He  will  take  over  the  presidency  at  the  1959  annual  meeting 
in  Memphis.  Dr.  W.  0.  Vaughan,  Nashville,  was  elected 
Chairman  of  the  Board  of  Trustees  and  Treasurer  for  a three- 
year  term. 

© Dr.  R.  H.  Kampmeier,  Nashville,  Secretary-Editor,  was  the 
recipient  of  the  first  annual  award  made  to  the  outstanding 
physician  of  the  year.  Dr.  Kampmeier' s contributions  to  or- 
ganized medicine  and  his  services  to  the  medical  profession 
are  too  numerous  to  mention  and  the  House  of  Delegates  unan- 
imously elected  him  for  this  honor. 

• In  addition  to  the  President,  President-Elect  and  Chair- 
man of  the  Board  of  Trustees,  a number  of  other  changes  oc- 
curred in  the  officers  of  the  Association.  Dr.  J.  T.  Moore, 
Jr.,  Algood,  was  named  Vice-President  from  Middle  Tennessee 
and  his  position  on  the  Council  was  taken  by  Dr.  Wm.  A. 
Hensley  of  Cookeville.  Re-elected  as  Councilors  from  the 
First,  Third,  Fifth,  Seventh  and  Ninth  Districts,  respec- 
tively, were  Dr.  Carroll  Long,  Johnson  City;  Dr.  Cecil 
Newell,  Chattanooga;  Dr.  Ben  H.  Marshall,  Fayetteville;  Dr. 
Carl  Gardner,  Jr.,  Columbia;  and  Dr.  W.  E.  Anderson,  Dyers- 
burg. 

• Dr.  D.  W.  Smith,  Nashville,  was  elected  to  complete  the 
term  of  Dr.  C.  M.  Hamilton,  deceased,  as  a delegate  to  the 
AMA.  Dr.  Smith's  term  will  expire  December  31,  1959.  Dr. 
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Charles  C.  Smeltzer,  Knoxville,  was  elected  for  a new  2-year 
term  as  delegate  to  the  American  Medical  Association.  Dr. 
Wm.  J.  Sheridan  of  Chattanooga  was  named  as  the  alternate 
delegate  from  East  Tennessee  to  serve  a two  year  term. 

• In  addition  to  Dr.  Vaughan,  serving  as  Board  Chairman  and 
Treasurer,  Dr.  Wm.  J.  Sheridan,  Chattanooga,  was  elected  to 
complete  the  unexpired  term  of  Dr.  H.  L.  Monroe.  Dr.  Sher- 
idan's term  will  expire  in  April,  1959. 

• Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga,  succeeded  Dr. 

R.  N.  Buchanan,  Jr.,  Nashville,  as  Speaker  of  the  House  of 
Delegates.  As  the  result,  Dr.  Johnson  will  be  a member  of 
the  Board  of  Trustees.  The  Vice-Speaker  is  Dr.  J.  Malcolm 
Aste  of  Memphis. 

• Fifteen  resolutions  were  introduced — thoroughly  studied 
by  the  Reference  Committee  on  Resolutions,  headed  by  Dr.  Ad- 
dison B.  Scoville,  Jr.,  Nashville.  The  subjects  covered  and 
actions  taken  were  many  and  they  are  outlined  in  the  com- 
plete abstract  of  the  proceedings  of  the  House  of  Delegates 
beginning  on  page  227  of  this  issue  of  the  JOURNAL. 

• A new  specialty  society  was  added  to  the  long  list  of 
those  groups  meeting  with  the  Tennessee  State  Medical  As- 
sociation. The  Tennessee  State  Obstetrical  and  Gynecologi- 
cal Society  was  organised  and  conducted  its  first  meeting  in 
Gatlinburg.  Officers  announced  that  the  new  specialty  so- 
ciety plans  to  meet  annually  with  TSMA  in  the  future. 

• The  President's  Banquet,  as  usual,  was  one  of  the  high- 
lights of  the  meeting.  Practically  everyone  agreed  that 
perhaps  the  most  outstanding  speaker  ever  to  address  the  As- 
sociation was  Dr.  Kenneth  McFarland,  Topeka,  Kansas,  who 
spoke  on  the  subject  "Ropes  of  Gold."  Dr.  McFarland's  ad- 
dress was  enthusiasticly  received  by  members  and  guests  of 
the  president. 

In  addition  to  the  special  awards  made  to  the  outstanding 
physician  of  the  year,  awards  went  to  winners  of  the  Health 
Project  Contest.  A $500  bond  was  given  to  the  winning  rep- 
resentatives of  the  Memphis  Treadwell  High  School  Biology 
Club. 

• As  of  January  1,  1958,  membership  of  TSMA  continued  to 
show  a steady  increase  over  previous  years.  The  membership 
report  indicated  that  the  total  number  of  physicians  who 
were  members  of  TSMA  was  2,612,  a total  of  86  more  than 
previous  year.  It  was  reported  that  AMA  membership  in  Ten- 
nessee totaled  2,266.  Each  year  brings  the  Association  mem- 
bership to  another  high. 

• The  Woman's  Auxiliary  conducted  an  outstanding  meeting. 
Mrs.  Horace  D.  Gray  of  Memphis  was  installed  as  President. 
Mrs.  William  A.  Garrott  of  Cleveland,  was  named  President- 
Elect.  The  Auxiliary  has  been  extremely  active  in  sponsor- 
ing the  Health  Project  Contest,  and  many  other  public  serv- 
ice activities  aiding  organized  medicine. 

• The  Vice-Presidents  of  TSMA  for  the  year  1958,  are  Dr. 

J.  T.  Moore,  Jr.,  Algood  for  Middle  Tennessee;  Dr.  H.  P. 
Clemmer,  Milan,  for  West  Tennessee;  and  Dr.  B.  M.  Overholt, 
Knoxville  for  East  Tennessee. 

• The  1959  annual  meeting  will  be  held  in  Memphis  at  the 
Peabody  Hotel  beginning  April  12th  and  continuing  through 
April  15th.  Next  year's  annual  meeting  planning  will  begin 
in  the  middle  of  the  summer. 


THIS  Begins  • THIS,  the  Television  Health  Information  Series,  sponsored 

by  the  Public  Service  Office  of  TSMA  and  nine  other  volun- 
tary and  official  health  agencies,  is  on  the  air  in  Nash- 
ville. The  series  of  ten  health  information  programs  began 
Sunday,  June  1st,  at  3:30  p.m.  on  WLAC-TV,  Channel  5. 

The  series  will  extend  through  August  3rd,  and  if  the 
membership  of  THIS  is  brought  up  to  its  full  complement  to 
include  13  members  instead  of  the  present  ten,  the  series 
will  continue  throughout  August.  The  Nashville  Academy  of 
Medicine  launched  the  series  with  its  program  on  weight  con- 
trol, entitled,  "What  Shape  Are  You  In?" 

Getting  the  series  on  the  air  brings  to  a successful  con- 
clusion the  first  phase  of  a long  range  effort  aimed  at 
utilizing  television  to  further  the  health  education  pro- 
gram of  TSMA.  At  the  conclusion  of  the  Nashville  series, 
the  participating  agencies  will  meet  to  evaluate  the  success 
of  the  series,  and  determine  whether  series  is  to  be  pre- 
sented in  other  television  cities  throughout  Tennessee. 

• A survey  to  determine  the  extent  to  which  Tennessee  phy- 
sicians contribute  to  their  communities,  in  terms  of  both 
time  and  money,  is  being  conducted  by  the  Public  Service  Of- 
fice. Brief  questionnaires  have  been  sent  to  1700  members 
of  TSMA.  Doctors  are  requested  to  complete  the  question- 
naires and  return  them  to  the  Public  Service  Office  so  that 
the  survey  may  be  as  accurate  as  possible. 

Recent  surveys  of  a similar  nature  have  been  conducted  by 
the  Shelby  County  Society  and  the  Nashville  Academy  of  Med- 
icine. Results  of  these  surveys  are  highly  enlightening  in 
that  the  results  indicate  that  physicians  as  individuals  and 
as  a profession  contribute  a great  deal  more  to  community 
projects,  fund  drives,  and  health  than  the  lay  public  real- 
izes. 

The  survey  results  will  be  released  to  all  news  media 
throughout  Tennessee,  and  written  up  in  JTSMA. 

Knoxville  • More  than  150  students  were  presented  with  certificates 

PR  Course  of  completion  at  the  conclusion  of  the  Public  Relations  and 

Well  Attended  Office  Procedure  Course  co-sponsored  by  the  Knoxville  Acad- 
emy of  Medicine  and  the  Public  Service  Office  of  TSMA.  The 

course,  two  academic  sessions  and  a banquet,  was  conducted 
at  the  Carolyn  P.  Brown  Memorial  Center  at  the  University  of 
Tennessee  in  Knoxville. 

The  course  was  similar  to  those  presented  previously  in 
Nashville,  Memphis,  and  Chattanooga.  Dr.  M.  Lou  Hefley,  a 
member  of  the  Knoxville  Academy's  Public  Service  Committee 
served  as  chairman  of  the  special  committee  appointed  by  Dr. 
John  Kesterson  to  implement  the  course. 

The  value  of  such  courses  is  difficult  to  determine. 
However,  the  enrollment  of  the  Knoxville  course  indicates  a 
willingness  on  the  part  of  the  medical  assistants  to  improve 


Survey  to  Determine 
Doctor  Contributions 
To  Tennessee 


Members  Named 
To  Aging 
Committee 


Union  City 
Meeting  on 
Insurance  Problem 
Sets  Precedent 


Forum  to  Be  Set 
To  Explain  Mechanics 
Of  Hospital 
Insurance 


Might  Set 
Pattern  for 
Future  Attempts 
To  Resolve 
Differences 


themselves  in  their  chosen  vocation.  By  giving  of  their  own 
time,  they  have  demonstrated  their  keen  interest  in  prepar- 
ing themselves  to  become  even  better  members  of  the  medical 
team. 

• The  members  of  the  Public  Service  Committee's  sub-com- 
mittee on  geriatrics,  the  "Committee  on  Aging,"  have  been 
named  by  Dr.  A.  B.  Scoville,  Jr.,  Public  Service  Committee 
Chairman.  Dr.  Thomas  Frist,  Nashville,  is  chairman.  Dr. 
William  A.  Garrott,  Cleveland,  and  Dr.  David  P.  McCallie, 
Chattanooga,  are  the  other  two  members. 

The  Committee  on  Aging  will  work  closely  with  its  AMA 
counterpart  in  order  to  bring  together  those  elements  of  the 
community  interested  in  and  qualified  to  define  the  prob- 
lems of  Tennessee's  Senior  Citizens  and  to  recommend  re- 
medial action. 

® A precedent-setting  conference  was  held  in  Union  City  May 
20  as  an  attempt  to  resolve  an  unpleasant  situation  that  re- 
sulted from  the  unauthorized  publication  of  a statement  on 
the  alleged  "abuse  of  hospitalization  insurance." 

The  meeting  was  called  by  Dr.  J.  Kelley  Avery,  President 
of  the  Northwest  Academy  of  Medicine.  Those  attending  in- 
cluded the  superintendent  of  the  Brown  Shoe  Company,  Dr. 
James  W.  Polk,  head  of  the  medical  staff  of  the  Obion  County 
Hospital,  Dr.  M.  A.  Blanton,  one  of  three  Brown  Shoe  Com- 
pany physicians  in  Union  City,  two  representatives  of  the 
shoe  company  union,  the  president  of  the  General  American 
Life  Insurance  Company  of  St.  Louis,  two  representatives  of 
the  Health  Insurance  Council,  and  the  TSMA  Public  Service 
Director. 

The  insurance  company  president,  Mr.  W.  M.  Paris,  apol- 
ogized for  the  newspaper  statement,  and  said  that  it  was 
never  intended  for  publication.  Mr.  Paris  also  said  that 
any  attempt  to  determine  factors  involved  in  the  rising 
costs  of  insurance  claims  should  have  included  liaison  with 
the  local  medical  society  and  with  the  hospital. 

• The  meeting  produced  two  results:  1)  The  representatives 
of  the  groups  arrived  at  a more  complete  understanding  of 
the  problems  resulting  from  hospitalization  insurance.  It 
was  decided  that  hospitalization  programs  could  be  defined 
as  those  involving  three  elements,  doctors,  hospitals,  in- 
surors-insured.  2)  Forum-type  meetings  should  be  held  at 
the  earliest  opportunity  to  present  these  problems  to  the 
employees  of  the  shoe  company  and  of  other  companies  in 
Union  City  having  such  plans  to  impress  upon  the  employees 
the  importance  of  not  taking  undue  advantage  of  the  program. 

• None  of  those  attending  the  meeting  could  recall  any  sim- 
ilar meeting  having  ever  been  held  in  Tennessee.  The  con- 
sensus was  that  such  a meeting  did  a great  deal  to  eliminate 
much  of  the  misunderstanding  and  mistrust  which  arises  some- 
times when  widely  separated  groups  are  drawn  into  a common 
operational  area  without  first  establishing  and  maintaining 
a good  mutual  working  relationship. 

Without  such  a relationship,  communications  tend  to  bog 
down  or  fail  completely  as  Mr.  Lambert  Shultze,  chairman  of 
the  Insurance  Council  in  Tennessee,  put  it,  "Our  theme  song 
should  be  'Getting  To  Know  You-Better ' . " 
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fare  & Retirement  Fund — Recommended  for 
acceptance. 

Tennessee  Committee  for  American  Med- 
ical Education  Foundation — Recommended 
for  acceptance. 

Report  of  Woman’s  Auxiliary- — Recom- 
mended for  acceptance. 

Report  of  AMA  Delegates — Recom- 
mended for  acceptance. 

The  motion  was  made  by  the  Reference 
Committee  Chairman  to  adopt  the  above 
listed  committee  reports.  The  motion  was 
severally  seconded,  was  put  to  a vote,  and 
the  motion  to  adopt  the  special  committee 
reports  was  unanimously  adopted. 

The  Reference  Committee  Chairman  fur- 
ther stated  that  the  report  of  the  Committee 
on  Blood  Banks  was  recommended  for  ac- 
ceptance, but  the  reference  committee  was 
not  in  agreement  with  the  recommendation 
that  this  committee  be  discontinued.  There- 
fore it  was  recommended  that  the  report 
be  accepted  and  that  the  committee  on 
Blood  Banks  be  continued.  The  motion  was 
seconded,  put  to  a vote,  and  the  motion  to 
accept  the  report  of  the  Committee  on  Blood 
Banks  was  accepted  and  the  committee  con- 
tinued. 

It  was  moved  by  the  Chairman  of  the 
Reference  Committee  that  the  Report  of 
the  Reference  Committee  on  Reports  of 
Special  Committees  be  adopted  as  a whole. 
The  motion  was  severally  seconded,  was 
put  to  a vote,  and  the  motion  was  unani- 
mously adopted. 

At  the  conclusion  of  the  report,  Dr.  D.  C. 
Seward  arose  to  speak  upon  acceptance  of 
the  report  of  the  Delegates  to  the  AMA 
House  of  Delegates.  He  read  an  excerpt 
relative  to  the  UMWA  Welfare  and  Retire- 
ment Fund. 

Supplemental  Reports  of  Officers 

The  Speaker  questioned  if  there  were  any 
supplemental  reports  of  officers.  He  asked 
for  supplemental  reports  of  committee 
chairmen.  He  asked  for  supplemental  re- 
ports from  Reference  committees.  There 
being  none,  the  Speaker  passed  to  the  next 
order  of  business. 

The  Speaker  called  for  any  other  old 
business.  There  being  none,  he  requested 
any  new  business  to  be  presented. 

Dr.  Carroll  Long  of  Johnson  City  moved 


that  the  House  of  Delegates  go  on  record 
thanking  the  retiring  Speaker  of  the  House 
for  his  excellent  service  during  the  past 
several  years.  The  House  arose  and  ap- 
plauded. 

Dr.  John  D.  Hughes  stated  that  the  House 
should  express  its  gratitude  to  the  Knox- 
ville Academy  of  Medicine  for  the  enter- 
tainment that  had  been  enjoyed  by  every- 
one and  that  the  House  should  give  a vote 
of  appreciation  to  the  Knoxville  Society. 
Dr.  Long  also  expressed  appreciation  on 
behalf  of  the  House  to  the  Sevier  County 
Medical  Society. 

Dr.  Rychener  requested  information  from 
the  House  concerning  the  change  in  the 
method  of  organization  in  Shelby  County. 
He  outlined  the  problem  that  was  faced  by 
the  Shelby  County  Medical  Society.  The 
Speaker  replied  that  the  TSMA  attorney, 
Mr.  Cornelius,  was  in  the  House  and  he 
called  upon  Mr.  Cornelius  to  reply  to  Dr. 
Rychener’s  question.  The  matter  dealt  with 
the  incorporation  of  the  Shelby  County 
Medical  Society. 

The  Speaker  read  a letter  addressed  to 
Members  of  the  House  of  Delegates  from 
Dr.  Ralph  H.  Shilling,  President  of  the 
Sevier  County  Medical  Society. 

Dr.  J.  Paul  Baird  of  Dyersburg  arose  to 
thank  the  Knoxville  Academy  of  Medicine 
and  the  Sevier  County  Medical  Society  for 
their  efforts  in  behalf  of  the  meeting  and 
especially  thanked  Dr.  Ralph  Shilling  of 
Gatlinburg,  and  Dr.  Oliver  Hill  of  Knox- 
ville. He  called  for  a rising  vote  of  thanks. 
Delegates  arose  and  applauded. 

The  Executive  Secretary  announced  rela- 
tive to  the  place  of  the  annual  meeting  next 
year,  pointing  out  the  increasing  difficulty 
for  the  Association  to  find  suitable  space  to 
meet  because  of  continued  growth  and  the 
fact  that  fourteen  specialty  societies  met 
with  the  Association  as  well  as  the  number 
of  exhibitors  that  had  to  be  provided  for. 
He  stated  that  it  was  necessary  to  make 
commitments  as  much  as  three  years  in  ad- 
vance and  that  plans  could  not  await  a year 
to  year  invitation  from  the  House  as  to 
where  the  meeting  would  be  conducted  for 
the  following  year. 

Dr.  Duane  Carr  of  Memphis  arose  in  be- 
half of  the  Shelby  County  Medical  Society 
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and  invited  the  Association  to  hold  its  1959 
annual  meeting  at  Memphis.  The  invita- 
tion was  accepted. 

Dr.  Julian  K.  Welch,  Brownsville,  asked 
the  question  of  whether  the  meeting  could 
be  changed  in  1959  inasmuch  as  it  con- 
flicted with  the  National  meeting  of  the 
American  Academy  of  General  Practice. 
Section  3,  Chapter  2,  of  the  By-Laws  was 
quoted  relative  to  establishing  the  dates  of 
the  meeting  and  the  matter  of  obtaining 
other  dates  in  Memphis  was  discussed 
briefly. 

It  was  stated  that  the  Board  of  Trustees 
could  discuss  this  matter  further  relative 
to  dates  of  the  1959  annual  meeting. 

Dr.  Fred  Strain  of  Memphis  pointed  out 
that  the  meeting  also  conflicted  with  other 
national  meetings,  but  such  could  not  be 


avoided.  He  stated  that  it  would  be  im- 
possible to  satisfy  everyone. 

The  Speaker  of  the  House  announced  that 
the  Board  of  Trustees  can  change  the  date 
of  the  annual  meeting,  if  necessary.  He 
further  pointed  out  that  there  would  always 
be  some  kind  of  conflict.  He  stated  that 
this  year  for  example,  the  American  Acad- 
emy of  Pediatrics  was  meeting  during  the 
same  week  of  the  TSMA  annual  meeting. 
No  motion  was  made  or  no  action  taken  on 
this  matter. 

The  Speaker  called  for  other  announce- 
ments. There  being  no  further  business, 
the  House  of  Delegates  of  the  Tennessee 
State  Medical  Association  was  adjourned  at 
11:00  A.M.,  sine  die. 

J.  E.  Ballentine 
Executive  Secretary 


Abstract  of  the  Minutes  of  the  Meeting  of  the  Council 
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The  Council  met  at  the  Riverside  Hotel, 
Gatlinburg  at  8:00  a.m.  on  April  21,  1958. 
Dr.  Seward,  the  Chairman,  presided. 
Members  present  were: 

Dr.  Carroll  Long,  First  District 
Dr.  Cecil  Newell,  Third  District 
Dr.  John  T.  Moore,  Jr.,  Fourth  District 
Dr.  D.  C.  Seward,  Sixth  District 
Dr.  Carl  Gardner,  Jr.,  Seventh  District 
Dr.  W.  E.  Anderson,  Ninth  District 
Dr.  Duane  M.  Carr,  Tenth  District 
A total  of  seven  were  present  and  three 
absent. 

Dr.  Carl  Gardner  was  named  secretary 
for  the  council  meeting. 

I.  New  Business  was  presented  to  the 
Council,  wherein  Dr.  Seward,  chairman, 
familiarized  members  of  the  council  with 
a letter  referred  to  him  by  Dr.  R.  H.  Kamp- 
meier.  The  letter  was  from  Dr.  M.  M.  Mc- 
Kinney, Director  of  Advance  Underwriting 
of  the  New  York  Life  Insurance  Company. 
The  letter  inquired  concerning  the  medical 
ethics  involved  in  the  formation  of  an  un- 
incorporated association  by  doctors  who  are 
legally  licensed  and  the  obtaining  of  con- 
sequent substantial  tax  benefits  accorded  to 
qualified  pension  plans  of  such  associations. 
It  was  determined  by  the  Council  that  it  is 


not  legal  in  the  State  of  Tennessee  for  cor- 
porations to  practice  medicine.  Any  ar- 
rangements wherein  physicians  receive  a 
fee  for  services  rendered  and  under  which 
the  patient  has  the  free  choice  of  physician, 
was  considered  to  be  ethical. 

II.  The  chairman  of  the  council  pre- 
sented a letter  from  Mr.  J.  E.  Ballentine, 
Executive  Secretary  of  TSMA  concerning 
complaints  and  activities  of  a physician,  to- 
gether with  a letter  from  the  associate 
editor  of  the  Chattanooga  Times,  who  re- 
quested an  opinion  as  to  whether  the  phy- 
sician’s practices  were  ethical.  The  com- 
plaint dealt  with  activities  concerning  the 
use  of  the  physician’s  name  as  medical  di- 
rector of  an  insurance  company  and  accom- 
panying letters  mailed  to  potential  appli- 
cants for  such  insurance.  It  was  pointed 
out  to  the  council  that  the  physician  in- 
volved was  not  a member  of  any  medical 
society  or  organized  medicine  and  therefore 
he  could  not  be  disciplined  by  a medical 
society.  It  was  also  pointed  out  that  he 
probably  had  done  nothing  illegal  and 
therefore  there  were  no  grounds  for  the 
withdrawal  of  his  license  by  the  Licensing 
Board  for  the  Healing  Arts.  Action  taken 
by  the  Council  was  to  the  effect  that  the 
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Chairman  requested  Dr.  Duane  Carr  and 
Dr.  Cecil  Newell  to  formulate  a resolution 
stating  the  position  of  the  council  and  pre- 
sent it  to  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association. 

III.  The  chairman,  Dr.  Seward,  pre- 
sented a matter  relative  to  the  ethics  in- 
volved in  doctors  of  medicine  having  deal- 
ings with  osteopaths.  The  matter  was 
discussed  at  length.  Complete  details  of 
the  situation  involved  were  not  known  to 
the  council,  therefore  the  motion  was  made, 
duly  seconded  and  adopted,  that  the  coun- 
cilor for  the  seventh  district,  Dr.  Carl  Gard- 
ner, would  look  into  the  matter  further  and 
make  a determination.  This  action  was  ap- 
proved. 

IV.  Dr.  Carroll  Long,  councilor  from  the 
first  district,  reported  relative  to  the  actions 
of  the  committee  appointed  the  preceding 
year  to  investigate  the  legal  problems  in- 
volved in  forcing  disciplinary  measures  in- 
cluding expulsion  from  the  county  and  state 
societies  when  such  measures  became  neces- 
sary in  dealing  with  physicians  alleged  to 
be  guilty  of  professional  misconduct.  Dr. 
Long  reported  that  he  had  found  that  ma- 
chinery must  be  set  up  for  a hearing  by  the 
council  in  such  cases  and  it  must  be  clearly 
determined  who  is  to  be  prosecutor  and  who 
is  to  be  judge  in  such  situations.  The  com- 
plete report  of  the  committee’s  findings 
were  presented  to  the  council.  At  the  con- 
clusion, the  chairman  directed  that  the 
committee  composed  of  Dr.  Carroll  Long, 
Dr.  J.  T.  Moore,  Jr.,  and  Dr.  Duane  Carr, 


continue  to  work  on  this  matter  for  the 
coming  year  and  that  the  committee  draw 
up  an  amendment  to  the  Constitution  and 
By-Laws  of  the  TSMA  outlining  such  nec- 
essary procedures  and  the  machinery  to  be 
ready  for  presentation  to  the  House  of  Dele- 
gates in  1959. 

It  was  the  belief  of  the  council  that  the 
matter  should  be  kept  as  simple  as  possible. 

V.  The  council  elected  its  chairman  for 
the  coming  year  and  Dr.  Cecil  Newell  nom- 
inated Dr.  D.  C.  Seward,  the  motion  being 
seconded  by  Dr.  J.  T.  Moore  and  adopted. 
Dr.  Seward  was  unanimously  elected  chair- 
man for  the  year  1958-59. 

VI.  Dr.  Carroll  Long  pointed  out  that 
since  five  councilors  were  re-elected  on  the 
preceding  day  by  the  House  of  Delegates 
to  serve  for  another  term,  and  that  this 
would  be  the  second  term  of  each  of  these 
five  councilors,  and  further  that  a complete 
turnover  in  the  five  councilors  would  occur 
two  years  hence.  Since  no  councilor  can 
serve  for  more  than  two  consecutive  terms, 
it  was  felt  that  this  was  highly  inadvisable 
in  the  future.  It  was  agreed  that  this  mat- 
ter should  be  called  to  the  attention  of  the 
nominating  committee  in  1959  and  future 
years  so  that  two  or  three  new  councilors 
could  be  nominated  each  time  thus  making 
the  turnover  each  year  more  gradual. 

There  being  no  further  business,  the 
council  adjourned. 

Carl  C.  Gardner,  Jr.,  M.D. 

Secretary 

Columbia,  Tennessee 
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Report  of  the  President 

J.  Paul  Baikd,  M.D. 

The  President  reported  upon  his  activities  dur- 
ing his  term  of  office.  The  report  dealt  with  of- 
ficial meetings  attended  at  the  AMA  in  New  York 
and  other  state  medical  associations  of  Arkansas, 
North  Carolina,  Kentucky,  and  the  inauguration 
at  the  medical  center  of  Arkansas  University  at 
Little  Rock. 

The  President’s  report  stated  that  the  finances 
of  the  Association  were  in  good  condition.  It  was 
pointed  out  that  the  Tennessee  State  Medical  As- 
sociation accomplished  much  within  its  limited 
income.  Gratitude  was  extended  to  members 
that  participated  in  the  Association's  committees. 
Special  commendation  went  to  the  Prepaid  In- 
surance Committee,  Legislative  and  Public  Policy 
Committee  and  the  Public  Service  Committee,  as 
well  as  other  standing  and  special  committees  of 
the  Association. 

The  report  pointed  out  the  progress  made  in 
the  revision  of  the  Tennessee  Plan  of  prepaid  in- 
surance, the  Indigent  Care  Program  and  the  re- 
port covered  many  of  the  difficulties  involved  with 
the  Public  Welfare  Recipient  Program.  The  status 
of  the  Medicare  contract  was  reported  and  the 
President  pointed  out  that  Tennessee  should  align 
itself  with  other  states  to  encourage  legislation  at 
the  national  level  to  permit  an  indemnity  or  usual 
fee  type  contract  to  replace  the  fixed  fee  schedule 
contract  now  in  existence.  The  report  com- 
mended the  Public  Service  Committee  for  ap- 
pointing a special  committee  on  aging — establish- 
ment of  poison  control  centers,  studying  of  the 
nursing  shortage,  and  other  activities. 

The  report  recommended  that  a committee 
should  be  named  to  study  and  determine  whether 
increased  interest  in  attendance  at  the  state  meet- 
ing might  be  secured,  if  the  type  of  program  was 
changed  from  the  long  established  policy  of  hav- 
ing only  Tennessee  physicians  appear  on  the  gen- 
eral scientific  program.  It  was  recommended  that 
specialty  groups  be  consulted  to  determine  a sat- 
isfactory means  of  having  some  of  the  distin- 
guished speakers  who  appear  before  the  specialty 
groups  to  give  additional  presentations  before  the 
general  scientific  meeting.  The  recommendation 
was  further  to  the  effect  that  a study  should  be 
made  as  to  whether  a registration  fee  should  be 
charged  at  the  annual  meeting  or  a dues  increase 
should  be  required  to  properly  finance  an  effective 
program. 

The  President’s  report  recommended  that  the  of- 
ficers, trustees  and  delegates  move  to  find  a satis- 
factory method  to  relieve  the  workload  imposed 


in  the  Central  Office,  particularly  upon  members 
of  the  Insurance  Committee,  and  disputed  claims 
arising  from  the  Medicare  program.  The  possi- 
bility of  appointing  adjustment  committees  on 
the  component  society  level,  or  at  least  by  coun- 
cilor districts,  was  recommended. 

Report  of  the  Secretary-Editor 

R.  H.  Kampmeier,  M.D. 

In  the  annual  report  a year  ago  the  Editor 
pointed  to  the  steady  decline  in  pages  of  text 
from  a high  in  1951  of  536  pages  to  a low  in  1956 
of  450  pages,  stating  that  at  the  same  time  pages 
in  advertising  had  risen  from  488  to  708  respec- 
tively. It  was  emphasized  that  much  of  this  was 
due  to  the  inflationary  costs  of  publication,  and 
attention  was  called  to  the  policy  of  most  state 
medical  associations  of  assigning  a proportion  of 
each  member’s  dues  to  journal  costs. 

In  1957  pages  of  the  text  again  rose  to  a total 
of  526,  whereas  advertising  rose  to  721  pages.  An 
attempt  was  made  to  present  for  the  membership, 
in  the  Journal,  the  many  facets  of  the  Associa- 
tion’s activities  in  its  special  committees,  The 
Board  of  Trustees,  and  House  of  Delegates.  These 
are  recorded  in  abstract  and/or  are  emphasized 
on  the  pages  of  the  President,  Executive  Secretary 
and  Public  Service  representative,  as  well  as  at 
times  on  the  Editorial  page. 

The  Editor  acknowledged  the  able  assistance  of 
the  Assistant  Editors,  Doctors  Albert  Weinstein 
and  Addison  B.  Scoville,  Jr. 

Report  of  the  Board  of  Trustees 

Chas.  C.  Trabue,  IV,  M.D. 

Chairman  and  Treasurer 

The  report  stated  that  the  Board  had  conducted 
two  regular  and  two  called  meetings  during  the 
past  year.  The  Board  had  named  an  executive 
committee  to  act  between  regular  meetings,  with 
instructions  to  report  all  of  their  actions  to  the  of- 
ficial board.  The  executive  committee  was  com- 
posed of  the  four  Nashville  members  of  the  board. 
Drs.  Buchanan,  Gardner,  Kampmeier  and  Trabue 
in  addition  to  Dr.  H.  L.  Monroe,  representing  East 
Tennessee,  and  Dr.  J.  Paul  Baird,  representing 
West  Tennessee. 

The  Chairman  outlined  the  business  transacted 
by  the  Board  in  its  meetings.  These  matters  in- 
cluded: (1)  Consideration  given  to  the  objections 
raised  by  the  Memphis-  Society  of  Pathologists  to 
certain  types  of  advertisements  in  the  State  Med- 
ical Journal.  (2)  Consideration  of  a request  from 
the  Rural  Health  Committee  requesting  additional 
personnel  and  financing.  (3)  Authorization  of  the 
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Mental  Health  Committee  to  name  a sub-commit- 
tee on  alcoholism.  (4)  Consultation  with  the 
Chairman  of  the  Legal  Liaison  Committee  rela- 
tive to  the  appointment  of  members  of  the  Inter- 
professional Code  Committee.  (5)  Determining 
the  dates  for  the  1958  annual  meeting  in  Gatlin- 
burg.  (6)  The  Board  authorized  the  executive 
committee  to  study  the  need  for  additional  of- 
fice staff  in  the  headquarters  office.  (7)  Care- 
fully studied  the  committee  structure  of  the  As- 
sociation and  changed  several  of  the  committees 
to  more  effectively  describe  the  duties  and  ac- 
tivities of  the  special  committees  of  the  Associa- 
tion. 

At  the  October  13th  meeting,  the  following  ac- 
tion was  reported:  (1)  Extended  the  VA  Home- 
town Care  contract  as  recommended  by  the 
Committee  on  Governmental  Medical  Services. 
(2)  Approved  an  appropriation  for  the  State  and 
County  Medical  Society  Officers  Conference  con- 
ducted in  February  of  1958.  (3)  Approved  the 

printing  and  distribution  of  the  new  version  of 
the  Code  of  Medical  Ethics.  (4)  Approved  the 
appointment  of  Dr.  Trabue  as  AMA  delegate  at 
the  June,  1957,  meeting,  taking  the  seat  of  the 
late  Dr.  C.  M.  Hamilton.  (5)  Approved  the  action 
of  the  Chairman  of  the  Board  in  writing  a letter 
to  the  director  of  the  Southern  Regional  Educa- 
tion Board  expressing  doubt  as  to  the  wisdom  of 
using  public  funds  for  the  education  of  optome- 
trists. (6)  Approved  a donation  of  $200  to  the 
Dr.  Clark  Clinic  Fund  following  the  destructive 
hurricane  in  Louisiana.  (7)  Appointed  Dr.  H.  L. 
Monroe  to  represent  the  Tennessee  State  Medical 
Association  as  a delegate  to  the  Sixth  National 
Conference  on  Physicians  and  Schools.  (8)  Ap- 
pointed Dr.  R.  B.  Wood,  Dr.  H.  L.  Monroe  and 
Dr.  James  C.  Gardner  as  the  Medical  Advisory 
Committee  to  the  Bureau  of  Old  Age  and  Social 
Insurance.  (9)  Approved  action  of  the  Public 
Service  Committee  and  the  Executive  Committee 
of  the  Board  of  Trustees  in  outlining  the  Ten- 
nessee State  Medical  Association’s  policy  on 
Asiatic  Flu. 

The  Chairman’s  report  outlined  the  result  of 
a report  from  Dr.  Frank  Luton,  Chairman  of  the 
Study  Committee  on  the  Legal  Definition  of  Medi- 
cine and  Medical  Practice. 

A sub-committee  of  the  Board  was  appointed 
to  study  personnel  policies  and  salaries  of  head- 
quarters office  employees. 

The  Board  heard  a report  from  Dr.  Roy  Mc- 
Donald, President  and  Dr.  D.  W.  Smith,  Treasurer, 
of  the  Tennessee  Medical  Foundation  relative  to 
the  status  of  the  Foundation.  The  Trustees  ap- 
pointed a liaison  committee  from  the  Tennessee 
State  Medical  Association  to  the  Foundation,  for 
the  purpose  of  encouraging  membership  and  ex- 
tending activities. 

The  report  stated  that  a called  meeting  of  the 
Board  was  held  on  December  14th  to  consider 
policy  matters  of  the  Tennessee  Plan  of  Prepaid 
Insurance.  The  report  outlined  a special  meeting 
of  the  Board  conducted  on  March  9,  1958.  held 


jointly  with  the  Medicare  Committee  to  outline 
problems  faced  relative  to  the  renewal  of  the 
contract  on  Medicare. 

The  Board  requested  Dr.  R.  H.  Hutcheson  to 
appear  before  the  Social  Security  Administration 
as  a representative  of  the  Tennessee  State  Medi- 
cal Association  relative  to  the  handling  of  federal 
funds  allocated  to  the  states  to  be  spent  for  hos- 
pitalization and  health  care. 

The  Board  placed  itself  on  record  as  opposing 
passage  of  the  Forand  Bill,  HR  9467. 

The  report  stated  that  the  Board  appointed  a 
special  study  committee  consisting  of  Drs.  Kamp- 
meier,  Baird  and  Gardner  to  study  the  problem 
of  alterations  in  the  general  type  of  scientific 
meetings  held  during  the  annual  meeting. 

Treasurer's  Report 

The  Treasurer’s  report  contained  the  official 
audit  conducted  at  the  close  of  December  1957, 
the  audit  being  made  by  Grannis  and  Associates, 
CPAs  of  Nashville.  The  statement  of  operations 
showed  the  Association’s  income  to  be  in  excess 
of  the  amount  anticipated,  due  mainly  to  addi- 
tional advertising  in  the  Journal. 

The  report  pointed  out  the  budget  for  1957  was 
$92,850  for  the  operation  of  the  organizational 
and  public  service  departments,  and  that  the  As- 
sociation was  able  to  operate  within  this  amount. 
The  Postgraduate  Education  Program  expenses 
amounted  to  $16,556.87. 

The  report  stated  that  through  efficient  opera- 
tion, the  Association’s  finances  for  1957  ended  with 
a reasonable  balance  on  hand  to  conduct  the  As- 
sociation's affairs  for  the  early  months  of  1958. 

The  report  stated  the  reasons  and  sources  where 
income  is  received  and  expenses  rendered.  In- 
come in  the  Journal  for  national  advertising  in- 
creased 40.3%  in  1957  and  advertising  income 
represented  38%  of  the  total  budget  of  the  Asso- 
ciation. Exhibit  and  advertising  income  repre- 
sented 46%  of  the  total  income,  nearly  half  of 
the  Association’s  annual  budget. 

The  Treasurer  summarized  the  report  stating 
the  financial  affairs  of  the  Association  were  in 
good  order.  The  excess  of  revenue  over  expendi- 
tures was  modest  but  allowed  a working  margin 
for  unforeseen  expenses  and  projects  that  arise. 

Report  of  the  Council 

D.  C.  Seward,  M.D.,  Chairman 

The  report  of  the  Council  stated  that  problems 
referred  to  the  Council  were  practically  nil  and 
very  few  complaints  had  to  be  adjudicated  at  the 
local  level.  The  report  stated  that  copies  of  the 
Principles  of  Medical  Ethics  had  been  mailed  to 
every  member  of  TSMA. 

The  report  dealt  with  Section  3 of  the  Principles 
of  Medical  Ethics  stating  that  “physicians  should 
observe  all  laws,  uphold  the  dignity  and  honor  of 
the  profession  and  accept  its  self-imposed  dis- 
ciplines.” The  report  covered  Section  VI  which 
involves  the  corporate  practice  and  exploitations 
of  a physician  through  employment  arrangements 
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in  which  it  states  “A  physician  should  not  dispose 
of  his  service  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and 
complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality 
of  medical  care.” 

The  report  concluded  with  comments  relative 
to  malpractice  suits.  It  was  pointed  out  that  the 
burden  of  proof  is  on  the  doctor  to  prove  that  he 
was  not  careless  in  any  respect  when  faced  with 
a lawsuit  for  malpractice. 

The  report  ended  by  furnishing  statistics  from 
the  American  College  of  Surgeons  from  its  mal- 
practice insurance  experience. 

Report  of  Executive  Secretary 

Mr.  J.  E.  Ballentine 

The  Secretary  submitted  his  report.  It  was  ab- 
stracted for  conservation  of  time  to  members  of 
the  House. 

The  staff  had  intensified  its  efforts  to  provide 
additional  services  to  the  membership  and  com- 
ponent societies.  It  was  pointed  out  that  without 
a moderate  expansion  in  personnel,  the  increasing 
volume  of  work  could  not  be  carried  on  ade- 
quately and  efficiently. 

The  Executive  Secretary’s  report  stated  that  all 
official  operations  for  TSMA  membership  services 
were  rendered;  all  committee  meetings  arranged 
and  covered;  all  correspondence  dealt  with;  all 
contacts  maintained — with  agencies  of  organized 
medicine,  with  agencies  of  government,  with  para- 
medical and  ancillary  organizations;  and  with 
agencies  of  public  service  and  interest;  all  ques- 
tions answered;  all  challenges  evaluated  and  met. 
The  report  stated  that  unanticipated  problems  in- 
troduced themselves  daily  which  had  to  be  dealt 
with  promptly  and  efficiently. 

Committees  had  moved  with  expert  sureness 
about  their  work.  The  Legislative  program  had 
moved  forward  and  during  the  year  a “key  man” 
system  had  been  set  up  to  head  the  Association’s 
work  in  national  legislation. 

The  work  of  the  Prepaid  Hea'th  Insurance 
Committee  was  outlined,  pointing  out  the  many 
man  hours  contributed  by  the  committee  in  de- 
veloping revisions  in  the  Tennessee  Plan,  which 
were  accepted  at  a special  session  of  the  House 
of  Delegates  on  December  15,  1957.  The  prob- 
lems involved  with  Medicare  were  presented. 

The  status  of  membership  was  reported.  TSMA 
membership  on  January  1,  1957  totaled  2,526 
members.  On  January  1,  1958,  the  Association’s 
total  membership  was  2,612  with  2,266  members 
belonging  to  the  American  Medical  Association. 
A projected  figure  based  on  the  rate  of  growth 
of  the  Association  in  recent  years,  stated  that  by 
1965  the  Association  would  probably  consist  of 
between  3400  and  3500  members. 

The  report  explained  the  financial  condition  of 
the  Association  and  the  budget  for  1958.  Statis- 
tics revealed  that  the  1958  budget  was  $99,700 
and  the  Postgraduate  Education  budget  $18,100, 


making  a total  of  $117,800  budgeted  to  run  the 
Association  in  the  fiscal  year  1958. 

Journal  cost,  income  and  expenses  were  de- 
scribed in  detail. 

The  report  covered  actions  of  the  State  and 
County  Medical  Society  Officers  Conference  con- 
ducted on  February  23rd. 

Planning  for  the  1958  annual  session  was  out- 
lined. The  steps  taken  by  the  TSMA  in  its  legis- 
lative activities  were  reported.  The  status  of  the 
Tennessee  Plan  and  the  pending  contract  on  medi- 
care was  described  to  the  House  of  Delegates. 

Studies,  surveys  and  meetings  involved  with 
liaison  work  required  by  the  American  Medical 
Association  was  reported. 

The  Executive  Secretary  reported  that  at  all 
times  he  had  sought  to  achieve  maximum  results 
at  minimum  operating  expense.  As  membership 
and  activities  increased,  services  also  increased. 
The  additional  projects  and  responsibilities  as- 
sumed in  recent  years  were  reviewed,  thus  calling 
for  more  staff  time  and  expense,  more  time  from 
the  officers,  committees  and  individual  members. 

Appreciation  was  expressed  to  the  Board  of 
Trustees,  Officers,  Committees  and  members  of  the 
House  of  Delegates,  as  well  as  individual  mem- 
bers. 

Report  of  the  Committee  on  Scientific  Work 

R.  H.  Kampmeier,  M.D.,  Chairman 

As  in  past  years,  the  program  has  been  arranged 
by  the  use  of  topics  proposed  by  members  of  the 
Committee,  and  essayists  selected  for  the  pres- 
entation of  these  subjects. 

The  Chairman  submitted  to  the  Board  of  Trus- 
tees that  it  might  be  well  for  a number  of  reasons 
to  re-evaluate  the  program  of  the  State  Medical 
Association.  The  present  program  evolved  over 
some  years  as  a result  of  the  rapid  growth  in 
numbers  of  specialty  groups  meeting  in  conjunc- 
tion with  the  annual  session.  The  Board  sug- 
gested that  the  President,  President-elect,  and 
Chairman  of  this  committee  consider  this  matter 
and  report  to  the  Board  of  Trustees. 

The  report  acknowledged  the  aid  and  coopera- 
tion of  the  members  of  the  Committee — Doctors 
John  H.  Burkhart,  B.  O.  Garner,  Henry  B.  Gotten, 
H.  L.  Monroe,  Lamb  B.  Myhr,  E.  White  Patton, 
Addison  Scoville  and  Harwell  Wilson. 

Committee  on  Hospitals 

Harry  T.  Moore,  Jr.,  M.D.,  Chairman 

The  report  stated  that  the  Committee  had  not 
held  any  meetings  during  the  year.  It  was  stated 
that  the  chairman  corresponded  with  each  mem- 
ber of  the  committee  to  see  if  any  problems  ex- 
isted requiring  the  committee’s  attention. 

The  committee’s  principal  objective  was  to  pre- 
serve a proper  relationship  between  the  medical 
profession  and  the  hospitals  in  the  state.  The 
report  stated  that  in  these  times  of  more  and 
more  institutions  entering  into  the  practice  of 
medicine,  that  the  committee  should  be  kept  ir. 
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operation,  and  that  component  societies  of  the 
Tennessee  State  Medical  Association  and  their 
members  be  reminded  that  the  committee  exists 
in  order  to  help  them  with  any  problems  that 
cannot  be  settled  on  a local  level. 

Supplemental  Report  of  Committee  on  Hospitals 

Harry  T.  Moore,  M.D.,  Chairman 

The  Hospital  committee  met  on  April  20,  1958, 
to  consider  a problem  presented  by  the  Tennessee 
Hospital  Service  Association.  A hospital  in  Ten- 
nessee was  collecting  the  anesthesia  fee,  as  pro- 
vided under  their  anesthesia  rider,  for  anesthetics 
administered  by  their  resident  and  intern  staff. 
The  committee  stated  that  this  could  possibly 
have  a far-reaching  effect  and  extend  to  all  areas 
of  medical  practice.  The  committee  wished  to 
introduce  a resolution  relative  to  this  problem. 

Report  of  the  Legislative  and  Public  Policy 
Committee 

W.  W.  Wilkerson,  Jr.,  M.D.,  Chairman 

The  report  of  the  Legislative  and  Public  Policy 
Committee  was  rendered  by  Dr.  Ralph  O.  Ryche- 
ner,  of  Memphis.  The  report  stated  that  not  as 
much  legislative  activity  had  occurred  on  the 
state  level  due  to  the  fact  that  the  General  As- 
sembly had  not  been  in  session. 

Activities  in  state  legislation  had  been  confined 
primarily  to  the  Tennessee  Legislative  Council 
and  its  study  committees.  The  chief  activity  had 
been  testimony  rendered  before  the  Legislative 
Council  relative  to  the  psychiatry  versus  psy- 
chology dispute,  Senate  Joint  Resolution  No.  36, 
having  to  do  with  laws  relating  to  the  practice 
of  medicine,  surgery  and  psychology. 

The  report  stated  that  the  Executive  Secretary 
and  members  of  the  medical  profession  had  ap- 
peared before  the  Legislative  Council  for  testi- 
mony and  information  on  matters  studied  by  the 
Legislative  Council. 

A proposed  amendment  to  the  Medical  Practice 
Act  was  outlined,  stating  that  a more  firm  defini- 
tion of  the  practice  of  medicine,  surgery  and  psy- 
chiatry should  be  developed. 

The  report  outlined  the  committee’s  study  on 
amending  the  existing  fireworks  Law  as  passed 
in  the  last  session  of  the  Tennessee  General  As- 
sembly. The  committee  recommended  that  a 
model  fireworks  bill  be  drawn  and  that  individual 
legislative  delegations  be  urged  to  pass  this  in  the 
next  General  Assembly  under  the  heading  of  local 
bills. 

The  report  stated  that  the  attorney  for  TSMA 
was  directed  to  draw  a model  medical  examiner 
law  to  be  introduced  in  the  next  legislature  by 
the  Tennessee  Bar  Association,  with  support  from 
TSMA.  The  report  related  that  the  Indigent  Hos- 
pital Program  was  considered  and  it  was  recom- 
mended that  no  additional  funds  should  be  sought 
for  the  next  biennium  above  the  present  amount 
appropriated  and  received  from  state  and  county 
levels.  The  report  stated  that  the  committee  had 


been  named  to  write  an  amendment  to  the  code 
to  include  several  suggestions  presented  to  the 
committee. 

In  national  legislation,  the  report  dealt  to  a 
great  extent  with  HR  9467,  The  Forand  Bill.  It 
was  pointed  out  that  the  Board  of  Trustees  of 
TSMA  had  gone  on  record  with  Tennessee  Con- 
gressmen, expressing  its  opposition  to  HR  9467. 

The  report  stated  that  contact  had  been  made 
with  Congressmen  and  Senators  relative  to  pas- 
sage of  HR  9 and  HR  10,  the  Jenkins-Keogh  bills, 
which  would  allow  professional  persons,  includ- 
ing doctors,  to  be  allowed  to  set  aside  certain 
amounts  of  income  each  year  for  retirement  pur- 
poses. 

The  report  discussed  HR  6719  which  has  to  do 
with  the  pay  increases  in  the  Department  of 
Medicine  and  Surgery  of  the  Veterans  Adminis- 
tration. 

The  report  commended  Mr.  Charles  L.  Corne- 
lius, Attorney,  and  Dr.  R.  H.  Hutcheson,  State 
Commissioner  of  Health,  for  their  assistance  to 
the  committee. 

It  was  stated  that  at  the  suggestion  of  the  AMA, 
a legislative  “key  man”  had  been  established  pri- 
marily for  the  purpose  of  expediting  national 
legislative  measures.  Dr.  Ralph  O.  Rychener  of 
Memphis  was  named  “key  legislative  man.” 

In  conclusion,  the  committee  recommended  that 
all  types  of  legislation  be  expedited  so  that  the 
Legislative  Committee  might  have  complete  re- 
ports from  all  boards,  committees  and  commissions 
in  ample  time  to  study  the  measures  before  the 
next  session  of  the  legislature.  The  report  con- 
cluded by  urging  all  physicians  in  Tennessee  to 
let  their  representatives  know  the  feelings  of  doc- 
tors on  issues  before  they  come  up.  It  was 
pointed  out  that  many  medical  issues  were  now 
before  Congress. 

Report  of  the  Liaison  Committee  to  the 
Public  Health  Department 

Bland  W.  Cannon,  M.D.,  Chairman 

The  report  stated  that  no  particular  problems 
had  been  brought  to  the  attention  of  the  com- 
mittee. Informaion  in  the  Journal  went  to  all 
members,  requesting  that  any  matters  regarding 
the  Public  Health  Department  be  referred  to  the 
committee. 

The  Chairman  had  been  invited  to  attend  all 
Public  Health  Council  meetings  during  the  year. 
These  meetings  were  informative. 

It  was  recommended  by  the  committee  that  a 
member  of  the  Public  Health  Council  should  be 
appointed  to  serve  on  the  Liaison  Committee  since 
this  would  serve  to  keep  the  liaison  committee 
informed  of  the  Public  Health  Council’s  actions 
and  alleviate  the  necessity  of  the  Chairman  being 
in  attendance  at  all  Public  Health  Council  meet- 
ings. 

Report  of  the  Insurance  Committee 

B.  F.  Byrd,  M.D.,  Chairman 

Accident  and  Sickness  Insurance:  During  the 
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year  there  were  103  claims  paid  for  a total  of 
$69,402.54.  26  policies  were  terminated,  for  vari- 

ous reasons,  and  40  new  ones  were  written,  for 
a total  of  747  policies  in  force. 

Professional  Overhead  Expense  Group  Plan: 
116  have  joined  this  Plan,  which  was  approved 
last  year.  2 claims  have  been  paid  for  a total  of 
$1,133.33. 

Professional  Liability  Insurance:  There  is  now 
a total  number  of  595  doctors  insured  under  this 
Plan,  an  increase  of  98  for  the  year.  During  the 
year  there  were  7 claims  paid  for  a total  of 
$8,873.00,  legal  expense  $499.00,  and  still  pending 
7 claims  for  various  and  sundry  conditions  for  a 
total  of  $279,850. 

Group  Life  and  Major  Medical  Plan:  The  com- 
mittee recommended  approval  of  a plan  of  Group 
Life  and  Major  Medical. 

Report  of  the  Memoirs  Committee 

Henry  L.  Douglass,  M.D.,  Chairman 

The  committee  on  Memoirs  rendered  the  fol- 
lowing report:  ‘‘This  report  would  be  incomplete 
if  it  did  not  also  record  its  impact  on  Society. 
Few  occasions  arise  on  which  we  can  look  back 
on  so  much  public  service  rendered  through  so 
many  years  to  so  many  people.  The  general  pub- 
lic is  not  the  only  beneficiary.  Some  of  the 
progress  and  prestige  which  the  medical  profes- 
sion enjoys  today  grew  out  of  the  achievements 
of  those  deceased.  The  list  of  names  of  doctors 
that  died  during  the  year  is  regretable,  but  the 
good  they  did  remains  an  example  and  their 
memory  an  inspiration.” 

Following  the  report,  the  names  of  forty-seven 
physicians  that  died  during  the  previous  year, 
were  read. 

Report  of  the  Committee  on 
Postgraduate  Education 

F.  L.  Roberts,  M.D.,  Chairman 

Due  to  the  absence  of  the  Chairman,  the  report 
was  given  by  Dr.  E.  Charles  Sienknecht.  The 
report  called  attention  to  the  exhibit  of  the  com- 
mittee on  Postgraduate  Education.  Suggestions 
were  requested  to  enable  the  committee  to  plan 
future  symposiums  with  a better  idea  of  what 
was  wanted  by  the  doctors  of  the  state.  It  was 
reported  that  601  doctors  attended  the  meetings 
during  the  year  and  that  the  committee  wished 
to  increase  that  number. 

During  1957,  a total  of  30  postgraduate  educa- 
tion programs  were  presented.  An  average  of  20 
doctors  attended  each  symposium.  The  three  sub- 
jects presented  throughout  the  state  in  1957  were 
( 1 ) ‘‘Pediatrics — Acute  Infectious  Diseases  and 
Their  Complications  in  Children,”  (2)  “Obstetri- 
cal Complications — Medical  Complications,  Ob- 
stetric Hemorrhage,  Toxemia,”  (3)  “The  Acute 
Heart — Management  of  Acute  Heart  Diseases  and 
Coincidental  Surgery  on  the  Acute  Cardiac  Pa- 
tient.” 

The  committee  report  recognized  doctors  who 
took  time  off  from  their  busy  practice  to  serve  as 


lecturers  during  the  symposiums.  The  method  in 
which  the  subjects  were  selected  and  the  lec- 
turers obtained  was  outlined. 

The  centers  where  each  symposium  is  held  dur- 
ing the  year  are  selected  by  the  committee  ac- 
cording to  doctor  population  and  need  for  post- 
graduate education  in  the  area.  The  report  stated 
that  the  programs  are  publicized  by  (1)  an  an- 
nouncement brochure  and  registration  card  mailed 
to  each  doctor,  (2)  news  releases  to  newspapers 
over  the  state,  (3)  announcements  at  county  med- 
ical society  meetings,  (4)  notices  posted  on  hos- 
pital bulletin  boards,  and  (5)  a last  minute 
reminder  mailed  to  every  doctor. 

The  report  concluded  with  appreciation  ex- 
tended to  members  of  the  headquarters  staff  for 
the  services  rendered  in  connection  with  the  work. 

Appended  to  the  official  report,  was  the  com- 
plete attendance  record  for  each  symposium  con- 
ducted in  the  thirty  centers  throughout  the  state. 

Report  of  Cancer  Committee 

Ralph  H.  Monger,  M.D.,  Chairman 

The  report  summarized  the  activities  of  the 
committee  during  1957.  Details  of  the  committee 
meeting  in  Nashville  on  December  15th  were 
rendered.  One  of  the  main  functions  of  the  com- 
mittee was  to  promote  educational  activities 
within  the  medical  profession  concerning  the  rec- 
ognition of  malignancy  in  its  early  stages.  It  was 
agreed  that  possibilities  for  holding  symposiums 
on  cancer  detection  in  the  larger  cities  throughout 
the  state  as  a joint  project  of  the  local  medical 
societies  and  the  American  Cancer  Society  should 
be  explored. 

It  was  recommended  that  all  county  societies  in 
the  state  be  requested  to  devote  at  least  one  or 
more  programs  a year  to  cancer  detection.  The 
report  stated  that  a letter  had  been  mailed  to  the 
secretary  of  all  the  county  medical  societies  urg- 
ing them  to  have  at  least  one  meeting  of  their 
medical  society  each  year  devoted  to  cancer  de- 
tection and  treatment  in  its  various  ramifications. 
It  was  urged  that  a motion  picture  or  film  strip 
on  cancer  be  shown  at  county  medical  society 
meetings. 

The  committee  report  concluded,  noting  the 
death  of  one  of  its  previous  members,  Dr.  C.  S. 
McMurray  of  Nashville.  The  Board  of  Trustees 
was  commended  in  appointment  of  Dr.  Hollis 
Johnson  to  take  the  place  of  Dr.  McMurray. 

Relative  to  a program  for  the  year  1958,  the 
committee  stated  that  projects  were  being  carried 
on  aggressively  and  that  the  program  should  be 
continued. 

Report  of  the  Grievance  Committee 

John  R.  Thompson,  Jr.,  M.D.,  Chairman 

Due  to  the  excellent  activity  of  local  Grievance 
Committees  throughout  the  county  societies  of 
the  state,  only  one  case  had  been  appealed  to  the 
Grievance  Committee  of  the  State  Association. 

The  case  was  acted  on  by  mail  by  the  com- 
mittee and  the  activity  of  the  local  Grievance 
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Committee  concuri'ed  in,  therefore  making  it  un- 
necessary to  hold  an  official  meeting  of  the  com- 
plainant and  doctor  involved  before  the  State 
Grievance  Committee. 

Report  of  the  Advisory  Committee  to  the 
State  Department  of  Public  Welfare 

James  N.  Thomasson,  M.D.,  Chairman 

The  committee  had  met  on  June  12,  1957,  the 
major  topic  being  a discussion  of  the  Public  As- 
sistance Hospital  Services  Fund^  which  had  been 
put  into  operation. 

The  definition  of  illness  under  the  program  was 
discussed.  It  was  generally  agreed  that  the  hos- 
pital rates  for  Public  Assistance  Hospitalization 
should  be  the  same  as  the  Hospital  Services  to 
the  Indigent  Program.  There  was  also  presented 
facts  relative  to  the  difference  in  hospital  rates 
paid  by  various  public  agencies. 

The  report  stated  that  the  recommendation  of 
the  committee  was  to  the  end  that  all  physicians 
in  the  state  be  sent  a statement  which  could  be 
easily  read,  interpreting  the  program  of  the  com- 
mittee. The  major  provisions  of  the  program  are 
as  follows:  (1)  The  Department  will  use  the  same 
list  of  approved  hospitals  and  daily  rates  to  hos- 
pitals as  used  by  the  Department  of  Public  Health 
in  connection  with  the  Hospital  Services  to  the 
Indigent  Program.  (2)  The  patient  must  be  re- 
ferred for  hospitalization  by  his  local  attending 
physician  and  hospitalization  be  approved  by  the 
same  local  physician  who  approves  patients  for 
the  Hospital  Services  to  the  Indigent  Program. 
(3)  Hospitalization  is  limited  to  thirty  days  in 
twelve  months  period.  (4)  The  definition  of  ill- 
ness is  the  same  as  that  for  the  Hospital  Services 
to  the  Indigent  Program  except  that  maternity 
cases  are  excluded. 

Report  of  the  Prepaid  Insurance  Committee 

James  A.  Kirtley,  Jr.,  M.D.,  Chairman 

Since  the  last  annual  report  to  the  House  of 
Delegates,  the  Prepaid  Insurance  committee  had 
conducted  two  formal  meetings  and  numerous 
supplementary  meetings  of  the  executive  sub- 
committee. The  report  was  divided  into  two  sec- 
tions dealing  with  the  revised  Tennessee  Plan 
and  suggested  additions,  plus  the  report  on  Medi- 
care. 

The  report  outlined  the  meeting  of  the  Prepaid 
Insurance  Committee  on  June  16th  to  discuss  re- 
visions in  the  Tennessee  Plan;  how  to  make  the 
plan  acceptable  to  more  physicians;  to  discuss 
additions  to  the  Plan  as  regards  unlisted  surgical 
procedures;  discussion  of  in-hospital  medical  care 
and  the  radiological  treatment  of  malignant  dis- 
eases. 

The  committee  determined  that  a full-service 
plan  should  be  continued  and  that  the  executive 
sub-committee  should  work  up  fee  schedules  to 
be  considered.  Complete  objectives  of  the  Ten- 
nessee Plan  were  discussed  and  it  was  voted  to 
recommend  to  the  House  of  Delegates  that  multi- 


ple policies  and  out  of  court  settlements  should 
void  the  full  service  benefits.  Certification  of 
income  should  be  required.  Discussion  of  the  in- 
come limits  of  the  plan  were  studied  carefully  by 
the  committee. 

At  the  second  meeting  of  the  committee  on  Sep- 
tember 22nd,  it  was  voted  that  the  committee 
request  a special  meeting  of  the  House  of  Dele- 
gates in  December,  1957,  in  order  that  recom- 
mendations could  be  acted  upon.  It  was  deter- 
mined to  recommend  that  multiple  policies  would 
void  the  Tennessee  Plan  contract;  that  certifica- 
tion of  income  be  incorporated  in  the  form  signed 
by  the  insured;  that  a revised  surgical  plan  in 
which  the  family  income  level  would  be  revised; 
and  that  an  in-hospital  medical  care  plan  and  a 
schedule  for  radiological  treatment  of  malignant 
diseases  be  adopted  as  optional  riders.  Many 
meetings  occurred  with  members  of  the  insurance 
advisory  council  studying  plans  in  other  states. 

The  report  outlined  the  procedures  followed  by 
the  committee  in  bringing  the  revision  of  the 
Tennessee  Plan  to  the  House  of  Delegates  on 
December  15,  1957. 

Action  taken  in  the  special  session  of  the  House 
of  Delegates  was  as  follows:  (1)  Patients  holding 
multiple  policies  will  be  ineligible  for  full  serv- 
ice benefits  under  the  Tennessee  Plan;  (2) 
Policy  holders  will  be  required  to  sign  statements 
relative  to  the  individual  and  total  family  in- 
come; (3)  Policyholders  that  received  third  party 
injury  benefits  as  a result  of  either  in  court  or 
out  of  court  settlements  will  not  be  eligible  for 
full  service  benefits;  (4)  The  House  adopted  the 
proposed  fee  schedule  with  a $300  maximum 
limit  and  voted  that  the  total  family  income  level 
remain  at  $4200  for  married  persons  and  $2400 
for  single  individuals. 

Optional  supplements  for  in-hospital  medical 
care  and  radiological  treatment  of  malignant  dis- 
eases were  approved. 

The  new  plan  will  become  effective  July  1, 
1958  when  present  policies  will  begin  to  be 
changed  over  on  their  anniversary  dates,  and  that 
the  complete  plan  would  be  in  operation  by  July 
1,  1959. 

The  report  stated  that  the  Tennessee  Society 
of  Anesthesiologists  submitted  a schedule  for  con- 
sideration by  the  committee  to  incorporate  in  the 
Tennessee  Plan,  an  optional  rider  for  anesthetists 
fees.  The  committee  recommended  “That  the 
fee  schedule  proposed  by  the  Anesthesiologists  be 
incorporated  in  the  Tennessee  Plan  as  an  optional 
rider  as  soon  as  possible  after  a joint  meeting  and 
agreement  between  representatives  of  the  So- 
ciety of  Anesthesiologists,  the  Advisory  Insurance 
Council  and  the  Prepaid  Insurance  Committee.’’ 

(Medicare) 

The  report  stated  that  many  hours  had  been 
spent  considering  changes  that  should  be  recom- 
mended as  well  as  reviewing  claims  and  studying 
the  ever-increasing  number  of  new  directives  put 
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out  by  the  Defense  Department  relative  to  Medi- 
care. The  Medicare  committee  reviewed  the 
status  in  other  states,  particularly  Ohio  and 
Rhode  Island.  The  committee  was  opposed  to  a 
fixed  fee  for  service  type  contract.  It  was  pointed 
out  that  the  Secretary  of  Defense  had  interpreted 
the  Medicare  law  as  requiring  a fixed  fee  for 
service  schedule  and  presently  the  Defense  De- 
partment would  not  consider  negotiation  of  any 
other  type  of  contract.  The  report  stated  that  if 
Tennessee  refuses  to  negotiate  any  contract  with 
the  Defense  Department,  the  Department  of  De- 
fense then  can  set  up  their  own  fee  schedule  and 
deal  individually  with  doctors  of  the  state.  The 
State  Association  and  organized  medicine  would 
have  no  voice  in  any  proceedings. 

The  report  further  stated  that  the  committee 
would  present  a resolution  containing  nine  recom- 
mendations to  the  House  of  Delegates. 

The  report  also  recommended  that  councilor 
district  committees  be  established  to  mediate 
medicare  claims  on  a local  level.  The  State  Medi- 
care Committee  would  continue  to  function  and 
mediate  claims  that  are  unresolved  between  the 
physician  and  the  Defense  Department  and  the 
local  committee. 

The  report  concluded  by  stating  that  it  was  the 
hope  of  the  committee  that  after  a year  of  ex- 
perience in  which  physicians  are  to  make  their 
usual  and  customary  charge  for  the  service  ren- 
dered, subject  to  a maximum  level,  that  the  De- 
fense Department  will  alter  their  directive  to 
permit  the  usual  and  customary  charge  without 
reference  to  a fee  schedule. 

Report  of  the  Public  Service  Committee 

Addison  B.  Scoville,  Jr.,  M.D.,  Chairman 

During  the  past  year  a number  of  important 
projects  had  either  been  continued  or  had  been 
instituted  by  the  Public  Service  Committee.  The 
report  pointed  out  that  for  the  past  five  years, 
the  Indigent  Hospitalization  Plan  developed  by 
the  Tennessee  State  Medical  Association,  had 
been  in  effect.  The  program  outlined  the  follow- 
ing characteristics:  ( 1 ) It  was  administered  ex- 
clusively by  the  Department  of  Public  Health. 
(2)  It  was  financed  by  joint  appropriations  of  the 
State  and  County  governments.  (3)  Control  of 
the  program  resides  in  the  local  screening  com- 
mittee in  each  county.  (4)  Professional  services 
for  such  hospitalized  patients  are  provided  free 
of  charge  by  members  of  the  Tennessee  State 
Medical  Association. 

It  was  pointed  out  the  manner  in  which  federal 
funds  were  used  under  Public  Law  880  to  sup- 
plement the  available  state  funds.  The  method 
in  which  the  Board  of  Trustees  accepted  such 
funds  was  reviewed,  with  the  direction  that  ad- 
ministration should  be  carried  out  through  the 
State  Public  Health  Department. 

The  report  described  the  new  Public  Assistance 
Program  with  the  following  characteristics:  (1) 
That  it  is  administered  exclusively  by  the  Depart- 
ment of  Public  Welfare.  (2)  It  is  financed  as  a 


hospitalization  insurance  program  with  premiums 
contributed  by  the  State,  County  and  Federal 
governments.  (3)  Local  control  in  the  form  of 
a screening  committee  does  not  exist  since  all 
persons  who  receive  aid  from  the  Department  of 
Public  Welfare — namely  Old  Age  Assistance,  Aid 
to  Dependent  Children,  Aid  to  the  Blind  and  Aid 
to  the  Disabled — are  entitled  to  hospitalization  if 
certified  as  medically  necessary  by  the  local  medi- 
cal review  officer.  (4)  Physicians  may  charge 
these  patients  for  professional  services. 

The  report  stated  that  wide-spread  discontent 
was  evidenced  with  this  use  of  federal  funds  since 
local  control  and  determination  of  indigency  is 
impossible. 

Due  to  the  insurmountable  difficulties,  the  Pub- 
lic Service  Committee  had  voted  unanimously  to 
present  a resolution  to  the  House  of  Delegates 
disapproving  the  use  of  public  assistance  funds 
for  hospitalization.  It  was  stated  that  additional 
funds  should  be  sought  through  the  State  Legis- 
lature to  implement  the  original  indigent  hos- 
pitalization program  which  provides  for  local 
control  and  free  physician  care  of  such  indigent 
patients. 

The  report  continued  with  the  efforts  of  the 
committee,  to  study  the  nursing  shortage. 

The  report  outlined  the  steps  being  followed  in 
appointing  a committee  on  aging.  The  function 
of  the  committee  will  be  to  explore  aspects  of  the 
community  problems  which  result  from  the  dis- 
proportionate numbers  of  the  so-called  “Senior 
Citizens”  in  relation  to  the  total  population. 

The  report  also  pointed  out  that  the  prob- 
lem was  being  studied  relative  to  physician  re- 
examination of  drivers  for  renewal  of  drivers 
license. 

The  report  outlined  the  manner  in  which  poison 
control  centers  were  established  in  key  cities  in 
the  state  with  the  master  control  center  in  Nash- 
ville. It  was  pointed  out  that  the  Public  Service 
Committee  was  working  with  the  Tennessee  Chap- 
ter of  the  American  Academy  of  Pediatrics  and 
the  Tennessee  Academy  of  General  Practice  in 
attempting  to  establish  poison  control  centers  in 
Nashville,  Jackson,  Chattanooga,  Johnson  City. 

The  report  outlined  the  need  for  a guide  to  co- 
operation between  medical  societies  and  hospitals 
with  news  media  and  stated  that  this  need  had 
been  met  with  the  preparation  of  a guide  drawn 
up  jointly  by  the  Public  Service  Director  and 
representatives  of  the  Tennessee  Press  Associa- 
tion, Tennessee  Association  of  Broadcasters  and 
the  Tennessee  Hospital  Association. 

The  report  outlined  the  use  of  television  and 
radio  for  dissemination  of  public  health  informa- 
tion. 

The  Tennessee  Medical  Press  Award  contest 
proposed  by  the  Public  Service  Committee  was 
again  awarded  with  the  prize  being  won  by  Mr. 
Roy  B.  Hamilton,  of  the  Memphis  Press-Scimitar. 

The  report  concluded  by  stating  that  the  place- 
ment service  designed  to  aid  physicians  in  com- 
munities was  functioning  with  approximately  25 
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replies  being  received  to  the  placement  service 
listings  published  in  the  Journal  of  the  Associ- 
ation each  month. 

The  report  stated  that  the  Public  Service  Com- 
mittee was  working  in  collaboration  with  the 
Tennessee  Medical  Foundation  and  the  Liaison 
Committee  of  the  Foundation  in  an  attempt  to 
resolve  some  of  the  present  difficulties  associated 
with  the  Tennessee  Medical  Foundation. 

Report  of  the  Rural  Health  Committee 

John  M.  Jackson,  M.D.,  Chairman 

The  Rural  Health  Committee  had  met  and  in- 
vited state  medical  and  lay  leaders  in  rural  health 
activities,  to  discuss  the  needs  for  medical  im- 
provements among  the  people  of  the  rural  areas 
of  the  state.  A description  of  the  pilot  test  pro- 
gram as  evolved  in  Robertson  County  for  the 
development  of  county  health  councils  was  re- 
ported. The  pilot  program  was  as  follows:  (1) 
The  health  services  available  in  many  rural  areas 
were  deficient  in  many  ways.  (2)  The  Public 
is  an  important  factor  in  legislative  practices  that 
affect  and  may  adversely  affect  the  free  practice 
of  medicine.  (3)  The  measure  of  doctors  ability 
to  be  of  service  to  the  public  lies  in  other  fields 
beside  medicine,  but  also  in  the  degree  to  which 
leadership  can  be  brought  to  the  population.  (4) 
The  interest  of  segments  of  people  in  the  rural 
communities  in  health  and  welfare  matters  is  of 
increasing  interest  and  leadership  by  the  medical 
profession  is  badly  needed. 

The  report  stated  that  need  for  greater  health 
service  in  rural  areas  is  more  extensive  now  than 
at  any  previous  time.  It  was  the  Rural  Health 
Committee’s  belief  that  the  best  way  to  meet 
these  needs  was  by  county  health  councils  op- 
erating under  the  direction  of  the  county  medical 
society,  with  some  guidance  from  the  Rural  Health 
Committee. 

The  report  concluded  with  the  following  recom- 
mendation: (1)  The  Rural  Health  Committee 

recommended  the  approval  of  the  plan  that  Rural 
Health  Councils  be  set  up  in  every  county  in 
Tennessee  similar  to  the  one  of  test  trial  in  Rob- 
ertson County.  (2)  The  Rural  Health  Committee 
recommended  that  its  membership  be  increased 
to  24  in  order  to  effectively  carry  out  its  program. 
(3)  Requested  approval  of  the  committee  by  the 
House  of  Delegates  stating  that  work  would  be 
in  close  cooperation  with  the  Tennessee  Depart- 
ment of  Public  Health. 

Appended  to  the  official  report  to  the  House 
was  a report  of  the  activities  in  the  formation  of 
the  Robertson  County  Health  Council. 

Report  of  the  Committee  for  Physical  Therapy 

S.  Benjamin  Fowler,  M.D.,  Chairman 

No  report  rendered. 

Special  Committees 
Committee  on  General  Practice 

John  C.  Thornton,  Jr.,  M.D.,  Chairman 

No  report  rendered. 


Committee  on  Civil  Defense 

Frank  A.  Moore,  M.D.,  Chairman 
No  report  rendered. 

Committee  on  Industrial  Health  and  Workmen's 
Compensation 

Thomas  A.  Lincoln,  M.D.,  Chairman 
No  report. 

Report  of  the  Liaison  Committee  to  the 

United  Mine  Workers  of  America 

B.  M.  Overholt,  M.D.,  Chairman 
The  committee  had  no  unusual  events  requiring 
any  definitive  action.  It  was  stated  that  the  com- 
mittee had  been  kept  informed  by  Dr.  Winebren- 
ner,  the  area  medical  administrator  of  the  UMWA, 
of  events  on  a national  basis  which  might  concern 
the  UMWA  program  in  Tennessee.  These  find- 
ings have  in  turn  been  forwarded  to  the  State 
Labor  Liaison  Committee. 

The  Liaison  Committee  expressed  its  apprecia- 
tion of  the  spirit  and  desire  of  the  United  Mine 
Workers  of  America  as  represented  by  Dr.  Wine- 
brenner,  to  cooperate  with  organized  medicine 
for  the  solution  of  mutual  medical  care  problems. 

The  Committee  recommended  the  continuation 
of  the  present  policy  in  Tennessee. 

Report  of  the  Advisory  Committee  to  the 
Woman's  Auxiliary 

E.  T.  Pearson,  M.D.,  Chairman 
No  peport. 

Report  of  the  Committee  on  Blood  Banks 

Merlin  L.  Trumbull,  M.D.,  Chairman 
The  report  stated  that  for  the  past  several  years 
there  had  been  no  particular  activity  assigned 
to  the  committee  or  arising  from  within  the  com- 
mittee. It  was  the  opinion  of  the  committee  that 
the  committee  should  be  discontinued  with  the 
recommendation  that  problems  arising  in  the  field 
be  referred  to  the  Tennessee  Society  of  Patholo- 
gists. It  was  the  committee’s  belief  that  this 
would  simplify  organizational  procedures  since 
probably  all  of  the  pathologists  having  blood  bank 
responsibilities  are  not  only  members  of  the  State 
Society  but  also  of  the  state  pathological  society. 

It  was  pointed  out  that  the  committee  was  es- 
tablished several  years  ago,  based  upon  the  rec- 
ommendation of  the  AMA  Committee  on  Blood 
Banks  which  during  recent  years  has  become  in- 
active and  has  not  maintained  any  liaison  with 
its  recommended  state  blood  bank  committees. 

Report  of  the  Committee  on  Governmental 
Medical  Services 

Ernest  G.  Kelly,  M.D.,  Chairman 
Since  the  Committee  report  was  somewhat 
lengthy,  the  Chairman  abstracted  the  report. 

The  work  of  the  Committee  on  Governmental 
Medical  Services  during  the  past  year  was  that 
of  negotiation  of  an  increased  fee  schedule  for 
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the  Veterans  Hometown  Care  Plan.  It  was  re- 
ported that  this  program  had  been  in  effect  for 
ten  years  and  had  been  administered  through  a 
contract  between  the  Tennessee  State  Medical 
Association  and  the  Veterans  Administration. 
Members  of  the  Tennessee  State  Medical  Associa- 
tion participate  in  the  program  on  a voluntary 
basis  in  an  arrangement  between  the  individual 
participating  physician  and  the  Veterans  Admin- 
istration. 

The  Governmental  Medical  Services  Committee 
met  with  representatives  of  the  Veterans  Ad- 
ministration to  negotiate  the  new  contract,  with 
the  aid  and  advice  of  the  Chairman  of  the  Pre- 
paid Insurance  Committee. 

It  was  reported  that  approximately  800  mem- 
bers of  TSMA  were  signed  up  as  participating 
physicians  in  the  VA  Hometown  Care  Plan,  with 
approximately  300  of  this  number  doing  the  ma- 
jority of  the  work.  Approximately  $10,000  per 
month  is  paid  in  fees  to  doctors  of  the  state  par- 
ticipating in  the  program  caring  for  veterans 
under  the  VA  Hometown  Program.  It  was  agreed 
by  the  committee  and  the  VA  representatives 
that  some  increase  in  the  present  fee  schedule 
was  in  order. 

The  report  dealt  u'ith  the  manner  in  which  the 
committee  negotiated  the  fee  schedule  and  other 
contractural  agreements  plus  the  revision  and 
modernization  of  the  procedures  in  the  new  sched- 
ule. The  final  schedule  as  agreed  upon  by  the 
committee  and  the  VA  amounted  to  approximately 
a 15%  increase  in  the  fees. 

The  matter  was  adopted  by  the  committee  and 
referred  to  the  Board  of  Trustees  with  the  recom- 
mendation that  the  Board  accept  the  changes  in 
the  schedule  in  order  that  the  revised  schedule 
coidd  be  placed  into  operation  as  soon  as  possible. 

The  final  plan  has  been  adopted,  the  fee  sched- 
ule approved  and  the  VA  has  agreed  to  the  sug- 
gested changes  made  by  the  committee.  The 
revised  plan  with  the  increased  schedule  will  go 
into  operation  July  1,  1958. 

The  report  outlined  the  manner  in  which  the 
VA  had  requested  a change  in  the  formal  con- 
tract. The  new  arrangement  will  call  for  a letter 
of  agreement  between  the  State  Medical  Associa- 
tion and  the  Veterans  Administration.  Changes 
in  the  schedule  may  be  brought  up  in  any  year 
prior  to  July  1,  the  date  on  which  the  contract 
will  be  effective. 

The  report  concluded  by  stating  that  it  was 
the  committee’s  belief  that  the  new  schedule  was 
reasonable  and  fair  for  physicians  of  the  state 
who  wished  to  accept  patients  referred  by  the 
VA  for  care  in  their  home  communities. 

Report  of  Tuberculosis  Committee 

Hollis  E.  Johnson,  M.D.,  Chairman 

The  Tuberculosis  Committee  which  had  been 
studying  the  question  of  enabling  the  existing 
state  tuberculosis  hospitals  to  convert  their  fa- 
cilities to  include  non-tuberculous  chest  diseases, 
has  met  with  the  Tuberculosis  Hospital  Board  on 


three  occasions.  It  has  also  had  two  additional 
meetings. 

Mr.  Jack  Drake  of  the  State  Headquarters  of- 
fice conducted  a questionnaire  survey  of  all  the 
states  and  territories  of  the  United  States  so  that 
the  committee  could  know  the  thinking  of  other 
organizations. 

The  chairman  of  the  committee  participated  in 
a panel  discussion  of  this  problem  with  interested 
people,  doctors  and  hospital  administrators,  from 
widely  separated  sections  of  the  country  at  the 
last  annual  meeting  of  the  American  College  of 
Chest  Physicians.  (New  Jersey,  111.,  Minnesota, 
Wisconsin  and  Colorado.) 

The  Committee  felt  that  further  study  is  neces- 
sary and  therefore  respectfully  requested  that  the 
committee  be  continued. 

Report  of  the  Committee  on  Mental  Health 

Frank  H.  Luton,  M.D.,  Chairman 

No  formal  meeting  of  the  committee  had  oc- 
curred recently.  Numerous  discussions  with  the 
members  of  the  committee  enabled  the  chairman 
to  promote  some  of  the  important  issues  in  the 
field  of  mental  health  that  significantly  affected 
medical  practice. 

The  report  reviewed  the  action  of  the  Tennessee 
Legislature  in  passing  an  Act  authorizing  the 
Legislative  Council  to  study  laws  relating  to  the 
practice  of  medicine,  surgery  and  psychology. 
During  the  year,  hearings  had  been  held  by  the 
Legislative  Council  to  determine  the  effectiveness 
of  the  psychology  law  and  the  attitudes  of  phy- 
sicians toward  the  law.  The  hearings  brought 
out  considerable  dissatisfaction  with  the  psy- 
chology law  by  practitioners  of  psychiatry,  the 
commissioner  of  Public  Health,  the  executive  of- 
fice of  the  State  Licensing  Board  for  the  Healing 
Arts,  and  others.  The  report  stated  that  the 
hearing  revealed  a decided  difference  in  philoso- 
phy with  doctors  of  medicine  and  psychologists. 

During  the  Legislative  Council  hearing,  the 
following  facts  were  revealed:  (1)  Wide  differ- 
ences in  understanding  of  objectives;  (2)  poorly 
defined  areas  of  overlapping  responsibility  in  the 
Psychology  Law;  (3)  loosely  stated  provisions  for 
the  protection  of  the  patient. 

The  Chairman  stated  that  following  the  first 
hearing  before  the  Council,  a joint  committee  of 
psychiatrists  and  psychologists  was  formed  in  an 
attempt  to  find  out  whether  or  not  modifications 
of  the  present  law  might  be  made  that  would  be 
mutually  satisfactory. 

Several  steps  possibly  may  be  recommended  by 
the  Council,  they  being:  (1)  A possible  repeal  of 
the  psychology  law;  (2)  Modification  of  the  pres- 
ent law  as  recommended  by  the  joint  committee 
of  psychiatrists  and  psychologists;  and  (3)  No 
change  in  the  present  law,  or  (4)  The  Legislative 
Council’s  own  modification  growing  out  of  their 
research. 

The  report  pointed  out  that  the  type  of  recom- 
mendation by  the  Legislative  Council  to  the 
Legislature  next  year  relating  to  the  psychology 
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law,  will  require  the  attention  and  study  of  the 
entire  membership  of  the  Tennessee  State  Medi- 
cal Association.  It  will  be  the  function  of  the 
committee  on  Mental  Health  to  acquaint  the  mem- 
bership with  the  legislative  activities  relating  to 
this  particular  splinter  group  which  is  now  legal- 
ized to  treat  the  mentally  ill  without  adequate 
supervision  by  a physician. 

The  Chairman  attended  the  Fourth  Anniversary 
meeting  of  the  State  Mental  Health  Committees 
sponsored  by  the  Mental  Health  Council  of  the 
American  Medical  Association. 

The  report  concluded  with  the  chairman  giving 
details  as  submitted  by  the  chairman  of  the  Sub- 
committee on  Alcoholism.  Several  recommenda- 
tions were  made,  they  being:  (1)  that  an  effort 
be  made  to  gain  from  the  membership  the  recog- 
nition of  alcoholism  as  a medical  problem;  (2) 
that  the  committee  should  work  toward  a close 
relationship  with  the  Governor’s  Committee  on 
Alcoholism  and  (3)  that  the  Committee  might 
serve  as  a link  between  the  State  Association  and 
the  Department  of  Mental  Health. 

Report  of  the  Committee  on  Health  Project 
Contest 

Mrs.  Laurence  A.  Grossman,  Chairman 

The  report  stated  that  the  goal  for  the  year 
was  to  make  the  project  better  known  in  all 
counties  of  the  state.  Details  were  outlined  as 
to  how  each  chairman  was  furnished  with  a di- 
rectory of  all  public,  private  and  parochial  schools. 
It  was  stated  that  a fairly  equal  number  of  en- 
tries were  received  in  the  contest  from  West, 
Middle  and  East  Tennessee,  making  the  contest 
truly  state-wide.  It  was  pointed  out  in  the  report 
that  in  addition  to  eligible  entries  in  the  contest, 
other  projects  which  were  not  submitted  for  judg- 
ing were  submitted. 

The  regional  winners  were  Memphis  Treadwell 
High  School  Biology  Club,  White  County  High 
School  of  Sparta  and  Central  High  School  of 
Chattanooga. 

The  winning  entry  was  a project  on  “Students 
Versus  Polio.”  Second  place  winner  was  “Dental 
Health  Is  Our  Problem”  submitted  by  the  White 
County  High  School  of  Sparta.  “Automobile 
Safety”  entered  by  Central  High  School  of  Chat- 
tanooga was  the  third  place  winner. 

The  report  further  stated  that  the  contest  de- 
veloped public  attention  and  concern  over  these 
matters,  since  they  were  discussed  and  publicized 
in  newspapers  and  other  public  information 
media. 

The  Chairman  concluded  the  report  by  stating 
that  the  contest  was  a worthwhile  activity  and 
deserved  the  continuing  support  of  the  Tennessee 
State  Medical  Association  and  the  Woman’s  Aux- 
iliary. 

Report  of  the  Labor  Liaison  Committee 

D.  W.  Smith,  M.D.,  Chairman 

No  report. 


Report  of  the  Committee  on  Medical  Legal 
Relations  and  Inter-Professional  Code 

George  K.  Carpenter,  M.D.,  Chairman 

The  Chairman  stated  that  the  committee  was 
inaugurated  in  1954.  Originally  known  as  the 
Legal  Liaison  Committee  to  the  Tennessee  State 
Bar  Association,  the  committee’s  activities  have 
since  developed  to  the  point  where  the  present 
name  of  the  committee  more  adequately  describes 
its  functions. 

The  report  reviewed  the  Inter-Professional 
Code  adopted  by  the  committee  in  liaison  with 
the  Tennessee  State  Bar  Association  Committee 
in  1957.  The  Inter-Professional  Code  is  now  a 
matter  of  record  and  has  been  printed  in  the 
Tennessee  State  Medical  Journal  and  in  the  pub- 
lication going  to  all  lawyers  in  the  State  of  Ten- 
nessee. The  Code  has  also  been  presented  at 
several  county  medical-legal  clinics. 

The  report  continued  with  a description  of  the 
appointment  of  the  members  comprising  the  Inter- 
Professional  Code  Committee  and  recommenda- 
tions for  the  terms  of  committee  members. 

The  report  stated  that  the  Committee  of  TSMA 
and  the  Bar  Association  have  made  every  effort 
to  bring  the  Inter-Professional  Code  to  the  at- 
tention of  all  doctors  and  lawyers  in  the  State. 
As  of  the  date  of  the  report,  there  had  been  no 
problem  arising  between  physicians  and  lawyers 
which  was  called  to  the  attention  of  the  committee 
for  arbitration. 

The  Chairman  stated  that  the  committee  be- 
lieves that  excellent  work  has  been  done  and 
much  had  been  accomplished.  The  committee 
should  be  continued.  It  was  stated  that  a similar 
report  would  be  made  by  the  Committee  chair- 
man to  the  Tennessee  State  Bar  Association  at 
the  annual  meeting  of  the  lawyers  at  such  time 
that  the  meeting  was  conducted. 

Report  of  the  Liaison  Committee  to  the  Tennessee 
State  Dental  Association 

R.  David  Taylor,  M.D.,  Chairman 

No  Report. 

Report  of  the  Study  Committee  on  Legal 

Definition  of  Medicine  and  Medical  Practice 

Frank  H.  Luton,  M.D.,  Chairman 

The  Committee  had  worked  with  the  Legisla- 
tive Committee,  with  the  result  that  a suggested 
act  had  been  formulated  to  amend  Section  63-608 
of  Tennessee  Code  Annotated  which  defines  the 
practice  of  medicine. 

The  significant  changes  in  the  proposed  amend- 
ment read  as  follows:  “Any  person  shall  be  re- 
garded as  practicing  medicine  within  the  meaning 
of  this  chapter  who  shall  treat,  or  profess  to  treat, 
operate  on  or  prescribe  for  any  physical  ailment 
or  physical  injury  to  or  deformity  of  another,  in- 
cluding the  diagnosis  and  treatment  of  emotional 
and  mental  disorders  or  affections,  which  treat- 
ment is  commonly  referred  to  as  psychotherapy,” 
and  further  states  that:  “The  Legislature  hereby 
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expresses  the  intention  to  permit  the  full  and 
complete  practice  of  medicine  within  this  state 
as  it  has  been  understood  by  the  public,  histori- 
cally and  traditionally,  and  the  further  intention 
that  nothing  in  the  various  statutes  of  this  state 
granting  licenses  to  certain  persons  to  perform 
acts  similar  to  certain  of  the  acts  traditionary 
performed  by  physicians  shall  apply  to  or  restrict 
the  actions  of  persons  licensed  in  accordance  with 
the  provisions  of  this  chapter.” 

The  complete  proposal  will  be  presented  to  the 
Legislative  Committee.  The  chairman  said  that 
it  was  his  sincere  wish  that  this  suggested  change 
be  widely  supported  by  the  membership  of  TSMA. 

Report  of  Headquarters  Building  Furnishings  and 
Appointments  Committee 

D.  W.  Smith,  M.D.,  Chairman 
No  Report, 

Report  of  Study  Committee  for  the  Expansion  of 
General  Practice  Services  of  the  U.M.W.A. 

Welfare  and  Retirement  Fund 

George  S.  Mahon,  M.D.,  Chairman 
The  committee  had  met  as  required,  transacted 
much  business  by  mail  and  worked  out  other  de- 
tails of  proposals  to  the  UMWA  Welfare  and  Re- 
tirement Fund.  The  committee  worked  out  the 
mechanics  of  the  Audit  Sub-Committee  as  au- 
thorized in  a resolution  adopted  by  the  House 
of  Delegates  of  TSMA  in  April  1956. 

The  report  set  out  the  proposals  to  the  fund 
and  summarized  the  scope  of  benefits.  The  re- 
port listed  the  proposed  provisions  by  the  com- 
mittee, to  be  at  the  expense  of  the  fund.  These 
included  (a)  Diagnostic  study  by  a geseral  prac- 
titioner, always  to  include  a complete  history  and 
physical  examination.  (b)  Treatment  for  con- 
ditions discovered  by  complete  medical  evaluation 
when  this  can  be  given  on  an  outpatient  basis, 
(c)  Treatment  for  previously  diagnosed  chronic 
diseases,  on  a limited  basis  and  to  provide  con- 
tinuing control  of  long  term  treatment.  (d) 
Minor  surgical  procedures,  including  fractures 
and  lacerations,  that  may  be  done  in  the  office, 
or  in  a hospital  outpatient  department  and  that 
require  anesthesia  or  X-ray.  (e)  Preventive 
medicine  procedures  (immunizations)  only  when 
such  procedures  are  not  available  through  public 
health  agencies,  and  only  for  specified  procedures 
approved  and  authorized  by  the  special  committee. 

The  report  discussed  the  proposed  plan  for  de- 
termining rates  of  payment  for  services,  those 
eligible  for  participation  in  the  medical  phase  of 
the  proposed  plan,  supervision  and  control  of 
medical  aspects  of  the  proposed  program. 

The  report  concluded  by  stating  that  the  pro- 
posals were  submitted  to  the  Washington  Office 
of  the  UMWA  Fund  on  December  23,  1957.  The 
report  stated  that  receipt  of  the  proposals  was 
acknowledged  by  a letter  dated  January  17,  1958. 


Report  of  the  Tennessee  Committee  of  the 
American  Medical  Education  Foundation 

Joseph  W.  Johnson,  Jr.,  M.D.,  Chairman 
The  following  approximations  are  given  of 
funds  raised  in  Tennessee  and  allocated  to  the 
medical  schools  since  the  last  report  of  this  com- 
mittee. A more  detailed  financial  report  will  be 
subsequently  submitted. 

Approximately  $26,000  was  given  to  the  three 
schools  in  Tennessee  with  the  University  of  Ten- 
nessee receiving  slightly  the  larger  amount,  fol- 
lowed by  Vanderbilt  and  Meharry  Medical  School. 
All  schools  received  approximately  the  same.  The 
Woman’s  Auxiliary  contributed  $2,063.93. 

The  Chattanooga-Hamilton  County  Society  re- 
ceived last  year,  a plaque  commending  this  So- 
ciety as  the  only  county  organization  which,  as 
such,  made  unusual  contributions.  The  contri- 
bution in  this  instance  was  made  by  allocation  of 
funds  from  the  organized  body  of  medicine  within 
the  county  which  was  matched  by  other  local 
sources.  This  type  of  action  on  the  part  of  or- 
ganized medicine  is  commended  since  it  seems 
that  other  contributors  are  impressed  when  or- 
ganized medicine  rather  than  individual  doctors 
support  medical  education. 

It  might  be  worthwhile  for  subsequent  com- 
mittees to  consider  other  means  of  support  and 
it  is  possible  that  through  Dr.  Byrd’s  committee, 
a type  of  insurance  might  be  bought  by  indi- 
viduals or  by  groups  such  as  county  medical  so- 
cieties, naming  the  American  Medical  Education 
Foundation  as  beneficiary. 

Report  of  the  Liaison  Committee  to  the 
Tennessee  Medical  Foundation 

John  H.  Burkhart,  M.D.,  Chairman 
No  Report. 

Report  of  the  Woman's  Auxiliary  to  the  Tennessee 
State  Medical  Association 

Mrs.  Joseph  D.  Anderson,  President 
The  Woman’s  Auxiliary  had  reached  its  30th 
birth  date.  The  report  also  stated  the  relation- 
ship to  the  Woman’s  Auxiliary  of  the  American 
Medical  Association  and  pointed  out  that  instruc- 
tion in  sixteen  major  activities  were  received  from 
the  Auxiliary  of  the  AMA.  Such  courses  as  safe 
driving  in  schools  was  sponsored  in  some  cities 
by  the  Parents  Teachers  Association  and  the  Aux- 
iliary. The  Auxiliary  secures  money  for  the 
American  Medical  Education  Foundation  through 
money-raising  projects  and  that  during  the  past 
year,  the  Auxiliary  was  credited  with  contributing 
$2,063.90  or  an  average  of  $1.80  per  member  to 
the  AMEF.  The  goal  of  $2.00  per  member  was 
established  for  the  coming  year  and  since  mem- 
bership had  reached  1300,  it  was  anticipated  that 
a substantial  increase  in  the  above  amount  would 
be  reached. 

It  was  stated  that  some  auxiliaries  were  instru- 
mental in  promoting  the  observance  of  Medical 
Education  Week. 
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All  local  legislative  chairmen  of  the  auxiliary 
were  poised  for  the  fight  against  The  Forand  Bill 
and  for  support  of  the  Jenkins-Keogh  Bill  during 
1958.  The  report  pointed  out  that  at  the  sugges- 
tion of  the  AMA,  a legislative  “key  woman”  had 
been  appointed  to  correspond  with  the  “key  man” 
of  medical  societies. 

Fifteen  auxiliaries  sent  a token  membership 
from  their  group  to  the  Tennessee  Medical  Foun- 
dation. 

Statewide  publicity  had  been  given  to  the  Me- 
morial Trust  Fund.  The  report  pointed  out  the 
progress  and  activity  that  occurred  in  the  Health 
Project  Contest. 

Nurse  recruitment  had  been  a major  project  of 
the  Auxiliary  for  the  past  five  years.  Five  future 
nurses  clubs  are  now  sponsored.  All  of  the  ac- 
tivity, in  addition  to  the  loans  and  scholarships 
to  nurses,  technicians  and  medical  students,  that 
are  still  in  force,  make  a valuable  contribution 
toward  meeting  some  of  the  shortage  of  personnel 
in  these  fields,  the  report  stated. 

The  Auxiliary  had  made  an  effort  to  place  a 
subscription  to  “Today’s  Health”  in  every  doctor’s 
and  dentist’s  office. 

One  of  the  most  admirable  accomplishments 
was  in  the  field  of  public  service.  Members  gave 
freely  of  their  time  to  drives  for  cancer,  polio, 
heart,  Red  Cross,  etc.  Some  auxiliaries  assumed 
the  entire  activity  in  these  projects. 

Several  auxiliaries  reported  helping  in  the  Salk 
Vaccine  Clinics  and  one  auxiliary  manned  36  sta- 
tions with  142  clerks,  all  of  whom  were  wives  of 
doctors. 

The  report  concluded  by  stating  appreciation 
to  the  Advisory  Committee  of  TSMA  for  advice 
during  the  past  year. 

Report  of  Delegates  to  the  AMA 

Charles  C.  Smeltzer,  M.D.,  Chairman 

Dr.  Smeltzer,  acting  chairman  of  the  AMA  dele- 
gates outlined  the  business  transacted  at  the  two 
meetings  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  during  the  past  year. 
The  June  7th  meeting  in  New  York  dealt  pri- 
marily with  the  revision  of  the  Principles  of 
Medical  Ethics,  relations  with  the  UMWA.  the 
federal  government’s  medicare  program  and  the 
issue  of  Social  Security  benefits  for  physicians. 

The  report  gave  details  of  Resolutions  No.  4 


and  5 as  introduced  in  the  AMA  House  of  Dele- 
gates by  the  Tennessee  Delegation.  A complete 
action  by  the  Reference  Committees  of  the  AMA 
on  the  two  Tennessee  Resolutions  was  presented 
by  Dr.  Smeltzer. 

The  Reference  Committee  of  the  AMA  House, 
relative  to  resolution  No.  5,  to  amend  Federal 
Social  Security  Laws,  recommended  that  the  Com- 
mittee on  Indigent  Care  of  the  Council  on  Medical 
Service  of  AMA  should  further  study  and  make 
a report  at  a later  meeting  of  the  House  of  Dele- 
gates. 

Final  action  on  the  resolution  by  the  Council 
on  Medical  Service  recommended  disapproval  of 
the  resolution  stating  that  the  Tennessee  State 
Medical  Association  may  achieve  its  objective 
without  the  necessity  for  revision  of  the  Social 
Security  Act,  since  the  State  Welfare  Department 
was  not  required  to  administer  the  hospitalization 
program. 

Dr.  R.  H.  Hutcheson  appeared  before  the  com- 
mittee of  the  AMA  re-stating  the  problem  and 
offered  a change  in  the  phraseology  of  the  reso- 
lution proposing  that  instead  of  assigning  the 
medical  care  program,  specifically,  to  the  State 
Public  Health  Agency,  the  law  should  allow  the 
state  to  delegate  the  program  to  whatever  agency 
it  chooses.  The  report  went  into  detail  as  to  other 
business  transacted  by  the  House  of  Delegates  of 
the  AMA. 

The  report  stated  the  actions  of  the  AMA  House 
at  the  December  3-6  meeting  which  was  conducted 
in  Philadelphia.  Fluoridation  of  water  was  the 
most  controversial  issue  discussed.  A special 
committee  reported  on  the  Heller  study  of  the 
organizational  structure  of  the  American  Medical 
Association.  The  AMA  House  condemned  the 
Forand  Bill  as  undesirable  legislation.  Three 
resolutions  were  introduced  pointing  up  certain 
inadequacies  and  confusions  in  the  distribution  of 
Asian  Influenza  Vaccine. 

The  House  requested  the  Board  of  Trustees  to 
study  the  feasibility  of  having  the  Association 
finance  a thorough  investigation  of  the  Social  Se- 
curity System  by  a qualified  private  agency. 

A resolution  was  introduced  concerning  the  free 
choice  of  physicians  and  the  UMWA  Retirement 
Fund. 

J.  E.  Ballentine 
Executive  Secretary 
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Minutes  of  the  Annual  Meeting  of  the  Board  of  Trustees 
of  the  Tennessee  State  Medical  Association 
April  23,  1958—9:00  A.M. 

Riverside  Hotel,  Gatlinburg,  Tennessee 


The  Board  of  Trustees  of  the  Tennessee 
State  Medical  Association  convened  on 
April  23,  1958  in  its  annual  meeting,  con- 
ducted at  the  Riverside  Hotel  in  Gatlinburg, 
Tennessee. 

Members  of  the  Board  present  were: 

Dr.  W.  O.  Vaughan,  Chairman,  Nashville 
Dr.  J.  Paul  Baird,  Dversburg 
Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga 
Dr.  James  C.  Gardner,  Nashville 
Dr.  Henry  T.  Kirby-Smith,  Sewanee 
Dr.  Harmon  L.  Monroe,  Erwin 
Dr.  Ralph  O.  Rychener,  Memphis 
Dr.  Daniel  R.  Thomas,  Knoxville 
Dr.  Julian  K.  Welch,  Jr.,  Brownsville 
Dr.  Wm.  J.  Sheridan,  Chattanooga 
Dr.  R.  H.  Kampmeier,  Nashville 
There  were  no  members  of  the  Board  ab- 
sent. 

Others  present  were : 

Mr.  J.  E.  Ballentine,  Executive  Secretary, 
TSMA 

Mr.  Jack  Drake,  Public  Service  Director, 
TSMA 

I.  The  meeting  was  called  to  order  by 
the  President,  Dr.  James  C.  Gardner,  who 
acted  in  a temporary  capacity  as  chairman 
until  the  Board  was  organized  and  a per- 
manent chairman  elected.  Dr.  Gardner 
pointed  out  that  the  chairman  of  the  Board 
also  serves  as  treasurer,  and  of  necessity, 
the  chairman  should  be  in  Nashville  in  or- 
der to  expedite  business  through  the  cen- 
tral office. 

Dr.  J.  Paul  Baird  nominated  Dr.  W.  O. 
Vaughan,  the  nomination  was  seconded  and 
Dr.  Vaughan  was  elected  chairman  of  the 
Board,  and  treasurer  of  the  Tennessee  State 
Medical  Association.  Dr.  Vaughan  assumed 
the  chairmanship  of  the  Board. 

II.  The  Board  discussed  the  composition 
of  the  Executive  Committee  and  the  motion 
was  made,  duly  seconded  and  adopted,  that 
Dr.  W.  O.  Vaughan,  Nashville;  Dr.  J.  Paul 
Baird,  Dyersburg;  Dr.  R.  H.  Kampmeier, 
Nashville;  Dr.  James  C.  Gardner,  Nashville; 


and  Dr.  Harmon  L.  Monroe,  Erwin,  should 
compose  the  Executive  Committee  of  the 
Board,  to  act  on  administrative  and  execu- 
tive matters  between  meetings  of  the  Trus- 
tees. The  Executive  Committee  will  report 
their  actions  to  the  entire  Board. 

III.  The  motion  was  made,  duly  seconded 
and  adopted  that  the  minutes  of  the  last 
regular  meeting  of  the  Board  and  the  spe- 
cial meeting  of  the  Board  on  March  9th,  be 
approved  as  previously  mailed  to  members 
of  the  Board  of  Trustees. 

New  Business 

I.  The  Trustees  studied  the  annual  finan- 
cial audit  of  TSMA  for  the  year  1957,  the 
audit  being  made  by  Grannis  and  Associ- 
ates, CPAs  of  Nashville,  Tennessee.  After 
examining  the  audit  report  and  asking  ques- 
tions of  the  executive  secretary,  the  motion 
was  made  by  Dr.  Welch,  duly  seconded  and 
adopted  that  the  Board  approve  the  finan- 
cial audit. 

The  Trustees  commended  the  treasurer 
and  the  executive  secretary  for  the  expedi- 
ent handling  of  the  financial  affairs  of  the 
Association. 

II.  The  report  of  the  first  quarter  finan- 
cial statement  was  submitted  by  the  execu- 
tive secretary  and  after  the  Board  exam- 
ined the  figures  for  the  first  three  months 
of  1958,  the  motion  was  duly  made,  sec- 
onded and  adopted  that  the  financial  state- 
ment be  approved  by  the  Board. 

III.  Dr.  James  C.  Gardner,  Chairman  of 
a special  committee  reported  on  personnel 
and  salary  policies.  Dr.  Gardner  asked  that 
the  Board  go  into  executive  session.  The 
executive  secretary  and  the  public  service 
director  were  excused  from  the  meeting. 

Dr.  Gardner’s  committee  on  personnel 
policies  was  composed  also  of  Dr.  Robert 
Buchanan,  Dr.  H.  L.  Monroe  and  Dr.  R.  B. 
Wood,  two  of  whom  were  members  of  the 
previous  Board  of  Trustees.  Dr.  Gardner 
rendered  his  committee  report,  its  recom- 
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mendations  for  personnel  policies  and  the 
salary  of  the  executive  secretary.  The  pol- 
icy adopted  was  to  the  effect  that  the  Board 
would  determine  the  salary  of  the  executive 
secretary.  Other  staff  salaries  should  be 
recommended  to  the  Board  by  the  executive 
secretary.  The  Board  retained  the  final  au- 
thority to  act  on  all  personnel  and  salary 
matters.  A motion  was  made  by  Dr.  John- 
son, seconded  by  Dr.  Sheridap  and  adopted 
that  the  salary  of  the  executive  secretary 
be  adjusted,  effective  May  1,  1958.  The 
Board  also  included  an  appropriation  up  to 
$300  per  year  for  an  annuity  insurance  plan, 
to  be  effective  at  such  time  when  a match- 
ing amount  was  made  by  the  executive  sec- 
retary. 

IV.  The  Board  adopted  a recommenda- 
tion to  adjust  the  salary  of  the  public  serv- 
ice director,  effective  May  1,  1958. 

Upon  recommendation  of  the  executive 
secretary,  salaries  of  the  secretarial  staff 
in  the  TSMA  headquarters  office  were  ad- 
justed with  the  full  approval  by  the  Board. 
These  adjustments  were  to  be  effective  May 
1,  1958. 

Upon  motion  made  by  Dr.  Rychener,  sec- 
onded by  Dr.  Baird,  and  adopted,  the  staff 
members  in  the  central  office  of  TSMA  were 
commended  for  their  faithful  work  and 
services. 

The  Board  adopted  a recommendation 
from  the  retiring  chairman  of  the  Board 
relative  to  establishing  policy  on  staff 
travel.  The  policy  adopted  was  that  in  ad- 
dition to  the  regular  expense  account  sub- 
mitted, that  a statement  be  included  to 
show  the  following  (1)  place  where  travel 
was  made,  (2)  purposes  for  travel,  (3)  busi- 
ness accomplished,  (4)  persons  contacted. 

It  was  also  determined  by  the  Board  that 
where  staff  travel  occurred  outside  of  the 
State  of  Tennessee,  that  public  transporta- 
tion facilities  be  used  where  such  was  im- 
mediately available.  Reimbursement  will 
be  made  at  the  rate  of  air  travel  to  such 
destinations,  in  the  event  that  staff  mem- 
bers use  automobile  travel  to  such  destina- 
tions outside  of  the  State.  The  motion  was 
made  by  Dr.  Baird,  seconded  by  Dr.  Kamp- 
meier,  and  adopted. 

V.  Drs.  Gardner,  Kampmeier  and  Baird 
had  been  appointed  previously  to  study  and 


report  upon  changes  in  the  scientific  pro- 
gram for  future  years.  Dr.  Baird  rendered 
the  following  report  to  the  Board. 

“The  temporary  study  committee  on  im- 
provement of  the  state  scientific  program, 
methods  of  conducting  the  meetings  and 
arrangements  of  plans  has  some  general 
suggestions  it  offers  which  would  present 
no  radical  departure  from  the  present  for- 
mat of  programs.”  The  committee  stated 
that  it  believed  that  adoption  of  the  sug- 
gestions would  permit  immediate  action 
for  the  forthcoming  year  and  allow  for 
future  evolution  of  plans  and  exploitation 
of  ideas  to  promote  better  meetings.  The 
committee  recommended  that  (1)  the 
trustees  form  a special  study  and  advisory 
committee  to  the  present  scientific  pro- 
gram committee  to  be  appointed  by  the 
president  to  contain  one  member  of  each 
specialty  group  of  the  Association;  (2) 
the  committee  determine  the  feasibility 
of  having  an  outstanding  speaker  from 
the  specialty  groups  to  speak  before  the 
general  meeting;  (3)  the  trustees  set  up 
a fund  of  $600  to  assist  in  financing  travel 
expense  and  honorarium  for  this  plan. 
The  recommendation  was  discussed  at 
length  by  Dr.  Baird,  Dr.  Kampmeier  and 
Dr.  Rychener.  Motion  was  made  by  Dr. 
Rychener  and  seconded  by  Dr.  Welch  that 
the  report  be  adopted. 

VI.  The  executive  secretai’y  presented  a 
letter  from  the  president  of  the  State  Medi- 
cal Journal  Advertising  Bureau  relative  to 
rate  increases  in  national  advertising  for 
the  Journal.  After  full  discussion,  the 
Board  approved  the  10%  rate  increase  to 
become  effective  July  1,  1958,  as  recom- 
mended by  the  State  Medical  Journal  Ad- 
vertising Bureau. 

Upon  motion  made  by  Dr.  Rychener,  sec- 
onded by  Dr.  Kirby-Smith,  it  was  moved 
that  the  local  rate  for  advertising  handled 
through  the  central  office,  be  increased  10% 
effective  January  1,  1959,  contingent  upon 
acceptance  of  the  national  advertising  pro- 
gram. The  motion  was  adopted. 

VII.  The  Trustees  discussed  the  recom- 
mendations as  referred  to  the  Board  in 
Resolutions  No.  3 and  No.  6 as  adopted  by 
the  House  of  Delegates  on  April  22nd.  The 
Reference  Committee  recommended  rela- 


256 


MINUTES  OF  THE  ANNUAL  MEETING  OF  THE  BOARD  OF  TRUSTEES 


June,  1958 


tive  to  Resolution  No.  6 that  a special  com- 
mittee of  the  Board  of  Trustees  be  estab- 
lished to  determine  if  a General  Health 
Committee  could  not  include  some  of  the 
present  committees  now  in  effect.  The 
Board  discussed  this  matter  at  length  after 
which  the  motion  was  made  by  Dr.  Welch, 
and  seconded  by  Dr.  Rychener,  that  a study 
committee  be  appointed  to  report  to  the 
Board  of  Trustees  at  the  next  meeting.  The 
Committee  named  was  Dr.  Kampmeier, 
Chairman,  Dr.  Welch  and  Dr.  Monroe.  Mo- 
tion for  appointment  of  the  committee 
members  was  made  by  Dr.  Rychener,  sec- 
onded bv  Dr.  Thomas  and  adopted. 

The  establishment  of  a special  committee 
for  Sight  Conservation  was  discussed  and 
upon  motion  by  Dr.  Gardner,  seconded  by 
Dr.  Sheridan,  it  was  approved  that  a special 
committee  on  Sight  Conservation  be  ap- 
pointed. 

The  Trustees  delegated  to  the  president 
authority  to  appoint  councilor  district  com- 
mittees for  medicare  administration  as 
called  for  in  Resolution  No.  3 when  such 
organization  was  required. 

VIII.  The  Board  of  Trustees  approved 
the  “standard  form”  resolution  required  by 
the  banks  for  authorized  persons  to  sign 
checks,  enter  the  lock  box,  etc.  The  motion 
to  authorize  such  action  was  made  by  Dr. 
Baird,  seconded  by  Dr.  Kirby-Smith  and 
adopted. 

Dr.  Vaughan,  Chairman  of  the  Board, 
asked  the  opinion  of  the  trustees  relative  to 
having  a person  other  than  the  treasurer 
authorized  to  sign  checks.  He  pointed  out 
that  this  would  save  time  and  make  for 
more  efficient  administration.  Upon  mo- 
tion made  by  Dr.  Gardner,  seconded  by  Dr. 
Rychener  and  adopted,  the  treasurer  and 
executive  secretary  were  authorized  to  sign 
checks  in  behalf  of  the  Association.  The 
treasurer  and  executive  secretary  are  le- 
gally bonded. 

IX.  The  Trustees  then  went  into  ap- 
pointment of  the  standing  committees.  New 
members  to  standing  committees  were  ap- 
pointed and  expiring  terms  of  other  mem- 
bers were  replaced  or  re-appointed. 

X.  The  appointment  of  special  commit- 
tees was  referred  to  the  president,  as  speci- 
fied in  the  By-Laws. 


XI.  Dr.  Kampmeier  brought  up  the  mat- 
ter of  the  UMWA  and  its  relationship  with 
organized  medicine.  This  matter  was  dis- 
cussed at  considerable  length.  Dr.  Kamp- 
meier requested  approval  of  the  Board  to 
editorialize  in  the  Journal  of  the  Tennessee 
State  Medical  Association  on  the  vast  prob- 
lem of  labor  versus  medicine.  Discussion 
was  primarily  led  by  Dr.  Monroe.  Follow- 
ing the  discussion,  the  motion  was  made, 
duly  seconded  and  passed,  that  the  Board 
of  Trustees  appi'ove  the  idea  of  editorial 
comment  by  the  editor. 

XII.  Dr.  Rychener  brought  up  the  ques- 
tion relative  to  a newspaper  release  regard- 
ing public  welfare.  He  recommended  that 
an  organized  method  of  publicity  be  de- 
veloped to  show  what  doctors  contribute  in 
time  and  money  to  welfare  and  other  pa- 
tients serviced  by  doctors  where  no  remu- 
neration is  received.  He  pointed  out  that 
publicity  should  be  developed  by  doctors 
on  indigent  care  and  particularly  public 
welfare  patients.  The  matter  was  further 
discussed  by  Mr.  Drake.  Following  the 
discussion,  the  motion  was  made  by  Dr. 
Rychener,  seconded  by  Dr.  Gardner,  that 
the  proper  agency  in  the  TSMA  compile 
facts  and  figures  on  hours  of  free  time  con- 
tributed by  doctors  of  medicine  of  this  As- 
sociation and  county  society  members  in 
the  field  of  health,  and  by  teachers  in  the 
medical  schools  located  in  Tennessee.  When 
compiled,  such  information  should  be  re- 
leased to  the  public.  This  motion  was 
adopted. 

XIII.  Dr.  Welch  requested  that  if  possi- 
ble, the  Trustees  consider  changing  the 
annual  meeting  for  1959,  moving  it  two 
weeks  later  in  order  not  to  conflict  with  the 
national  meeting  of  the  American  Academy 
of  General  Practice.  Dr.  Rychener  reported 
that  facilities  at  the  Peabody  Hotel  were 
taken  up  for  the  entire  month  of  April,  1959 
and  it  was  believed  that  the  meeting  could 
not  be  moved.  The  executive  secretary  will 
look  into  other  dates  if  such  are  available. 

XIV.  The  motion  was  made  by  Dr. 
Baird,  seconded  by  Dr.  Rychener,  and 
adopted,  that  no  releases  be  made  to  news- 
papers or  other  information  services  by  the 
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public  service  director  concerning  matters 
of  policy  of  the  Tennessee  State  Medical 
Association,  unless  such  were  approved  by 
the  president  or  members  of  the  executive 
committee  of  the  Board  of  Trustees.  It  was 
determined  in  the  discussions  that  such  a 
policy  being  in  effect,  would  prevent  un- 


authorized news  from  being  released  on 
policies  of  the  Association. 

There  being  no  further  business,  the 
meeting  of  the  Board  of  Trustees  adjourned 
at  1:00  p.m. 

J.  E.  Ballentine 
Executive  Secretary 
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Tennessee  Physicians  who  attended  the  123rd  annual  meeting 
last  April  in  Gatlinburg,  know  how  important  are  the  standing  and 
special  committees  of  the  Association.  It  is  in  our  committees  that 
items  of  interest  and  special  problems  have  their  first  hearing. 

As  your  recently  installed  president,  I hope  that  every  newly 
appointed  committee  member  and  chairman  will  seriously  con- 
sider the  responsibility  placed  upon  him. 

Committee  work  does  seem  arduous  at  times.  It  cuts  into  our 
recreation  and  time  with  our  families.  However,  without  our 
committees  to  study  the  issues  and  represent  us,  we  are  vulnerable 
to  other  groups  that  constantly  seek  to  make  in-roads  into  the 

practice  of  medicine. 

Your  Board  of  Trustees  seriously  considers  the  appointments  to  all  standing  com- 
mittees, with  the  intent  of  having  a well-rounded  representation  of  members  in  the  State. 
With  our  standing  and  special  committees  comprising  some  150  physicians  of  Tennessee, 
this  still  represents  only  a small  percentage  of  the  more  than  2600  TSMA  members 
named  to  committee  work.  This  in  itself  should  give  some  indication  of  the  obligation 
that  committee  work  imposes. 

Not  only  have  the  newly  named  members  been  selected  for  their  interest,  but  they 
have  been  chosen  also  for  their  objectivity.  Many  times  they  must  make  decisions  that 
are  against  their  personal  feelings  because  they  realize  that  the  good  of  patients  and  of 
the  profession,  must  come  first. 

Only  through  hard  working,  straight  thinking,  committee  members,  can  we  steer  our 
State  Association  through  the  mass  of  mounting  problems  ahead  for  medicine.  Medi- 
cine, as  never  before,  seems  to  be  under  attack. 

On  all  sides,  we  see  attempts  by  federal  legislation,  (such  as  the  Forand  Bill)  and 
other  groups  to  restrict  medical  care.  The  efforts  put  forth  at  our  county  and  state  level 
are  reflected  on  the  national  level  since  the  AMA  is  made  up  of  State  groups  such  as  ours. 

I urge  each  TSMA  member  to  give  our  committee  members  all  the  support  they  de- 
serve. Let  them  know  your  feelings  and  bring  your  problems  to  committees  to  which 
they  may  belong. 

Only  through  strong  informed  committees  can  the  right  decisions  be  made  for  Ten- 
nessee physicians. 

It  is,  indeed,  warranted  that  credit  should  be  given  to  physicians  who  serve  on  com- 
mittees and  give  so  freely  of  their  one  completely  irreplacable  resource — their  time. 


James  C.  Gardner 
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PULMONARY  INFARCTION— 

AN  UNRECOGNIZED  DISEASE 

The  clinical  diagnosis  of  pulmonary  in- 
farction is  made  much  less  frequently  than 
warranted  by  postmortem  examination. 
The  incidence  of  this  disorder  has  remained 
relatively  constant  during  the  past  few 
years  and  is  about  10%  in  the  autopsies  on 
hospitalized  patients.  However,  among 
those  who  die  in  homes  for  the  aged,  the 
frequency  increases  to  about  25%  of  all 
autopsies  and  this  same  figure  probably 
represents  the  incidence  in  the  nonhospi- 
talized  general  population.  Israel'  has 
pointed  out  that  there  is  a sharp  increase 
in  incidence  when  the  hospital  staff  is  alert 
to  the  possibility  of  this  diagnosis.  The 
latest  figures  would  seem  to  indicate  that 
0.6%  of  all  surgical  patients  develop  pul- 
monary infarction  while  1.2%  of  all  medi- 
cal patients  develop  this  disorder.  This 
greater  frequency  in  medical  patients  em- 
phasizes the  increased  age  of  medical  pa- 


tients and  their  longer  hospital  stay.  The 
age  factor  is  so  important  that  the  disease 
is  infrequently  seen  under  the  age  of  40 
years  except  in  obstetrical  patients  and  in 
medical  patients  with  congestive  heart  fail- 
ure. Short-  in  England,  and  Israel  in  Phila- 
delphia have  shown  that  pulmonary  in- 
farction is  more  common  than  pneumonia, 
bronchogenic  carcinoma  or  idiopathic  pleu- 
risy with  effusion. 

About  one-third  of  patients  develop  pul- 
monary infarction  after  surgery.  Certain 
medical  diseases  predispose  to  pulmonary 
infarction, — among  them  obesity,  anemia, 
cardiac  disease,  varicose  veins,  severe  in- 
fections, blood  dyscrasias  and  carcinomas. 
Finally,  about  one-third  of  patients  develop 
symptoms  following  very  little  or  no 
trauma.  Several  studies  would  indicate 
that  about  52%  of  normal  middle-aged  per- 
sons put  to  bed  develop  thrombi,  and  there 
is  an  increased  incidence  noted  in  those 
sitting  for  long  periods,  as  after  long  auto- 
mobile trips  and  during  World  War  II  in 
London  air  raid  shelters. 

The  clinical  diagnosis  is  sometimes  very 
difficult  since  only  20'  < of  cases  present  the 
classical  findings  of  chest  pain  with  frank 
venous  thrombosis.  Although  hemoptysis 
and  a pleural  friction  rub  are  looked  for 
classically,  more  common  are  the  non- 
specific symptoms  and  signs  of  fever,  dysp- 
nea, rales,  tachycardia  and  tachypnea.  Re- 
cently the  diagnostic  importance  of  local 
tenderness  of  the  chest  has  been  noted;  this 
has  been  attributed  to  severe  spasm  of  the 
intercostal  muscles  secondary  to  inflamma- 
tion of  the  pleura.  Although  such  tender- 
ness may  occur  with  pneumonia,  it  is  more 
common  in  pulmonary  infarction.  Cer- 
tainly tenderness  in  a patient  with  a normal 
appearing  x-ray  film  strongly  suggests  the 
presence  of  a blood  clot  in  the  lung.  Almost 
invariably  this  disorder  originates  from  a 
thrombus  in  the  lower  extremity  or  from  a 
thrombus  within  the  heart.  It  is  not  un- 
common for  evidence  of  phlebitis  to  appear 
a week  after  chest  symptoms  are  first  noted, 
which  may  account  for  many  missed  diag- 
noses. 

Laboratory  tests  are  sometimes  helpful. 
However,  in  only  55%  of  patients  does  the 
routine  chest  x-ray  examination  suggest  in- 


260 


EDITORIAL 


June,  1958 


farction.  The  electrocardiogram  may  or 
may  not  show  changes  which  help  in  sub- 
stantiating the  diagnosis  of  pulmonary  in- 
farction. Significant  deviations  in  SGO-T 
titres  are  not  found  associated  with  this 
disorder. 

There  are  two  approaches  to  therapy — 
one  surgical,  either  vena  caval  or  bilateral 
femoral  ligation,  or  medical  with  anticoagu- 
lants. Certainly  these  two  choices  are  good, 
and  for  this  reason  inaction  can  not  be  tol- 
erated. Before  the  use  of  anticoagulants, 
the  incidence  of  repeated  emboli  and  the 
probability  of  fatal  emboli  were  high.  Early 
ambulation  has  not  decreased  materially  the 
incidence  of  infarction.  Many  physicians 
and  patients  feel  that  ambulation  means  sit- 
ting in  a chair  with  the  legs  flexed — a posi- 
tion which  is  certainly  conducive  to  throm- 
bosis in  the  lower  extremities.  A few  years 
ago  Wilkins  and  Stanton  suggested  elastic 
stockings  for  hospitalized  patients  in  an  at- 
tempt to  increase  linear  velocity  of  blood 
flow.  Recently,  reports  of  pulmonary  in- 
farction occurring  within  a few  hours  of 
surgery  have  appeared.  It  has  also  been 
reported  that  about  one-third  of  patients 
with  pulmonary  infarction  enter  the  hos- 
pital with  this  diagnosis.  Such  reports  em- 
phasize the  fact  that  anticoagulation  and 
elastic  stockings  are  not  the  only  answers 
to  the  problem  of  avoiding  pidmonary  in- 
farction. 

The  difficulty  in  diagnosis  of  pulmonary 
infarction  makes  it  essential  to  bear  the 
possibility  of  this  diagnosis  in  mind  in  all 
patients.  It  must  be  treated  early  for  best 
results.  Whether  the  treatment  is  surgical 
or  medical  depends  on  a variety  of  factors. 
There  are  few  situations  in  medicine  in 
which  sensible  treatment,  which  anticipates 
thromboembolic  accidents,  is  more  neces- 
sary than  in  the  bedfast  debilitated  patient, 
the  postoperative  patient,  or  the  patient 
with  cardiac  disease. 

A.  B.  S. 
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HEALTH  CARE  OF  THE  AGED 

Some  years  ago  the  “Problems  of  Chronic 
Disease”  were  discussed  on  this  page.1  The 
point  was  made  that  much  chronic  illness  is 
a direct  result  of  our  advances  in  medical 
science.  Antibiotics  have  saved  uncounted 
millions  from  death  in  pneumonia,  “the 
friend  of  the  aged.”  These  persons  continue 
to  live,  many  of  them  crippled  by  myo- 
cardial, pulmonary,  or  renal  insufficiency, 
hemiplegia,  and  other  conditions.  The  mod- 
ern management  of  myocardial  infarction 
permits  the  survival  of  many  a patient  to 
live  a life  of  limited  activity.  Advances  in 
surgery  have,  through  more  successful  at- 
tacks on  malignancies  and  arteriosclerotic 
vascular  disease,  contributed  to  the  pool  of 
the  aging  population. 

Obviously,  one  finds  no  fault  with  these 
by-products  of  the  advances  in  medical 
science.  The  physician  by  training  and 
philosophy  must  use  every  weapon  in  the 
treatment  of  disease.  However,  a corollary 
to  this  is  that  means  must  be  found  to  meet 
the  iatrogenic  social,  medical  and  economic 
problems  of  an  aged  population.  Life  must 
not  be  extended  without  every  effort  being 
made  to  provide  for  happiness  in  the  added 
years  of  life.  Living  is  often  a burden  to 
the  chronically  ill,  aside  from  the  social, 
psychologic  and  economic  problems  he 
creates  for  himself,  his  family  and  society. 

In  the  1954  editorial,  Parran  was  quoted 
as  saying,  “It  is  a truism  that  chronic  ill- 
ness and  poverty  tend  to  become  synony- 
mous, sooner  or  later.”  In  1952,  he  said. 
500,000  families  had  medical  expenses 
greater  than  total  family  income  and  that 
an  equal  number  of  families  spent  more 
than  half  their  income  on  medical  care. 
Such  facts  have  been  substantiated  over  and 
over  again. 

These  are  the  facts  that  make  persons  of 
borderline  or  lower  middle  class  income, 
who  need  to  support  aged  parents  and  pay 
their  medical  bills,  acutely  aware  of  med- 
ical costs.  These  are  the  ones  who  ask  for 
relief  and  turn  to  the  taxpayer  for  this  re- 
lief. The  various  public  assistance  pro- 
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grams,  and  most  recently  the  Forand  bill, 
are  symptoms  of  this  problem. 

The  wholesale  expenditure  of  federal 
funds  as  proposed  is  not  the  answer.  It  is 
not  that  simple!  The  Joint  Council  to  Im- 
prove the  Health  Care  of  the  Aged,  spon- 
sored by  the  A.M.A.,  American  Dental  As- 
sociation, American  Hospital  Association, 
and  the  American  Nursing  Homes  Associa- 
tion has  announced  the  following  program 
of  attacking  the  problems  of  health  care  of 
the  aged  to  be:  “(1)  increase  opportunities 
for  older  people  to  obtain  voluntary  health 
insurance  coverage,  (2)  expand  health  care 
facilities  tailored  to  the  needs  of  the  aged 
regardless  of  economic  status,  and  (3)  de- 
velop more  community  health  services  for 
the  aged.” 

These  objectives  are  most  pertinent  and 
it  is  hoped  they  will  be  met  in  the  relatively 
near  future.  They  are  not  new  ideas  but  a 
broad  extension  of  methods  and  resources 
already  tried.  In  summarizing  these  ob- 
jectives, I2  editorialized,  in  1956,  upon  the 
need  for  re-orientation  in  our  thinking  on 
medical  care.  We  need  to  look  backward 
and  recall  the  home  care  of  the  chronically 
ill  by  his  family  doctor  50  years  ago  with, 
of  course,  modern  variations.  We  have 
come  to  think  only  in  terms  of  hospital  care 
today,  with  the  use  of  all  the  gadgets  which 
contribute  to  the  costly  service  of  the  mod- 
ern hospital.  With  costs  of  more  than 
twenty  dollars  per  diem,  the  general  hos- 
pital is  not  the  place  to  care  for  the  chron- 
ically ill.  Along  with  re-orientation  to 
home  care  is  needed  thinking  to  improve 
and  extend  the  use  of  nursing  homes,  in 
which  adequate  care  can  be  given  at  a much 
lower  cost. 

With  our  network  of  good  roads  and  a hos- 
pital within  reach  of  most  of  the  population 
within  an  hour’s  driving  time,  we  probably 
need  few  more  Hill-Burton  hospitals,  but 
must  re-orient  our  thoughts  to  develop  ade- 
quate and  enough  nursing  homes  for  the 
chronically  ill. 

No  doubt  more  community  health  serv- 
ices will  be  established.  Among  these,  as 
I2  have  pointed  out,  is  the  part  played  by 
the  visiting  nurse.  Experience  in  some 
communities  has  shown  the  excellence 
which  can  be  developed  in  home  care  by 


this  expedient.  She  sees  that  the  family 
doctor’s  orders  are  implemented,  and  she 
trains  the  family  in  the  care  of  the  chroni- 
cally ill  person.  In  some  areas  agencies 
have  developed  means  of  providing,  by  one 
daily  delivery,  a hot  meal  and  second  cold 
meal  to  the  aged,  so  he  or  they  may  remain 
in  their  home  environment.  A little  vision 
thus  permits,  through  family  doctor,  visiting 
nurse  and  the  provision  of  food,  an  eco- 
nomic method  of  home  care,  and  even  more 
importantly  results  in  a happier  patient  or 
oldster  who  does  not  want  to  leave  home 
to  go  to  an  institution  or  live  with  a daugh- 
ter or  son  with  all  the  inevitable  family 
frictions.  (The  Senior  Citizens’  organiza- 
tions springing  up  throughout  the  Country 
minister  to  the  mental  health  of  the  ambu- 
lant oldster  in  providing  association  and 
social  intercourse  with  other  oldsters  and, 
in  some  places,  one  meal  a day  and  also 
medical  care  on  a clinic  basis.) 

It  is  along  these  lines  that  the  Joint  coun- 
cil to  Improve  the  Health  Care  of  the  Aged 
must  think  and  act.  This  must  be  the  an- 
swer to  the  proposed  Forand  Bill  and  others 
to  come,  because  it  will  be  a constructive 
answer.  By  the  hospital  care  of  the  medi- 
cally indigent  through  local  means  when 
needed,  as  in  the  past  and  at  present,  and 
by  providing  home  care  at  economical  lev- 
els, many  families  will  happily  accept  their 
responsibility  to  care  for  aged  parents,  if 
assured  they  will  not  be  “bled  white”  by 
high  costs  of  hospitalization  and  physician’s 
fees.  Thereby  may  be  avoided  still  further 
the  rottening  effect  of  socialism  on  our  so- 
cial customs. 

It  is  not  too  soon  that  action  be  taken. 

R.  H.  K. 

★ 

Special  Notice  to  Membership 

A recent  bulletin  type  of  letter  has  been 
put  out  by  the  Tennessee  Pharmaceutical 
Company,  Inc.,  of  Memphis,  stating  the 
policies  and  intent  of  the  Company  to  stay 
in  business.  A statement  is  made  that  the 
Tennessee  Pharmaceutical  Company  was 

'Editorial— J.  Tennessee  M.A.  47:379,  1954. 

“Editorial:  Home  Care  of  the  Chronically  111, 
South.  M.  J.  49:542,  1956. 
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approved  by  the  Tennessee  State  Medical 
Association  and  the  American  Medical  As- 
sociation. 

The  AMA  and  members  of  TSMA  have 
questioned  this  statement.  The  Tennessee 
State  Medical  Association  has  not  approved 
or  endorsed  the  Tennessee  Pharmaceutical 
Company,  nor  is  it  policy  for  the  TSMA  to 
endorse  any  organization.  A letter  from  the 
Secretary  of  the  American  Medical  Associa- 
tion informs  us  that  the  AMA  also  has  not 
given  its  approval. 

The  letter  in  question  has  been  circulated 
to  members  of  the  Tennessee  State  Medical 
Association  who  are  stockholders  of  the 
Tennessee  Pharmaceutical  Company.  The 
letter  was  signed  by  five  physicians  listed 
as  the  Board  of  Directors  of  the  Tennessee 
Pharmaceutical  Company. 

If  you  have  received  a letter  or  bulletin 
from  the  Tennessee  Pharmaceutical  Com- 
pany stating  that  it  has  been  approved  by 
the  Tennessee  State  Medical  Association, 
please  know  that  this  is  incorrect  since  no 
formal  endorsement  or  approval  has  been 
given  by  any  official  body  of  the  TSMA. 
The  American  Medical  Association  is  being 
so  advised  and  probably  will  make  a sim- 
ilar statement. 

The  letter  invited  the  cooperation  of 
physicians  in  the  business  operation.  A list 
of  jobbers  that  stock  products  of  the  Tennes- 
see Pharmaceutical  Company  were  listed  in 
the  bulletin  covering  the  states  of  Tennes- 
see, Kentucky  and  Illinois. 

This  statement  is  for  the  information  of 
the  membership  of  the  TSMA  in  the  event 
that  such  a letter  or  bulletin  has  been  re- 
ceived, and  to  make  clear  that  no  approval 
or  endorsement  by  the  TSMA  has  been 
given. 


Dr.  Robert  Allen  Knight,  44,  Memphis,  died 
April  13th  as  a result  of  injuries  received  in  an 
automobile  accident.  He  was  president  of  the 
American  Academy  of  Cerebral  Palsy  and  a noted 
orthopaedic  surgeon. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  held  its  monthly  meeting  on 
May  13th  at  Baptist  Hospital,  following  a 
dinner.  The  scientific  program  consisted  of 
informal  round  table  discussions  on  “Heart 
Disease,”  with  the  subject  being  handled 
through  nine  sub-topics.  Sub-topics  and 
moderators  were: 

“Electrocardiograph  Errors” — Dr.  Milton  Gross- 
man 

“Which  Diuretics  in  Congestive  Heart  Failure” — 
Dr.  Elliot  V.  Newman 

"Emergency  Cardiac  Arrhythmias” — Dr.  Thomas 
F.  Frist 

“Radioactive  Iodine  in  Heart  Disease”— Dr.  Albert 
Weinstein 

“Rheumatic  Fever  Diagnosis” — Dr.  Robert  W. 
Quinn 

“Intracardiac  Surgery” — Dr.  H.  William  Scott 
“Heart  Disease  in  Pregnancy” — Dr.  W.  D.  Stray- 
horn 

“Cardiac  Resuscitation” — Dr.  Lawrence  Schull 
“Chair  Treatment  of  Coronary  Thrombosis” — Dr. 
Laurence  Grossman 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society’s  May  6th  meeting  was  held 
at  the  Chattanooga  Golf  and  Country  Club 
where  the  meeting  was  preceded  by  a buffet 
supper. 

Knoxville  Academy  of  Medicine 

The  Society  met  at  the  headquarters 
building  of  the  Academy  of  Medicine  on 
May  13th.  The  scientific  program  was  pre- 
sented by  a guest  speaker,  Dr.  Cyrus  Erick- 
son of  the  University  of  Tennessee  De- 
partment of  Pathology.  His  subject  was 
“Cytological  Diagnosis  of  Carcinoma  of  the 
Cervix.” 

Anderson-Campbell  County  Medical 
Society 

The  meeting  of  the  Society  was  conducted 
at  the  Russell  Hotel  on  May  1st.  The  pro- 
gram was  sponsored  by  the  Auxiliary. 

Memphis  and  Shelby  County  Medical 
Society 

The  meeting  was  held  on  May  6th  begin- 
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ning  with  a dinner  at  the  Naval  Hospital  at 
Millington.  Naval  hospital  medical  officers 
presented  the  scientific  program.  The  of- 
ficers participating  were  Lt.  Marvin  Tishler, 
Lt.  Lawrence  S.  Greene  and  Capt.  Vinton 
Hall. 


NATIONAL  NEWS 


The  Month  in  Washington 

The  recession  continues  to  influence  the 
course  of  much  legislation  as  Congress 
points  toward  the  windup  of  its  session. 
Even  in  the  health  fields,  bills  that  promise 
in  one  way  or  another  to  alleviate  unem- 
ployment appear  to  have  priority.  At  the 
same  time,  federal  departments  are  favor- 
ing construction  grants  to  projects  that  can 
be  started  without  much  delay. 

Legislative  Developments 

In  legislation,  here  are  some  of  the  devel- 
opments: 

(1)  Liberalizations  in  unemployment 
compensation  and  in  social  security  are  re- 
ceiving constant  attention  on  Capitol  Hill. 
At  this  writing,  the  bill  to  extend  the  period 
for  unemployment  compensation  payments 
is  making  progress.  There  is  the  possibility 
also  that  it  will  make  participation  manda- 
tory for  all  employers. 

Prominent  among  proposed  changes  in 
the  social  security  program  itself  is  the 
Forand  bill  for  free  hospitalization  and  in- 
hospital  medical  care  and  surgery  for  per- 
sons entitled  to  social  security  benefits.  It 
is  being  pushed  by  the  AFL-CIO  and  by 
some  liberal  Democrats,  and  opposed  by 
the  American  Medical  Association  and  a 
growing  group  of  other  organizations.  The 
opposition  is  convinced  that  the  Forand  bill 
is  unnecessary,  that  it  would  be  far  more 
costly  than  anticipated,  and  that  it  would 
point  the  way  to  a broad  national  medical 
care  plan  for  all  persons  covered  by  social 
security. 

(2)  A controversial  bill  to  vastly  increase 
money  available  for  grants  for  community 
facilities — waste  plants,  hospitals,  state 
medical  schools  included — is  active  in  Con- 


gress. One  proposal  is  to  vote  a billion 
dollars,  to  be  lent  out  (at  about  3V2  per  cent 
interest  for  50  years)  to  communities.  The 
objective  here,  as  in  many  other  measures, 
is  to  put  people  to  work  on  construction 
projects. 

Additional  Funds  for  Health  Projects 

Federal  agencies  have  evolved  a number 
of  schemes  to  get  U.  S.  dollars  into  circu- 
lation faster,  and  are  attempting  to  work 
out  others.  In  each  case  described  below, 
no  additional  appropriation  is  involved; 
money  is  shifted  from  a project  that  is  get- 
ting a slow  start  to  one  that  is  about  ready 
to  begin  construction.  Also,  all  totals  given 
represent  amounts  to  be  spent  by  the  spon- 
sors as  well  as  the  federal  government. 
Here  are  arrangements  already  made: 

(1)  In  January,  the  Hill-Burton  hospital 
construction  program  called  for  U.  S.  grants 
to  start  buildings  valued  at  $381  million; 
this  figure  has  been  stepped  up  to  $405  mil- 
lion by  July  1. 

(2)  Between  January  and  July  1,  the 
original  plan  was  to  allocate  enough  money 
to  start  $120  million  in  construction  for 
health  research  plants.  This  has  been  in- 
creased to  $182  million. 

(3)  Before  the  recession  became  so  prom- 
inent an  issue,  the  plan  was  to  grant  enough 
U.  S.  money  to  start  construction  of  $170 
million  in  sewage  plants.  Under  pressure, 
the  total  has  been  increased  to  $215  million. 

In  most  cases,  when  a project  is  delayed 
and  thus  loses  its  allocation,  the  grant  is 
re-scheduled  for  next  fiscal  year. 

Joint  Council  on  Care  of  the  Aged 

The  American  Medical  Association  is  one 
of  the  four  sponsors  of  a new  Joint  Council 
to  Improve  the  Health  Care  of  the  Aged. 
The  others  are  the  American  Dental  Asso- 
ciation, the  American  Hospital  Association 
and  the  American  Nursing  Homes  Associa- 
tion. 

The  council  already  has  authorized  re- 
search in  a number  of  directions  to  (a)  an- 
alyze the  health  needs  of  the  aged,  (b)  ap- 
praise available  health  resources  for  them, 
and  (c)  develop  the  best  possible  health 
care  for  them,  regardless  of  their  economic 
status. 
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Effects  of  this  united  front  action  should 
be  felt  when  Congress  takes  up  the  Forand 
bill  and  other  legislation  pointed  toward 
relief  for  the  aged. 

Miscellaneous 

Congress  has  under  consideration  several 
plans  for  reorganizing  the  Defense  Depart- 
ment, two  of  which  would  result  in  elimina- 
tion of  the  office  of  Assistant  Secretary  for 
Health  and  Medical  matters. 

Progress  on  appropriations  bills  indicates 
more  money  for  research  at  the  Institutes 
of  Health,  and  at  least  $121.2  million  (the 
same  as  this  year)  for  Hill-Burton  hospital 
construction. 

Medicare  is  working  up  a new  claim  form 
that  will  have  a check-list  of  common  er- 
rors on  the  back;  this  is  intended  to  elimi- 
nate much  correspondence  now  necessary 
when  the  physician  makes  an  error  on  the 
form. 

(From  the  Washington  Office  of  A.M.A.) 

Rising  Medical  Costs  Trouble 
Congress  Members 

The  Washington  “Stethoscope”  a semi- 
monthly publication  printed  in  Washington 
has  this  to  say:  “Unbroken  spiral  of  medi- 
cal care  costs  heightens  chances  that  Con- 
gress will  enact  legislation  to  give  some 
degree  of  relief,  indirect  or  direct,  to  the 
consumer.  Inauguration  of  Federal  subsi- 
dies to  medical  and  dental  schools,  exten- 
sion of  Hill-Burton  aid  for  hospital  con- 
struction. bestowal  of  hospitalization  and 
surgical  benefits  on  social  security  recipi- 
ents— these  are  a few  of  the  pending  pro- 
posals whose  outlook  is  brightened  by 
continuing  increases  in  charges  for  health 
services. 

Socialized  medicine  is  anathema  to  great 
majority  of  the  lawmakers  on  Capitol  Hill. 
That’s  why  they  are  concerned.  Every  new 
Federal  program  in  this  field  is  another 
wedge,  they  feel.  Yet  they  can  ill  afford  to 
resist,  at  a time  when  pressures  are  great 
to  cut  cost  of  living,  legislative  innovations 
which  promise  so  much  to  the  multitudes.” 


Carter  County  Lawyers  and  Doctors  Meet 

A joint  meeting  of  Carter  County  Law- 
yers and  Doctors  was  recently  conducted  at 
Elizabethton  under  the  auspices  of  the  Car- 
ter County  Bar  Association.  Dr.  E.  T.  Brad- 
ing  of  Johnson  City  and  Chancellor  Joe 
Worley  of  Kingsport  were  the  principal 
speakers  on  subjects  dealing  with  problems 
common  to  the  legal-medical  profession. 
This  was  the  first  meeting  conducted  on  the 
local  level.  Dr.  E.  L.  Caudill,  Jr.  was  in 
charge  of  arranging  the  meeting. 

West  Tennessee  Medical  and 
Surgical  Association 

Some  70  West  Tennessee  physicians  and 
surgeons  convened  May  1st  at  the  New 
Southern  Hotel  in  Jackson  for  the  64th  an- 
nual meeting  of  the  Association.  The  pro- 
gram was  as  follows:  Panel  Discussion  on 
Diseases  of  the  Thyroid  Gland,  Doctors  R. 
H.  Patterson,  Hall  Tackett,  and  L.  Van  Mid- 
dlesworth,  Memphis;  Joint  Injuries,  Dr.  R. 
J.  Barnett,  Jackson;  Hepatoma  in  Child- 
hood, Dr.  John  E.  Neumann,  Paris;  Surgical 
Management  of  Urinary  Difficulties  in  Post- 
Menopausal  Patient,  Dr.  Jack  Armstrong, 
Somerville;  and  Procedures  to  Facilitate 
Early  Diagnosis  of  Carcinoma  of  the  Cervix, 
Doctors  John  L.  Shapiro  and  Robert  Chal- 
fant,  Nashville.  Featured  discussion  of  the 
evening  was  an  address  by  Dr.  R.  L.  Sand- 
ers of  Memphis  whose  topic  was  “Kitchen 
Table  Surgery  and  Medical  Progress  in  this 
Century.”  Dr.  Sanders,  describing  his  early 
experiences  in  surgery  before  the  days  of 
modern  hospitals,  talked  of  operations  per- 
formed in  the  home,  with  surprisingly  good 
results  and  very  few  complications.  His 
discussion  was  a vivid  contrast  with  mod- 
ern surgical  methods. 

Newly  elected  officers  for  the  coming  year 
were  Dr.  Sterling  Ruffin,  president;  Dr. 
Robert  Carr,  first  vice  president;  Dr.  James 
D.  Rozzell,  second  vice  president;  and  Dr. 
Oliver  Graves,  secretary-treasurer. 
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Tennessee  State  Obstetrical  and 
Gynecological  Society 

The  organization  of  a new  specialty  so- 
ciety was  completed  during  the  annual 
meeting  of  TSMA  at  Gatlinburg.  The  first 
meeting  of  the  Tennessee  State  Obstetrical 
and  Gynecological  Society  was  held  on 
April  21  and  22.  The  By-Laws  and  Consti- 
tution were  adopted  and  the  election  of  of- 
ficers took  place. 

Dr.  Finis  Taylor  of  Memphis  was  elected 
president,  Dr.  George  Mitchell  of  Chatta- 
nooga, vice  president  and  Dr.  William  Mac- 
key  of  Memphis,  secretary,  and  Dr.  Homer 
Pace  of  Nashville,  treasurer. 

Regional  secretaries  and  membership 
chairmen  are  to  be  appointed  in  the  Chatta- 
nooga, Memphis  and  Nashville  areas.  The 
total  charter  membership  consisted  of  ap- 
proximately 110  members.  It  was  decided 
that  the  future  meetings  of  the  Society 
would  be  held  in  conjunction  with  the  Ten- 
nessee State  Medical  Association’s  annual 
meetings  and  that  the  business  sessions 
would  be  conducted  on  the  Monday  and 
Scientific  sessions  would  be  held  on  the 
Tuesday  of  the  annual  meeting.  Each  of 
the  four  districts  of  the  state  are  to  be  re- 
sponsible for  the  scientific  papers  at  the 
annual  meetings. 

Annual  dues  approved  will  be  $3.00  per 
year  and  are  payable  to  the  treasurer,  Dr. 
Homer  Pace,  Jr.,  610  Gallatin  Road,  Nash- 
ville. 

The  next  meeting  of  the  society  will  be 
held  in  April  1959,  in  conjunction  with  the 
TSMA  meeting  in  Memphis. 

University  of  Tennessee 
College  of  Medicine 

The  graduate  program  in  recent  advances 
in  internal  medicine  was  offered  to  Mid- 
South  physicians  from  May  19-23  by  the 
University  of  Tennessee  College  of  Medi- 
cine at  Memphis.  Dr.  Frank  Tullis,  chief  of 
the  division  of  medicine,  directed  the  course 
conducted  in  the  Institute  of  Pathology. 

Guest  speakers  were  Dr.  Johnson  Mc- 
Guire, professor  of  clinical  medicine  at  the 
University  of  Cincinnati  College  of  Medi- 
cine and  Dr.  Kenneth  R.  Crispell,  associate 
professor  of  internal  medicine  at  the  Uni- 
versity of  Virginia  School  of  Medicine.  Dr. 


McGuire’s  lectures  dealt  with  the  cardio- 
pulmonary aspects  of  the  program  and  Dr. 
Crispell  made  a presentation  of  endocrinol- 
ogic  and  metabolic  disorders. 

Tennessee  Radiological  Society 

At  the  meeting  held  in  Gatlinburg  the 
following  officers  were  elected:  President, 
(1958)  Dr.  David  Carroll  of  Memphis;  Pres- 
ident Elect,  Dr.  Granville  Hudson  of  Nash- 
ville; Vice-President,  Dr.  George  Henshall 
of  Chattanooga;  Secretary-Treasurer,  Dr. 
James  J.  Range  of  Johnson  City;  members 
of  the  Executive  Committee,  Dr.  Ben  Mays 
of  Nashville  and  Dr.  Horace  Gray  of  Mem- 
phis. Councilors  nominated  for  the  Ameri- 
can College  of  Radiology  are  Dr.  Walter 
Hankins  of  Johnson  City  and  alternate,  Dr. 
Marsh  Frere  of  Chattanooga. 


PERSONAL  NEWS 

. *■ 


Dr.  John  Paul  Lindsay,  Nashville,  was  named 
to  the  Board  of  Directors  of  the  American  Acad- 
emy of  General  Practice,  at  a recent  meeting  in 
Dallas. 

Dr.  E.  L.  Caudill,  Jr„  Elizabethton,  has  been 
elected  President  Elect  of  the  Tennessee  Academy 
of  General  Practice. 

Dr.  Robert  E.  Mabe,  Chattanooga,  gave  a paper 
on  “The  Use  of  Anticoagulants  in  Vascular  Dis- 
ease” before  the  meeting  of  the  Association  of 
Surgeons  of  the  Southern  Railway. 

Dr.  J.  Marsh  Frere,  Sr.,  Chattanooga,  was 
elected  Recording  Secretary  for  the  Association 
of  Surgeons  of  the  Southern  Railway. 

Dr.  John  C.  Ellis  and  Dr.  Leroy  Sherrill,  Brai- 
nard,  have  opened  an  office  on  Ringgold  Road. 

Dr.  Samuel  L.  Raines,  Memphis,  has  been  re- 
elected secretary  of  the  American  Urological  As- 
sociation. 

Dr.  Marshall  Brucer,  Oak  Ridge,  was  a recent 
speaker  before  the  Oak  Ridge  Tuberculosis  Asso- 
ciation. 

Dr.  Robert  Hagood,  Chattanooga,  spoke  on  the 
subject  “How  Psychiatry  Affects  Us”  at  a meeting 
of  the  Auxiliary  to  the  Chattanooga-Hamilton 
County  Medical  Society. 

Dr.  C.  J.  Ruilmann,  Nashville,  Tennessee  Com- 
missioner for  Mental  Health,  has  resigned  to  ac- 
cept a position  in  Texas. 

Dr.  Joseph  W.  Graves,  Chattanooga,  was  the 
principal  speaker  recently  before  the  Hamilton 
County  Tuberculosis  Association. 
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Dr.  R.  H.  Kampmeier,  Nashville,  has  been  re- 
elected to  the  Board  of  Governors  of  the  Ameri- 
can College  of  Physicians. 

Dr.  John  Avera,  Knoxville,  recently  addressed 
the  Woman’s  Auxiliary  to  the  Knoxville  Academy 
of  Medicine.  His  subject  was  “How  Much  Cho- 
lesterol and  Fat  Should  Husbands  Eat.” 

Dr.  Spencer  Y.  Bell,  Knoxville,  has  been  ap- 
pointed to  the  State  Board  of  Medical  Examiners. 

Dr.  Amos  Christie,  Nashville,  has  been  awarded 
the  John  Phillips  Memorial  medal — highest  award 
given  by  the  American  College  of  Physicians. 

Dr.  Robert  J.  Boehm,  Chattanooga,  reported  on 
“Cancer  of  the  Stomach”  over  a TV  program  en- 
titled “Your  Doctor  Speaking.” 

Dr.  Guy  M.  Francis,  Dr.  George  K.  Henshall 
and  Dr.  Joseph  W.  Graves,  all  of  Chattanooga, 
recently  appeared  on  a TV  program  in  Chatta- 
nooga. The  discussion  was  on  “Causes  of  Cancer.” 

Dr.  G.  Turner  Howard,  Knoxville,  recently  ad- 
dressed the  Knoxville  Woman’s  Club. 

Dr.  Douglas  H.  Sprunt,  Memphis,  has  been 
elected  Vice-President  of  the  American  Associa- 
tion of  Pathologists  and  Bacteriologists. 

Dr.  McCarthy  DeMere,  Memphis,  has  been 
elected  first  vice-president  of  the  Southeastern 
Society  of  Plastic  and  Reconstruction  Surgeons. 

Dr.  Robert  Patterson,  Jr.,  Knoxville,  recently 
addressed  the  Newport  Rotary  Club. 

Dr.  William  R.  Smith,  Cleveland,  has  returned 
to  resume  his  medical  practice  in  that  city. 

Memphis  physicians  participating  in  a medical 
forum  recently  were  Drs.  Russell  H.  Patterson, 
Jr..  S.  Gvvin  Robbins,  Ray  G.  Stark  and  R.  L. 
Sanders.  The  forum  was  sponsored  by  the  Mem- 
phis and  Shelby  County  Medical  Society  and  the 
Memphis  Commercial  Appeal. 

Dr.  George  Lumb,  Memphis,  recently  gave  a 
paper  before  the  International  Academy  of  Pa- 
thology and  American  Association  of  Pathologists 
and  Bacteriologists. 

Dr.  Greer  Rieketson,  Nashville,  has  been  named 
President  Elect  of  the  Southeastern  Society  of 
Plastic  and  Reconstruction  Surgeons. 

Dr.  George  W.  McCall,  Bristol,  recently  mod- 
erated a panel  of  doctors  at  the  showing  of  the 
new  cancer  film  “Time  and  Two  Women.” 

Dr.  Richard  F.  Kelsey,  Memphis,  has  been  ap- 
pointed Chairman  of  the  1958  Cancer  Crusade  in 
Collierville. 

Dr.  N.  E.  Rossett,  Memphis,  recently  discussed 
“Treatment  of  Peptic  Ulcer”  at  the  Methodist 
Hospital  staff  meeting. 

Dr.  Bruce  B.  Bellomy  has  become  associated 
with  Dr.  Frank  C.  Womack,  Jr.  and  the  Mid-State 
Baptist  Hospital,  of  Nashville. 

Dr.  John  M.  Tanner  has  joined  Doctors  Mc- 
Clure, Ivie,  Beveridge  and  Greer,  Nashville,  in 
the  practice  of  Radiology. 
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Upper  Cumberland  Medical  Society 

The  Upper  Cumberland  Medical  Society  will 
conduct  its  64th  annual  meeting  at  Red  Boiling 
Springs,  on  June  24-25.  An  interesting  program 
has  been  arranged. 

Southern  Postgraduate  Seminar 
(■formerly  Southern  Pediatric  Seminar) 

The  course  is  a postgraduate  seminar  in  in- 
ternal medicine,  obstetrics  and  gynecology,  and 
pediatrics.  For  further  information  write  to: 
M.  A.  Owings,  Secretary  Treasurer,  Saluda, 
North  Carolina. 

American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
conduct  the  24th  annual  meeting  at  the  Fairmont 
Hotel,  San  Francisco,  June  18-22,  1958.  Tennessee 
physicians  appearing  on  the  program  are  Dr.  B. 
Knoxville;  and  Dr.  George  R.  Meneely,  Nashville. 
H.  Webster,  Nashville;  Dr.  David  H.  Waterman, 

Physicians  Newly  Licensed  in  Tennessee 

West,  Harold  M..  Memphis 
Wright,  J.  Leo,  Memphis 
Anacker,  Andres,  Chattanooga 
Barnette,  Eugene,  Nashville 
Black,  Joe  W.,  Jr.,  Fountain  City 
Bruce,  Daniel  W.,  Memphis 
Dennison,  Harold  C.,  Jr.,  Nashville 
Dorsey,  Larry,  Knoxville 
Harrell,  Ethel  A..  Memphis 
Hirshberg,  Charles  S.,  Nashville 
Holland,  Reuben  W.,  Jr.,  Chattanooga 
Gentry,  William  E.,  Elizabethton 
Gibson,  James  W.,  Jr.,  Lewisburg 
Gillenwater,  Jay  Y.,  Kingsport 
Knox,  George  E.,  Nashville 
Teague,  Paul  F.,  Decaturville 
Wallis,  Donald  E.,  Niota 
Aycock,  Samuel  D.,  Memphis 
Williams,  Coyle  W.,  Jr.,  Nashville 
Hinton,  Golden  S.,  Johnson  City 
Hogue,  Ernest  L.,  Memphis 
Duley,  Jack  R.,  Nashville 
Royal,  James  R.,  Chattanooga 
Buttram,  Thomas  L.,  Chattanooga 
Gary,  Walter  H.,  Memphis 
Mogan,  Edward  N.,  Nashville 

American  Board  of  Obstetrics  and 
Gynecology 

Applications  for  certification  (American  Board 
of  Obstetrics  and  Gynecology),  new  and  reopened, 
Part  I,  and  requests  for  re-examination  Part  II, 
are  now  being  accepted.  All  candidates  are  urged 
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to  make  such  application  at  the  earliest  possible 
date.  Deadline  date  for  receipt  of  application  is 
September  1,  1958.  No  applications  can  be  ac- 
cepted after  that  date. 

Candidates  for  admission  to  the  Examinations 
are  required  to  submit  with  their  application,  an 
unbound  8V2  x 11  typewritten  list  of  all  patients 
admitted  to  the  hospitals  where  they  practice,  for 
the  year  preceding  their  application,  or  the  year 
prior  to  their  request  for  reopening  of  their  ap- 
plication. 

Current  Bulletins  outlining  present  requirements 
may  be  obtained  by  writing  to  the  Secretary’s  of- 
fice. Robert  L.  Faulkner,  M.D.,  2105  Adelbert 
Road,  Cleveland  6,  Ohio. 

Department  of  Otolaryngology 
University  of  Illinois  College  of  Medicine 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  announces  its  An- 
nual Assembly  in  Otolaryngology  from  September 


29  through  October  5,  1958.  The  Assembly  will 
consist  of  an  intensive  series  of  lectures  and 
panels  concerning  advancements  in  otolaryngology, 
and  evening  sessions  devoted  to  surgical  anatomy 
of  the  head  and  neck  and  histopathology  of  the 
ear,  nose  and  throat.  Interested  physicians  should 
write  direct  to  the  Department  of  Otolaryngology, 
1853  West  Polk  Street,  Chicago  12,  Illinois. 

Gerontological  Society,  Inc. 

The  eleventh  annual  scientific  meeting  of  the 
Gerontological  Society,  Inc.,  will  be  held  at  the 
Bellevue  Stratford  Hotel,  Philadelphia,  Pennsyl- 
vania, November  6,  7,  and  8,  1958. 

Abstracts  of  papers  for  the  program  should  be 
submitted  to  the  Program  Committee  for  con- 
sideration by  July  1,  1958.  For  other  information, 
write  to  Dr.  Warren  Andrew,  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  North  Caro- 
lina; or  Dr.  Joseph  T.  Freeman,  1530  Locust  Street, 
Philadelphia  2,  Pa. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 


Locations  Wanted 

A 32  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Tennessee.  Now  on 
active  duty.  Desires  general  practice  in  com- 
munity of  10,000  to  20,000.  Has  several  months 
Ob-Gyn  residency.  Available  upon  securing  suit- 
able location.  LW-274 


A 31  year  old  married  physician,  Protestant. 
Graduate  of  Ohio  State  University.  Priority  IV. 
Completing  residency  in  Anesthesiology.  Desires 
private  or  group  practice.  Available  July,  1958. 

LW-278 


A 43  year  old  physician,  Presbyterian.  Grad- 
uate of  University  of  Pennsylvania.  Desires  gen- 
eral practice  with  some  surgery  and  Ob.  Would 
consider  industrial.  Prefers  east  Tennessee. 
Available  immediately.  LW-302 


A 34  year  old  physician,  Baptist.  Graduate  of 
University  of  North  Carolina.  Priority  IV.  De- 
sires Ob-Gyn  practice  in  clinic  or  association  with 
other  doctor.  Available  July  1,  1958.  LW-305 


A 32  year  old  married  physician,  Protestant. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Certified  American  Board  of  Pediatrics.  Desires 
clinical  or  associate  practice  in  pediatrics  in  east 
Tennessee  community  of  50,000  or  over.  Avail- 
able June,  1958.  LW-308 


A 30  year  old  married  physician,  Presbyterian. 
Graduate  of  University  of  Tennessee.  Now  com- 
pleting service  obligation.  Desires  general  prac- 
tice in  community  of  5,000  to  20,000.  Available 
October,  1958.  LW-313 


A 31  year  old  single  physician,  Roman  Catholic. 
Graduate  of  University  of  Pennsylvania.  Pri- 
ority IV.  Desires  general  practice  with  some 
orthopedics  in  group  or  partnership.  Available 
immediately.  LW-281 


A 27  year  old  married  physician,  Methodist. 
Graduate  Duke  University  Medical  School.  Pri- 
ority IV.  Desires  clinical  or  associate  general 
practice.  Available  July,  1958.  LW-284 


A 44  year  old  married  physician,  Church  of 
God.  Graduate  University  of  Indiana  School  of 
Medicine.  Has  just  completed  9 years  service  in 
mission  field.  Desires  assistant  or  associate  prac- 
tice in  general  surgery.  Available  July,  1958. 

' LW-285 


A 47  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Now  com- 
pleting service.  Desires  associate  or  clinical  gen- 
eral practice.  Would  consider  industrial.  Avail- 
able immediately.  LW-286 

♦ 

A 31  year  old  married  physician,  Baptist.  Grad- 
uate of  Baylor  University  College  of  Medicine. 
Priority  IV.  Desires  general  practice  in  East 
Tennessee  Community  over  5,000  population. 
Available  July  1,  1958.  LW-288 


Physicians  Wanted 

Physician  wanted  for  locum  tenen  position  for 
1 to  2 years,  in  established  practice  in  Nashville 
area.  Two  years  experience  required.  Office  and 
equipment  are  complete.  PW-92 


East  Tennessee  community  of  7,000  desires  phy- 
sician to  take  care  of  general  practice  and  OB, 
no  surgery.  Excellent  opportunity  for  physician 
looking  for  desirable  location.  PW-95 


Hospital  in  community  of  20,000  in  central  Ten- 
nessee desires  physicians  with  specialty  in  Pathol- 
ogy and  Radiology.  Arrangement  will  be  dis- 
cussed in  interview.  PW-98 


East  Tennessee  Community  of  4,000  population 
with  three  other  compatible  physicians  desires 
general  practitioner  to  replace  one  going  into 
group  practice  fifty  miles  distant.  Excellent 
practice  already  established.  Office  and  equip- 
ment available  May,  1958.  PW-103 


Established  practice  available  in  southeastern 
Tennessee  with  population  of  20,000.  All  patient 
records  will  remain  in  office,  with  only  cost,  rental. 
Excellent  location.  PW-107 


A 30  year  old  married  physician,  Episcopalian. 
Graduate  of  University  of  Tennessee.  Priority 
IV.  Desires  Clinical  or  associate  practice  in  gen- 
eral practice  and  surgery.  Has  two  years  surgical 
residency.  Available  July  1,  1958.  LW-290 


Physician  in  middle  Tennessee  community  of 
3,000  offers  excellent  salary  to  general  practi- 
tioner with  view  toward  association.  All  equip- 
ment and  office  space  furnished.  Community  has 
hospital.  Age  25-35.  PW-108 


A 37  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Desires  general  practice  in  com- 
munity over  5,000.  Available  immediately. 

LW-291 


Physician  in  community  of  20,000  desires  as- 
sociate with  residency  in  Ob-Gyn  as  partner. 
Office  space  available.  Laboratory  equipped  and 
some  office  equipment  also  available.  Excellent 
location  with  established  physician.  PW-109 


A 38  year  old  widowed  physician,  Methodist. 
Graduate  of  George  Washington  University.  Pri- 
ority IV.  Desires  general  surgery  practice  in  east 
Tennessee  community  of  10,000-200,000.  Avail- 
able immediately.  LW-300 


Four-doctor  clinic  in  East  Tennessee  town  of 
12,000  will  sell  share  of  member  retiring  because 
of  health.  General  man  or  surgeon  acceptable. 
Modern  building  leased  and  equipment  owned  by 
group.  Available  July,  1958.  PW-110 
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The  differential  diagnosis  of  chest  pain,  especially  on  the  left  side,  may  be  difficult  and  is  especially 
important  because  of  its  psychological  as  well  as  physical  implications. 


CHEST  PAIN:  CAUSES  AND  EVACUATION* 


E.  CHARLES  SIENKNECHT,  M.D.,  Knoxville,  Tenn. 


The  importance  of  the  differential  diag- 
nosis of  chest  pain  in  the  past  is  only  ex- 
ceeded by  its  importance  today.  It  is  a 
common  and  frequently  difficult  problem  in 
the  practice  of  medicine.  Fifty  per  cent  of 
hospitalized  medical  patients  are  said  to 
complain  of  pain  in  the  chest.  A survey 
of  the  motivations  for  which  patients  con- 
sult their  physician  reveals  that  the  great 
majority  do  so  because  of  pain  or  discom- 
fort. When  this  pain  occurs  in  the  chest,  it 
requires  precise  diagnosis  as  soon  as  possi- 
ble so  that  the  serious  conditions  can  be 
offered  appropriate  therapy,  and  in  order 
that  less  serious  conditions  will  not  produce 
unnecessary  anxiety  in  the  patient.  The 
early  improper  differential  diagnosis  be- 
between  cardiac  and  noncardiac  pain  has 
residted  in  many  unnecessary  cardiac  neu- 
roses which  may  be  very  difficult  later  to 
dissolve.  A precise  diagnosis  is  obviously 
the  primary  step  in  the  ultimate  relief  from 
the  pain  of  which  the  patient  complains. 

Diagnostic  Approach 

The  question  which  the  physician  must 
first  ask  himself,  and  with  which  the  pa- 
tient is  usually  primarily  concerned,  is 
whether  this  is  “heart  pain”  or  not.  The 
most  important  factor  in  deciding  this  is 
a painstaking  history,  punctuated  by  skill- 
ful interrogation  by  the  physician. 

Questioning  should  include  the  location 
of  the  pain,  radiation  of  the  pain  if  any,  its 
intensity,  quality,  and  duration.  Its  rela- 

*Read before  the  Meeting  of  the  Tennessee 
State  Medical  Association,  April  21.  1958,  Gatlin- 
burg,  Tenn. 


tion  should  be  noted  to  body  position,  eat- 
ing, swallowing,  belching,  bowel  move- 
ments, or  flatus.  Questioning  should  care- 
fully include  the  factors  which  influence  the 
severity  of  the  pain,  and  which  cause  it  to 
disappear  and  return.  Relation  to  physical 
activity  is  extremely  important,  and  if  pres- 
ent, what  type  of  physical  activity?  Does 
the  pain  start  instantly  with  activity  and 
stop  in  a similar  fashion,  or  does  it  come  on 
only  after  exercise  has  been  completed,  and 
gradually  recede  with  rest?  Is  it  caused  by 
swinging  the  arms,  with  or  without  walk- 
ing? Is  it  started  or  aggravated  by  worry, 
anxiety,  or  anger?  It  is  important  to  note 
whether  the  patient  has  felt  local  tender- 
ness in  the  chest  wall  in  the  area  of  the 
pain.  Very  often  two  or  more  pains  may  be 
present  which  the  patient  confuses,  and  a 
clarifying  question  may  be:  “Does  your 
pain  always  behave  in  exactly  the  same 
manner?”  The  presence  or  absence  of  a 
respiratory  component  of  the  pain  is  often 
diagnostic  in  itself. 

During  the  questioning,  the  extreme  vari- 
ability of  personality  factors  involved  in 
the  patient’s  reaction  to  pain  must  be  eval- 
uated. It  must  be  remembered  that  the 
gravity  of  the  situation  is  not  necessarily 
proportional  to  the  severity  of  the  pain. 
Here,  one  must  recognize  the  patients  who 
fulfill  the  old  adage  that,  “He  who  fears  to 
suffer,  suffers  from  fear.”  One  must  deter- 
mine the  suddenness  of  the  onset  of  the 
pain  and  its  duration.  It  is  also  wise  to 
let  the  patient  describe  the  sensation  which 
they  feel,  and  then  rather  than  using  the 
word  “pain”  in  subsequent  questions,  to 
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substitute  the  description  which  they  have 
given.  Many  patients,  when  asked  concern- 
ing pain  in  their  chest,  will  answer  that 
they  have  had  none,  since  they  do  not  feel 
that  the  constricting  quality  of  angina  pec- 
toris, for  example,  is  a pain.  It  must  be  re- 
membered that  the  diagnosis  of  angina  pec- 
toris is  made  from  history  alone,  and  this 
one  fact,  not  withstanding  the  great  help 
one  will  obtain  in  the  diagnosis  of  many 
other  chest  conditions  having  pain,  makes 
the  meticulous  and  skillfully  taken  history 
a “must”  in  the  differential  diagnosis  of 
chest  pain.  In  the  diagnosis  of  angina  pec- 
toris when  the  symptoms  and  the  findings 
are  incompatible,  the  emphasis  must  be 
placed  on  the  symptoms,  and  not  on  the 
findings.1"  For  example,  the  finding  of  a 
hiatal  hernia  by  x-ray  does  not  necessarily 
mean  that  the  symptoms  which  the  patient 
has  are  due  to  this.  On  the  other  hand,  the 
finding  of  an  abnormal  electrocardiogram 
may  be  entirely  innocent  in  the  production 
of  pain  from  a protruded  cervical  disc. 

A careful  physical  examination  must  also 
be  done,  and  must  include  a complete  ex- 
amination from  head  to  toe  in  an  effort  to 
find  any  bit  of  evidence  which  is  helpful  in 
the  unraveling  of  the  origin  of  the  pain. 
The  finding  of  slight  swelling  or  tenderness 
of  one  leg  may  be  extremely  helpful  in  the 
diagnosis  of  pulmonary  embolism  as  a cause 
of  chest  pain  before  other  diagnostic  signs 
and  findings  occur.  Examination  must  in- 
clude compression  of  the  thoracic  cage  an- 
teroposteriorly  and  laterally,  fist  percussion 
of  vertebrae,  and  pressure  applied  over  var- 
ious parts  of  the  chest. 

Finally,  we  now  have  many  diagnostic 
procedures  which  will  help  us  in  the  differ- 
ential diagnosis  of  chest  pain.  The  x-ray 
and  fluoroscopy,  the  electrocardiogram,  and 
the  varied  laboratory  procedures  are  often 
a great  help.  However,  despite  all  of  the 
helpful  data  derived  from  diagnostic  pro- 
cedures, there  is  no  alternative  to  the  skill- 
ful interrogation  of  the  patient  for  localiz- 
ing causes  of  the  pain. 

In  the  past,  chest  pain  has  been  consid- 
ered cardiac  in  origin  if  it  was:  (1)  induced 
by  effort,  (2)  located  substernally,  (3)  con- 
strictive or  oppressive  in  type,  (4)  radiated 
into  the  left  shoulder  or  arm,  (5)  of  short 


duration,  or  (6)  relieved  by  nitroglycerin. 
On  the  other  hand,  noncardiac  chest  pain 
was  assumed  if  it:  (1)  occurred  at  rest,  (2) 
was  located  in  the  left  chest,  (3)  was  ach- 
ing in  quality,  (4)  did  not  radiate,  (5)  was 
of  long  duration,  and  (6)  was  not  relieved 
by  nitroglycerin.  To  test  the  efficacy  of 
these  criteria,  Master,  Jaffee,  and  Pordy11 
made  a statistical  study  of  the  type  of  pain 
in  regard  to  the  above  six  factors  in  100 
cases  of  known  cardiac  pain  and  100  cases 
of  known  noncardiac  pain.  Although  they 
found  that  a majority  of  their  cases  could 
be  differentiated  on  the  above  symptom 
bases,  there  were  a large  number  of  excep- 
tions. Exceptions  to  the  pathognomonic 
specificity  of  each  of  the  above  six  criteria 
varied  from  15  to  40  per  cent.  Contrary  to 
what  we  might  like  to  believe,  one  cannot 
differentiate  between  the  two  on  any  one  of 
the  above  symptoms.  However,  they  found 
that  when  three  or  more  of  the  character- 
istics of  either  cardiac  or  non-cardiac  pain 
were  present,  a definite  diagnosis  could 
usually  be  made. 

Pain  of  Cardiac  Origin 

The  most  common  painful  cardiac  condi- 
tions are  angina  pectoris  and  myocardial  in- 
farction. 

Anginal  pain  is  often  described  as  a chok- 
ing, burning,  squeezing,  or  aching  type  of 
pain,  or  at  times  merely  as  “gas.”  A patient 
with  angina  rarely  has  any  other  complaint, 
and  the  discomfort  is  usually  caused  by  ex- 
ertion, emotion,  and  cold.  Discomfort  of 
angina  is  not  sharply  localized.  It  may  ra- 
diate upward  to  the  neck,  shoulder,  or  one 
or  both  arms.  It  is  relieved  by  rest  and 
nitroglycerin.  Although  relief  of  pain  by 
nitroglycerin  is  not  a pathognomonic  sign 
of  angina  pectoris,  relief  usually  is  more 
prompt  than  that  of  pain  from  other  causes. 
Since  nitroglycerin  may  relieve  other  pains, 
it  is  necessary  to  show  that  nitroglycerin 
improves  the  exercise  tolerance  for  con- 
firmation. Angina  may  occur  more  com- 
monly with  exercise  after  a meal,  particu- 
larly a large  meal.  The  duration  of  angina 
is  short,  and  is  usually  substernal  in  loca- 
tion. It  has  been  noted  that  a denial  of 
symptoms  is  marked  in  patients  with  early 
angina  pectoris,  in  contrast  with  dramatiza- 
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tion  of  symptoms  in  those  of  chest  pain  of 
other  origin.1  Physical  examination  and 
diagnostic  tests  are  usually  of  no  value.  Al- 
though the  use  of  exercise  electrocardio- 
grams has  become  more  widespread  in  an 
attempt  to  diagnose  the  angina  of  effort, 
these  are  not  infallible  by  themselves. 

The  pain  of  myocardial  infarction  is  sim- 
ilar in  location,  but  of  longer  duration, 
usually  measured  in  hours -rather  than  in 
minutes.  It  may  range  from  a crushing  or 
constricting  pain,  severe  enough  to  cause 
shock,  to  vague  discomfort.  Characteristi- 
cally, the  pain  of  infarction  starts  gradually, 
and  the  time  of  onset  is  often  indistinct. 
The  onset  is  not  necessarily  related  to  ef- 
fort, and  may  occur  when  the  patient  is  at 
rest  or  asleep.  Its  onset  after  an  unusually 
heavy  meal  is  well  known.  Associated  signs 
may  include  an  ashen  pallor,  cold  sweat, 
rapid  weak  pulse,  tachycardia  or  marked 
bradycardia,  drop  of  blood  pressure  below 
its  normal  level,  and  may  be  followed  later 
by  a friction  rub.  Laboratory  findings  may 
include,  after  24  to  48  hours,  an  elevation  of 
the  white  blood  cell  count,  an  elevated  sed- 
imentation rate,  and  an  increase  in  the 
serum  transaminase  level.  Electrocardio- 
graphic manifestations  indicative  of  myo- 
cardial infarction  may  be  present  shortly 
after  the  onset  of  the  attack,  or  they  may 
be  delayed  for  days.  Severe  or  prolonged 
chest  pain  should  be  considered  due  to  myo- 
cardial infarction  until  proven  otherwise.' 

Pericarditis  is  being  more  frequently  rec- 
ognized as  a cause  of  chest  pain.  Acute  idi- 
opathic pericarditis  may  present  a real 
problem  in  differential  diagnosis  from  cor- 
onary pain.  It  often  follows  respiratory  in- 
fection and  is  characterized  by  fever,  ele- 
vated white  blood  cell  count,  elevated  sedi- 
mentation rate,  and  occasionally  a pericar- 
dial friction  rub  from  the  time  of  onset 
rather  than  48  hours  later  as  one  finds  in 
myocardial  infarction.  Typical  electrocard- 
iographic findings  of  pericarditis  which 
progress  to  complete  resolution  in  the  be- 
nign course  serve  to  confirm  the  diagnosis. 
The  pain  of  other  causes  of  pericarditis  may 
be  similar.  It  is  usually  of  longer  duration 
than  angina  pectoris,  and  may  be  aggra- 
vated by  deep  breathing,  coughing,  swal- 
lowing, or  changing  body  position.  Other 


types  of  pericarditis  are  associated  with 
their  systemic  diseases  producing  them, 
such  as — rheumatic  fever,  tuberculosis, 
polyserositis,  ar  collagen  disease. 

Pain  that  may  mimic  angina  in  almost 
every  respect  may  be  seen  with  certain  con- 
ditions producing  elevated  pulmonary  ar- 
tery pressure.  It  is  usually  precipitated  by 
exertion  or  emotion,  but  unlike  angina,  may 
occur  at  rest.  It  is  often  accentuated  by 
respiration  or  accompanied  by  dyspnea. 
When  brought  on  by  exertion  it  is  relieved 
by  rest.  Though  it  is  not  relieved  by  nitro- 
glycerin, it  is  usually  strikingly  relieved  by 
oxygen.  Often  there  is  generalized  cyanosis 
with  the  pain.  Since  it  is  due  to  disease 
producing  pulmonary  hypertension,  the  di- 
agnosis of  the  underlying  disease  must  be 
sought,  and  a demonstrated  cause  for  the 
pulmonary  artery  hypertension  should  be 
available.  The  electrocardiogram  will  fre- 
quently show  right  ventricular  hyper- 
trophy. 

Dissecting  aneurysm  is  a distressing  and 
severe  situation  producing  pain  similar  to 
that  of  myocardial  infarction,  and  at  times 
the  pain  in  the  two  conditions  is  identical. 
The  pain  of  dissecting  aneurysm  is  char- 
acterized by  the  fact  that  it  is  dramatic  in 
its  sudden  onset,  excruciatingly  severe,  and 
at  its  maximum  intensity  the  instant  of  on- 
set. The  pain  varies  in  location  with  the 
site  of  the  rent  in  the  artery.  Its  radiation 
depends  upon  the  direction  of  progress  of 
the  dissection.  Subsequent  obliterations  of 
pulse,  neurologic  signs,  and  hematuria  may 
or  may  not  be  present,  depending  upon  the 
dissection.  The  importance  of  making  this 
diagnosis  antemortem  lies  in  the  new  de- 
velopments in  vascular  surgery  which  oc- 
casionally may  permit  the  evacuation  of 
the  clot  and  the  rechanneling  of  the  dis- 
section back  into  the  normal  aortic  lumen. 

Chest  pain  is  the  most  common  complaint 
of  large  aortic  aneurysms.  These  aneur- 
ysms cause  pain  of  a boring,  throbbing  type, 
if  they  compress  adjacent  structures,  and 
particularly  if  they  erode  the  sternum,  ribs, 
and  vertebrae.  Syphilitic  aortitis  produces 
a dull  substernal  pain,  continuous  in  type, 
which  may  be  accentuated  at  night;  it  is  not 
related  to  exertion.22  Active  rheumatic  myo- 
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carditis  may  produce  a mild  precordial 
ache  which  is  poorly  localized. 

Another  group  of  conditions  which  may 
cause  chest  pain  to  be  differentiated  from 
anginal  type  pain  are  a rather  vague  group, 
found  in  nervous  tense  individuals,  as  the 
neurocirculatory  asthenia  or  effort  syn- 
drome, and  the  hyperventilation  syndrome. 
These  are  characterized  by  increased  breath- 
ing over  and  above  the  actual  need.  It  has 
been  noted  that  the  intercostal  muscles  are 
at  times  tender  during  attacks,  and  that  the 
diaphragm,  particularly  on  the  left  side, 
may  lag  in  its  motion.  Some  patients  men- 
tion tightness  and  a constricting  feeling  in 
the  chest.  Dizziness  and  light-headiness 
are  usual  accompanying  symptoms,  along 
with  the  numbness  and  tingling  of  the  face 
or  extremities,  tachycardia,  and  sighing. 
Chest  pain  is  usually  experienced  as  shoot- 
ing, twinges  of  pain  located  in  the  left 
chest  rather  than  substernally,  and  occurs 
following  rather  than  during  exertion.  It 
is  often  possible  to  reproduce  the  symptoms 
by  forced  voluntary  hyperventilation,  and 
thus  to  confirm  their  origin. 

Pain  of  Noncardiac  Origin 

Pulmonary  embolus  is  now  known  to  be 
a common  cause  of  chest  pain.  Pain  of  pul- 
monary embolism  may  be  of  either  pleu- 
ritic type  or  may  be  a severe  precordial 
pain  similar  to  that  of  coronary  occlusion.  " 
A large  embolus  may  produce  shock  simi- 
lar to  that  of  a myocardial  infarction.  If 
the  embolus  is  small,  the  pain  may  be  mild 
or  absent.  Dyspnea  and  cough  are  com- 
mon. If  hemoptysis  occurs  following  such 
a pain,  it  is  diagnostic.  Accentuation  of  the 
pulmonary  second  sound  may  result  from 
the  sudden  pulmonary  hypertension.  Pleu- 
ritic type  of  pain  should  cause  one  to  sus- 
pect pulmonary  embolism  in  particularly 
susceptible  patients,  namely  following  in- 
jury, surgical  operations,  or  childbirth,  and 
in  those  suffering  from  cardiac  conditions, 
particularly  auricular  fibrillation.2" 

Spontaneous  pneumothorax  is  usually  a 
painful  condition,  and  may  produce  a pain 
of  transthoracic  location  similar  to  that  of 
coronary  thrombosis.  If  marked  shifting  of 
the  thoracic  viscera  results,  the  pain  is  often 
in  the  sternal  region,  radiating  to  the  neck. 


The  presence  of  cyanosis  and  a rapid  pulse 
may  further  confuse  the  diagnostic  picture. 
Physical  findings  should  make  the  diagnosis 
obvious,  if  looked  for,  and  should  be  con- 
firmed by  x-ray  findings. 

Pleurodynia  may  cause  a sudden,  severe 
pain  in  the  chest  or  upper  abdomen,  ag- 
gravated by  movement  or  respiration,  and 
associated  with  fever.  Though  this  should 
be  diagnosed  with  caution  in  the  absence 
of  an  epedemic,"  this  disease  as  well  as 
other  irritations  of  the  pleura  may  be  con- 
fusing in  the  differential  diagnosis  of  chest 
pain.  Characteristically,  pleural  pain  is 
produced  or  worsened  by  tension  on,  or 
stretching  of  the  inflamed  parietal  pleura, 
upon  deep  breathing,  coughing,  sneezing, 
flexing,  or  extending  the  thoracic  spine. 
Although  pleural  pain  is  usually  in  the  side 
of  the  chest,  it  may  be  apical  in  location, 
and  may  be  referred  into  the  upper  part  of 
the  abdomen,  into  the  back,  or  may  be  felt 
in  the  neck,  shoulder  top,  or  deltoid  area. 
A variation  in  the  pain  results  from  a dou- 
ble innervation  of  the  diaphragm,  the  per- 
ipheral portion  of  which  is  supplied  by  in- 
tercostal nerves,  and  the  central  portion  by 
the  phrenic  nerve  which  refers  to  the  shoul- 
der and  deltoid  area.  Trauma  and  neo- 
plasms involving  the  parietal  pleura  are 
other  causes  of  pain  of  this  type  to  be  con- 
sidered. 

Dull,  burning  substernal  pain,  aggravated 
by  coughing  or  swallowing,  is  often  seen 
with  acute  tracheobronchitis,  due  to  infec- 
tion or  chemical  irritation.1"  The  history  of 
the  chemical  irritation  or  the  obvious  pres- 
ence of  the  infection  will  aid  in  clarifying 
this  diagnosis. 

Pain  of  esophageal  origin  is  often  con- 
fused with  coronary  type  of  pain.  It  has 
been  variously  described  as  burning,  squeez- 
ing, pressing  or  aching,  or  as  a feeling  of 
fullness.  It  is  usually  substernal,  but  may 
extend  upward  to  the  neck,  into  the  jaws, 
shoulders,  arms,  or  back.  Spastic  muscular 
contractions  of  the  esophagus  probably  ac- 
count for  the  more  severe  squeezing  pain 
that  is  commonly  associated  with  this  or- 
gan, and  causes  pain  in  most  of  these  cases. 
Cardiospasm  itself  only  causes  pain  in  30% 
of  patients.10  Esophageal  pain  is  not  al- 
ways associated  with  dysphagia,  though 
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usually  present.  Inflammation  of  the  esoph- 
agus produces  a burning  type  of  pain,  and 
this  particular  cause  usually  is  associated 
with  dysphagia.  Tumors  of  the  esophagus 
seldom  cause  pain  unless  they  produce 
esophagitis,  or  unless  they  invade  extra- 
esophageal  structures.  Hyperirritability  of 
the  esophagus  seems  to  be  a common  find- 
ing in  tense  individuals  in  times  of  emo- 
tional stress,  and  often  presents  a real  prob- 
lem in  differential  diagnosis  from  the  an- 
ginal type  of  pain. 

A similar  type  of  pain  is  that  due  to  hiatal 
hernia.  This  pain  is  usually  associated  with 
obesity  and  is  accentuated  by  meals,  and 
occurs  in  the  position  of  recumbency. 
Dysphagia  is  common.  The  duration  of 
pain  is  usually  longer  than  that  of  coronary 
disease.  It  also  seems  to  be  worse  during 
times  of  anxiety,  and  it  may  also  occur  with 
exertion.  Due  to  the  close  association  of 
this  type  of  pain  with  coronary  pain,  it  is 
exceedingly  important  to  differentiate  the 
two,  particularly  since  a small  sliding, 
asymptomatic  hiatal  hernia  can  be  demon- 
strated in  many  individuals  when  placed  in 
the  Trendelenburg  position  at  the  time  of 
fluoroscopy.  The  mere  demonstration  of  a 
hiatal  hernia  does  not  assure  that  this  is  the 
cause  of  the  patient’s  symptoms,  and  I be- 
lieve that  this  is  a common  pitfall  in  the 
present  differential  diagnosis  of  the  coro- 
nary type  of  pain,  since  we  are  often  too 
eager  to  grasp  the  tangible  finding  of  hiatal 
hernia  rather  than  the  important  intangible 
history  diagnosing  angina  pectoris. 

Mediastinal  emphysema  and  mediastinitis 
are  relatively  rare  causes  of  chest  pain,  but 
when  present,  may  be  very  confusing.  Medi- 
astinal emphysema  may  begin  gradually  or 
suddenly.  The  pain  is  substernal  in  loca- 
tion, but  may  radiate  into  the  neck  and 
shoulders  and  interscapular  region.  If  sub- 
cutaneous crepitus  can  be  palpated  in  the 
neck,  the  diagnosis  is  easy.  If  not,  air  may 
be  visualized  in  the  mediastinum  on  x-ray, 
or  one  may  hear  a noisy,  crepitant  sound  to 
the  left  of  the  lower  portion  of  the  sternum 
coordinated  with  the  heart  beat  on  auscul- 
tation (Hamman’s  Sign).  Acute  medias- 
tinitis produced  by  perforation  of  the 
esophagus  may  produce  severe  pain.  It  is 
usually  felt  posteriorly,  and  may  radiate 


around  the  lower  part  of  the  thorax.  The 
pain  is  constant  and  difficult  to  relieve. 
This  condition  must  be  suspected  for  diag- 
nosis, and  fluid  should  be  searched  for  at 
one  of  the  lung  bases.  This  condition  should 
be  thought  of  following  instrumentation, 
from  swallowing  a foreign  body  such  as  a 
bone,  or  may  result  from  the  perforation  of 
a malignancy.  A chronic  form  of  medias- 
tinitis may  occur  from  the  rupture  of  a 
tuberculous  node  into  the  mediastinum, 
which  gives  a similar  type  of  picture, 
though  not  so  acute  and  severe  in  its  in- 
itial onset. 

Certain  diseases  of  the  abdominal  viscera 
may  produce  chest  pain  which  must  be  dif- 
ferentiated from  pain  of  cardiac  origin. 
Gallbladder  disease  may  cause  reflex  cardio- 
spasm and  esophageal  muscle  spasm  with 
pain  radiating  into  the  chest.  The  difficul- 
ties in  the  differential  diagnosis  of  gallblad- 
der colic  from  basal  myocardial  infarction 
is  notorious.  A manifestation  of  the  irrita- 
ble colon  syndrome,  with  trapping  of  air  in 
the  region  of  the  splenic  flexure  of  the 
colon,  often  produces  a type  of  precordial 
pain  radiating  into  the  left  pectoral  area, 
the  left  side  of  the  neck,  the  top  of  the 
shoulders,  or  the  left  arm.  A carefully 
taken  history  easily  detects  the  difference 
between  angina  pectoris  and  this  condition 
which  includes  gas,  belching,  bloating,  or 
flatus,  the  passing  of  which  often  relieves 
the  discomfort.  Distention  of  the  colon  by 
barium  enema  reproducing  the  pain  aids  in 
clarifying  this  problem.  It  is  felt  that 
spasm  of  the  colon  greatly  contributes  to 
this  type  of  pain.  The  pain  of  duodenal 
ulcer  rarely  causes  problems  in  the  differ- 
ential diagnosis  of  chest  pain,  except  in 
cases  of  perforation  of  the  ulcer,  when  the 
presence  of  severe,  low  substernal  pain  ra- 
diating to  the  shoulder,  and  the  presence  of 
a shock-like  syndrome,  may  be  confused 
with  myocardial  infarction.  Pvlorospasm 
and  gastric  distention  will  often  initiate 
bouts  of  esophageal  muscle  spasm,  as  pre- 
viously described.  Acute  pancreatitis  may 
cause  initial  confusion  from  that  pain  seen 
in  basal  myocardial  infarction. 

Pain  of  the  chest  wall  is  a common  con- 
dition. Its  diagnosis  should  be  easy,  yet  it 
is  very  often  confused  with  cardiac  pain 
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and  pain  of  other  underlying  structures. 
Tenderness  of  the  chest  wall  and  reproduc- 
tion of  the  pain  by  pressure  on  the  chest 
wall  should  differentiate  most  of  these  con- 
ditions. The  anterior  chest  wall  syndrome 
has  been  described  by  Prinzmetal.11  This 
consists  of  a somatic  involvement  of  the  an- 
terior chest  wall  leading'  to  pain  and  ten- 
derness. There  are  two  types  of  pain  in 
this  area.  One  type  is  associated  with  a 
previous  myocardial  infarction;  it  may  oc- 
cur 2 weeks  to  6 months  after  the  infarc- 
tion and  is  located  in  the  same  area  as  the 
pain  of  the  infarction.'  It  is  altered  by  posi- 
tion, but  not  caused  by  exertion.  It  is  pre- 
sumed to  be  a type  of  causalgia,  the  exact 
mechanism  of  which  is  not  understood.  The 
other  type  of  pain  is  not  associated  with 
coronary  disease.  If  these  pains  are  pres- 
ent along  with  angina,  they  can  become  very 
confusing.  The  most  diagnostic  features 
are  tenderness  of  the  anterior  chest  wall 
and  the  absence  of  signs  and  symptoms  of 
progressive  coronary  disease.  Therapeutic 
tests  with  corticosteroids  or  x-ray  therapy 
will  usually  uncover  the  true  nature  of  the 
pain.  This  is  a common  occurrence,  and  its 
recognition  is  important.  A costochondral 
syndrome  has  been  described,  presumably 
the  result  of  stress  or  trauma  to  the  rib 
structures,  producing  irritation  of  one  or 
more  costochondral  junctions.1’  The  diag- 
nostic feature  is  tenderness  in  the  area  of 
the  costochondral  junction,  with  or  with- 
out swelling,  and  reproduced  by  pressure 
in  this  area.  Another  type  of  chest  pain  has 
been  termed  ‘‘precordial  catch.”1"  This  is 
an  acute  pain  which  occurs  at  the  apex 
usually  in  young  healthy  individuals.  It  is 
severe,  of  short  duration,  and  nonradiating. 
Its  diagnostic  feature  is  that  it  always  oc- 
curs in  a slouched  position,  and  should 
never  be  confused  with  true  coronary  type 
pain.  Pain  of  herpes  zoster  and  other  in- 
tercostal neuralgia  is  a distressing  pain  in 
the  thorax  along  the  distribution  of  the  in- 
tercostal nerves.  It  may  be  dull  and  ach- 
ing or  sharp  and  burning.  There  is  always 
associated  tenderness  at  the  points  of  emer- 
gence of  these  nerves.1  Diseases  of  the  ribs 
also  fall  into  the  category  of  pain  of  the 
chest  wall.  It  has  been  noted  that  the  an- 
terior chest  wall  syndromes  usually  occur 


in  definite  circumscribed  areas,  more  com- 
mon on  the  left  than  on  the  right,  in  the 
region  of  the  pectoralis  major  muscle,  the 
inframammary  area,  the  costal  margin  area, 
and  the  costochondral  junction  area.11  It 
is  suggested  that  the  sensitive  areas  lie  ;n 
close  relationship  to  the  larger  and  more 
superficial  nerves  from  a study  of  the  trig- 
ger areas.1  Possibly  the  commonest  cause 
of  chest  wall  pain  is  muscle  fatigue  and 
strain.17 

The  final  group  of  diseases  producing 
chest  pain  which  may  simulate  a cardiac 
type  pain  are  diseases  of  the  vertebral  col- 
umn. Degenerative  arthritis,  protruded 
discs  of  the  cervical  spine,  or  tumors  of  the 
cervical  spine  may  cause  pain  in  the  upper 
part  of  the  chest.  This  is  usually  unilateral, 
but  if  on  the  left  side  may  easily  be  con- 
fused with  coronary  type  of  pain.  The  pain 
is  often  aggravated  by  turning  or  hyper- 
extending the  neck,  or  by  use  of  the  upper 
extremities.  One  proven  case  of  chest  pain 
due  to  chronic  cervical  intervertebral  disc 
was  relieved  over  a period  of  four  years  by 
nitroglycerin.'  It  is  to  be  noted  that  cervi- 
cal root  pain  usually  occurs  at  night  and  at 
rest. 

Involvements  of  the  upper  thoracic  spine 
which  may  cause  chest  pain  are  osteoporo- 
sis, arthritis,  poor  posture,  osteomyelitis, 
metastatic  disease,  and  multiple  myeloma. 
The  pain  of  osteoporosis  and  osteoarthritis 
is  characteristically  worse  after  prolonged 
sitting  or  standing,  and  is  relieved  by  re- 
cumbency. Marie-Strumpell  arthritic  pain 
is  usually  worse  after  prolonged  recumb- 
ency, and  is  relieved  by  getting  up  and 
moving  about.  It  is  felt  that  most  of  this 
type  pain  seen  in  medical  practice  is  due 
to  degenerative  disease.17 

In  an  analysis  of  100  patients  referred  for 
chest  pain  which  was  thought  due  to  heart 
disease,  only  50%  were  due  to  definite  heart 
disease.  Forty-four  per  cent  were  associ- 
ated with  emotional  difficulty  and  without 
definite  organic  disease.2  On  analysis  of 
emotional  factors  concerning  true  anginal 
pain  and  chest  pain  not  due  to  coronary 
artery  disease,  it  was  found  that  chronic 
emotional  tension,  superimposed  deteriora- 
tion of  life  situations,  and  threats  to  per- 
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sonal  security  were  associated  with  the  on- 
set of  symptoms  in  both  groups.' 

In  general,  it  may  be  said  that  pain  lo- 
cated below  the  nipple,  outside  the  nipples, 
or  between  the  nipples  and  costal  margin 
is  rarely  cardiac  in  origin.  Momentary  or 
sharp  shooting  pains  are  never  cardiac  in 
origin.  Pain  which  varies  in  location,  char- 
acter, or  radiation  is  usually  skeletal  in 
origin.  Chest  tenderness  over  a prolonged 
period  is  not  cardiac.  The  commonest  cause 
of  left  arm  pain  is  skeletal  in  origin. 

Summary 

A large  and  important  subject  has  been 
discussed  in  a short  period  of  time.  Be- 
cause of  its  frequency  and  serious  implica- 
tions, chest  pain  is  always  considered  to  be 
a timely  subject.  Because  of  the  fear  which 
it  produces  in  the  patient’s  mind  concerning 
heart  disease,  cancer,  and  tuberculosis,  it  is 
always  imperative  that  sufficient  time  and 
effort  be  taken  in  the  differential  diagnosis 
of  this  symptom.  Precise  diagnosis  is  im- 
portant, and  irreparable  harm  may  be  done 
following  an  unjustified  diagnosis  of  heart 
disease.  The  value  of  a good  history  in  this 
diagnosis  cannot  be  overemphasized. 
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Discussion 

DR.  CRAWFORD  W.  ADAMS  (Nashville, 
Tenn.):  I wish  to  congratulate  Dr.  Sienknecht  for 
his  courage  in  covering  such  a comprehensive 
subject  and  for  the  skill  in  which  he  presented 
this  subject  in  a short  period  of  time. 

It  is  of  interest  that  James  White  in  a recent 
article  on  cardiac  pain  published  in  Circulation 
mentions  that  William  Harvey,  the  “father  of  the 
Circulation,”  had  difficulty  in  evaluating  chest 
pain.  “Harvey  felt  that  the  heart  was  insensitive 
to  pain  and  demonstrated  this  observation  to  King 
Charles  I.  The  subject  of  this  observation  was 
the  son  of  Count  Montgomery,  a young  man  who 
had  survived  an  injury  to  his  ribs  and  costal 
cartilages  that  left  the  beating  heart  exposed  in 
an  open  cavity.  Harvey  observed  that  neither 
pricking  or  pinching  the  epicardium  evoked  any 
sensation  of  pain.  This  misconception  arose  be- 
cause of  the  paucity  of  sensory  nerve  endings  in 
the  heart.  Spatial  summation  is  necessary  to 
activate  a sufficient  number  of  nerve  fibers  in  or- 
der to  breach  the  sensory  threshold.  Therefore, 
a massive  stimulus  to  a large  area  of  the  myo- 
cardium is  required  to  evoke  pain.  When  pain 
is  present,  it  is  particularly  disagreeable,  but  dif- 
ficult to  describe  and  localize.”  This  is  the  main 
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reason  that  we,  as  physicians,  often  have  diffi- 
culty in  obtaining  an  adequate  description  of 
cardiac  pain  from  the  patient  and  often,  why  an 
erroneous  diagnosis  is  entertained. 

The  pain  of  angina,  coronary  insufficiency,  and 
myocardial  infarction  is  usually  differentiated  by 
degree,  duration  and  extent  of  involvement  and 
has  been  well  covered  by  Dr.  Sienknecht.  How- 
ever, I should  briefly  like  to  discuss  another  type 
of  angina  which  is  often  unrecognized. 

This  is  the  nocturnal  anginal  syndrome  of 
aortic  insufficiency  described  by  Bland  and 
Wheeler  in  reviewing  2000  cases  of  such  disease 
over  a 20  year  period.  This  type  of  angina  is  of 
unusual  interest,  because  of  the  circulatory  fea- 
tures accompanying  the  nocturnal  anginal  syn- 
drome as  differentiated  from  angina  due  to  pri- 
mary coronary  artery  disease. 

The  circulatory  features  resulting  from  aortic 
insufficiency  occur  in  the  younger  age  group  and 
the  most  severe  attacks  occur  at  night  without 
provocation.  The  recumbent  position  and  possi- 
bly active  infection  either  rheumatic  or  syphilitic 
are  predisposing  factors.  In  addition  to  anginal 
pain,  sinus  tachycardia,  palpitation,  flushing  of 
the  face,  profuse  sweating,  and  dyspnea  are  the 
essential  features  of  the  syndrome.  Usually,  when 
this  syndrome  develops  the  prognosis  is  poor, 
the  average  duration  of  life  being  6 months. 
Because  so  many  cases  of  aortic  insufficiency  do 
well  for  such  a long  period  of  time,  the  onset  of 
this  syndrome  may  be  the  signal  or  the  oppor- 
tune time  in  this  disease  for  the  use  of  the 
Hufnagel  valve. 

One  of  the  most  difficult  types  of  chest  pain  to 
differentiate  is  that  due  to  pericarditis.  Acute 


pericarditis,  irrespective  of  the  cause,  is  com- 
monly confused  wth  an  acute  myocardial  infarc- 
tion, especially  in  the  older  age  group,  or  if  the 
patient  previously  has  had  a myocardial  infarc- 
tion, because  of  the  similarity  of  chest  pain,  and 
laboratory  findings  including  an  elevated  serum 
transaminase.  An  initial  friction  rub  is  one  of 
the  most  valuable  findings  in  acute  pericarditis. 
I should  like  to  emphasize  another  type  of  peri- 
carditis— that  due  to  influenza.  Because  the  pa- 
tient with  influenza  often  complains  of  general- 
ized “aching”  or  “pain”  in  the  chest  region,  the 
possibility  of  pericarditis  may  easily  be  over- 
looked. During  the  recent  influenzal  epidemic,  I 
had  the  occasion  to  see  4 cases  of  what  appeared 
to  be  “acute  benign  nonspecific  pericarditis,” 
which  were  proven  to  be  due  to  type  B (Great 
Lakes)  variety  of  influenza.  On  this  basis,  I 
strongly  feel  that  all  cases  of  so-called  “acute 
benign  nonspecific  pericarditis”  should  be  eval- 
uated for  influenza. 

Another  cause  of  chest  pain  that  deserves  em- 
phasis is  that  due  to  Tietze’s  syndrome,  a painful 
nonsuppurative  swelling  with  tenderness  of  the 
costochondral  cartilages.  Only  7 such  cases  were 
reported  in  the  American  literature  prior  to  1954. 
Since  this  time,  30  additional  cases  have  been 
reported.  Obviously,  many  of  these  cases  are  un- 
recognized, and  the  pain  and  tenderness  may  last 
for  weeks  to  several  months.  The  local  infiltra- 
tion of  25  to  35  mg.  of  hydrocortisone  at  the  in- 
volved site  usually  results  in  prompt  relief  of 
pain. 

I again  wish  to  congratulate  Dr.  Sienknecht  on 
the  excellent  discussion  of  chest  pain. 


Leg-Lengthening.  Harold  A.  Sofield,  Sidney  .1. 

Blair,  and  Edward  A.  Millar,  J.  Bone  & Joint 

Surg..  40- A.  311,  1958. 

Forty  patients  are  presented  in  which  leg- 
lengthening procedures  were  performed  by  the 
same  surgeon  and  in  most  instances  the  senior 
author  assisted  at  the  time  of  surgery.  The  op- 
erations were  all  performed  20  to  28  years  ago. 
The  material  has,  therefore,  been  subjected  to  an 
unusually  long  follow-up  period  which  period 
would  seem  to  be  most  useful  in  this  instance. 
In  this  series  of  cases,  in  sharp  contrast  to  usual 
leg-lengthening  procedural  reports,  there  was  no 
nonunion,  no  severe  vascular  disturbance,  no  sig- 
nificant bone  angulation,  and  no  debilitating  neu- 
rological defect.  Late  fracture  of  the  lengthened 
bone  occurred  in  only  2 patients  and  both  healed 
satisfactorily.  The  final  conclusion,  however,  is 
that  leg-lengthening  operations  are  seldom  justi- 
fied. It  would  appear  that  leg-lengthening  may 
be  considered  in  a patient  who  is  of  unusually 


short  stature  and  no  further  reduction  of  height 
by  either  epiphysiodesis  or  bony  shortening  would 
be  undesirable.  At  times,  patients  refuse  surgery 
on  the  normal  extremity  and  therefore,  leg- 
lengthening may  be  indicated  on  the  short  ex- 
tremity. It  is  desirable  before  lengthening  an 
extremity  to  have  adequate  muscle  power  about 
the  hip  and  thigh  to  control  the  operated  extrem- 
ity. Shortening  should  be  at  least  one  and  one- 
half  inches,  and  should  not  exceed  three  inches. 
In  a large  number  of  patients  there  was  marked 
weakening  of  the  musculature,  particularly  the 
abductors  of  the  hip.  It  was  also  apparent  that 
equalized  leg  length  was  not  synonymous  with 
improvement  of  function.  One  is  forced  to  agree 
with  the  authors  that  leg-lengthening  procedures 
are  very  rarily  indicated,  and  it  is  through  such 
studies  as  this  presented  with  such  adequate  and 
long  term  follow-ups  that  accurate  end  appraisal 
of  operative  results  can  be  gained.  (Abstracted 
by  Thomas  F.  Parrish,  M.D.,  Nashville.) 
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The  outcome  of  the  projected  study  in  pregnant  women  in  Tennessee  will  be  anticipated  with  interest. 


Theories  of  The  Cause  of 
So-Called  Congenital  Deformities 
And  I heir  Prevention* * 


BEVERLY  DOUGLAS,  M.D.,f  Nashville,  Tenn. 


As  the  title  implies,  this  paper  deals  with 
those  malformations  present  at  birth,  and 
the  means  which  we  now  have  at  our  dis- 
posal to  prevent  their  occurrence. 

Great  strides  have  been,  and  are  con- 
stantly being  made  in  the  treatment  of  in- 
fectious diseases,  particularly  those  affect- 
ing infants.  With  the  development  of  the 
Salk  vaccine,  the  incidence  of  poliomyelitis 
in  Tennessee  fell  from  37  per  100,000  popu- 
lation in  1952,  to  4 per  100,000  in  1957,  yet 
the  incidence  of  deformities  in  newborns, 
exclusive  of  neoplasm  (which  themselves 
may  prove  to  be  deformities),  in  Tennessee 
in  1950-1954,  averaged  463.9  per  100,000. 
These  figures  give  an  idea  of  the  relatively 
greater  incidence  of  deformities  in  Tennes- 
see than  of  polio,  even  before  the  advent  of 
the  Salk  vaccine  reduced  its  incidence. 

Logan'  states  that  congenital  defects  at 
present  are  the  third  ranking  cause  of  infant 
mortality.  However,  perhaps  a greater 
problem  is  the  distressing  effect  the  advent 
of  a deformed  child  has  on  the  life  of  a fam- 
ily, imposing  an  emotional  and  economic 
crisis  to  which  adjustment  may  be  slow,  dif- 
ficult, and  rarely  complete.  One  child  mar- 
riages are  common  among  the  parents  of  a 
deformed  child.  The  economic  burden  on 
the  State  of  deformed  indigents  is  also  tre- 
mendous, yet  must  be  considered  of  sec- 
ondary importance. 

fFrom  the  Division  of  Plastic  Surgery,  Depart- 
ment of  Surgery,  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tenn. 

*Read  at  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  23,  1958,  Gatlinburg, 
Tenn.  This  work  is  supported  by  a grant  from 
the  Duke  Laboratories,  South  Norwalk,  Conn. 
Materials  furnished  in  part  by  the  Upjohn  Com- 
pany, Kalamazoo,  Mich. 


It  is  small  wonder  that  we  as  plastic 
surgeons  have  become  interested  in  this  dis- 
tressing problem.  We  who  do  the  patch- 
work  on  harelips  and  cleft  palates  find  that 
most  people,  including  many  geneticists,  be- 
lieve little,  if  anything,  can  be  done  about 
these  deformities. 

Today,  I wish  to  ask  the  question,  “Can 
anything  be  done  about  deformities  other 
than  patch  them  up  and,  if  so,  what  can  be 
be  done?”  At  the  outset  let  me  say  briefly 
that  a great  deal  can  be  done  to  find  out 
the  nature  of  these  malformations.  Sec- 
ondly, I believe  that  we  can  prevent  a large 
percentage  of  them,  in  a harmless  yet  effec- 
tive way. 

In  my  practice  less  than  10%  of  mothers 
and  fathers  of  children  with  harelips  and 
cleft  palate  give  a history  of  having  had 
any  other  deformity  in  their  family  previ- 
ously. In  other  words,  the  parents  will 
bring  their  parents  and  sometimes  their 
Table  I 

Deformities  in  Identical  Twins 
Twins  Joyce  Dean  and  Betty  Jean  Cothron 
Age  at  Admission  of  Joyce  for  First  Operation 
3 Months — Delivery  Normal  at  Full  Term  by 
Dr.  J.  J.  Gwinn  of  Hartsville,  Tenn. 
Similarities 
Single 
Same 
Same 
Same 
Same 

Same,  Bloods  Cross-Match 
Dr.  Sam  Clark’s  Report:  “More 
Than  the  Necessary  Corre- 
spondence of  Whorls  for  Iden- 
tity.” 

Pathological  Findings 

Betty  normal. 

Joyce  had  complete  unlateral  right-sided  cleft 
lip,  cleft  gum  and  cleft  palate;  left  first  branchial 
cleft;  right  sub-conjunctival  lipoma.  No  other 
evident  abnormality. 

Family  History 

Twins  are  first-born  children.  No  other  deformity 
in  family  back  through  grandparents.  No  other 
history  of  twinning  in  family. 


Placenta 

Sex 

Color  of  Eyes 
Color  of  Hair 
Complexion 
Blood  Groups 
Finger  Prints 
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grandparents  in  with  the  baby,  and  in  most 
cases  do  not  even  know  what  the  condition 
is.  The  mother  and  father  will  ask  in  a 
futile  way,  “Is  this  due  to  something  in  my 
blood?”  The  absence  of  family  history  in 
all  but  this  10'  '<  or  less  has  led  me  to  seek 
other  causes  than  strictly  genetic  causes 
or  the  genes  of  the  parents. 

Another  and  more  important  reason  that 
has  led  me  to  believe  that  the  vast  majority 


of  congenital  deformities  can  not  be  due 
strictly  to  genetic  causes  is  to  be  found  in 
the  case  of  proven  identical  twins  which 
came  to  me  some  15  years  ago.  Although 
both  of  these  children  came  from  a single 
ovum,  and  their  identity  was  proven  even 
by  their  fingerprints,  one  had  a bad  cleft 
lip  and  palate  and  the  other  was  normal. 
(Figs.  1 and  2,  and  Table  1.)  It  is  obvious 
that  genes  could  not  account  for  the  dif- 


Fig.  1.  Photographs  of  Monozygotic  (Identical)  Twins.  B.  J.  C.  and  J.  C.,  at  age  of  18  months. 


L.  R. 


Fig.  2.  Finger  Prints  of  Twins  J.  C.  and  B.  J.  C.  (For  report  see  Text.) 
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ferences  and  that  some  extraneous  cause  or 
causes  would  have  to  be  called  upon  to  ex- 
plain them.  Since  then,  my  friends,  Drs. 
Boyer  and  Martin  of  Cincinnati  and  Dr. 
Baxter  of  Montreal  have  had  similar  cases 
of  identical  twins,  one  child  with  deformi- 
ties and  the  other  having  none. 

Search  for  Causes  Producing  Deformities 
After  Conception 

The  search  for  extraneous  or  extragenetic 
factors  causing  deformity  in  intra-uterine 
life  is  a very  difficult  matter.  In  a few 
paragraphs  I will  outline  what  has  been 
found  in  seven  years  of  search  in  the  litera- 
ture, and  in  my  experiments  and  clinical 
work. 

Fraser  and  Fainstat2  and  Strean  and  Peer- 
showed,  in  experiments  on  pregnant  rats, 
that  by  injecting  cortisone  they  could  pro- 
duce cleft  palates  in  the  offspring.  Excess 
of  this  steroid  they  postulated,  inhibited 
fibroplastic  proliferation  and  produced  his- 
tochemical  changes  in  the  collagen  fibers 
which  we  know  are  concerned  with  the 
process  of  fusion  or  healing.  Next  we  turn 
to  the  work  of  anatomists  and  embryolo- 
gists. These  workers  have  shown  that  we 
can  determine  quite  closely  in  the  embryo 
the  time  at  which  the  processes  of  fusion 
of  the  palate  and  other  structures  take 
place.  Thus,  the  studies  of  Arey,'  Derry  and 
Legg,5  Davis1'  and  Stark7  have  shown  that 
the  two  halves  of  the  palate  are  completely 
united  at  10  to  12  weeks  after  conception. 
It  would  seem,  as  Davis  says,  “That  all  in- 
dividuals have  potential  cleft  palates  until 
the  third  month  of  embryonal  life  is  passed 
and  that,  therefore,  any  beneficial  maternal 
therapy  directed  at  prevention  would  need 
to  begin  as  early  as  possible  and  continue 
until  at  least  past  the  twelfth  week.” 

Recently,  the  idea  of  “timing”  has  been 
developed  by  several  authors.  Wilson,  Roth 
Warkany,8  in  producing  malformations  in 
rats  by  maternal  vitamin  A deficiency, 
showed  that  the  syndrome  of  deformity 
which  typically  results  from  this  deficiency 
throughout  pregnancy  can  be  modified  by 
vitamin  A therapy.  This  has  been  shown 
to  be  effective  for  particular  days  of  preg- 
nancy, both  as  to  the  type  of  defect  and 
relative  percentage  incidence  of  the  various 


defects,  such  as  those  of  the  eye,  heart  and 
major  vessels.  In  human  cases  the  matter 
of  “timing”  was  verified  by  the  Committee 
for  the  Study  of  Congenital  Malformations 
of  the  American  Academy  of  Pediatrics.0 
This  committee  found  that  8 babies  from  a 
total  of  199  mothers,  who  by  history  or  ex- 
amination were  known  to  have  rubella  dur- 
ing the  first  8 weeks,  had  a cleft  palates 
and/or  other  deformities,  whereas  none  had 
a cleft  palate  if  the  German  measles  affected 
the  mother  after  the  eighth  week.  In  the 
future,  the  time  during  which  an  embryo 
can  be  affected  by  extraneous  influences 
will  probably  be  narrowed  down  to  quite 
a limited  period,  perhaps  days  or  even 
hours. 

Other  means  of  affecting  the  embryo 
through  maternal  influences,  in  addition  to 
virus  disease,  are  maternal  irradiation  and 
maternal  stress.  The  latter  influences 
adrenal  cortical  activity  through  the  an- 
terior pituitary  gland  which  is  reflected  in 
an  increased  amount  of  hydrocortone  as 
shown  by  Selye1"  and  Strean  and  Peer.11 
(This  work  has  been  mentioned  above.)  A 
word  more  about  maternal  irradiation  is  in 
order.  Murphy12  studied  28  mothers  who 
received  therapeutic  x-ray  of  the  pelvis  for 
various  conditions  before  the  twelfth  week 
of  pregnancy.  Six  babies  had  microcephaly 
and  20  in  all  had  severe  disturbances  of  the 
central  nervous  system  causing  mental  de- 
ficiency. It  is  thus  seen  that  irradiation,  a 
physical  agent,  rubella,  a viral  infectious 
agent,  and  stress,  each  exerting  its  influence 
early  in  pregnancy  or  fetal  life,  can  cause 
deformities. 

Maternal  Nutritional  Disturbances  or  Deficiences 
As  a Cause 

Perhaps  more  important  and  common 
than  the  above  causes  are  dietary  de- 
ficiences. 

Animal  Experiments.  Perhaps  the  first 
significant  work  was  that  of  Hale,18  in  1932. 
Working  on  his  farm  in  Texas  on  pigs,  he 
found  by  confining  vitamin  A deficiencies 
to  the  early  stage  of  pregnancy  and  sup- 
plementing feeding  with  the  same  vitamin 
later,  that  he  could  obtain  offspring  with 
anophtalmus,  micropthalmos,  harelip,  cleft 
palate  and  ectopic  kidneys.  By  breeding 
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the  defective  pigs  without  getting  mal- 
formed off-spring  he  obtained  evidence  that 
the  deformities  were  not  linked  with  de- 
fective genes.  It  is  striking  that  this  work 
was  completed  as  early  as  1933. 

A vast  amount  of  the  experimental  work 
in  producing  different  deformities,  such  as 
cleft  palate  and  harelip,  has  followed. 
Warkanv14  and  his  co-workers  have  done  a 
tremendous  amount  of  work  on  vitamin  A 
and  vitamin  B . which  show  teratogenic  pos- 
sibilities when  these  substances  are  left  out 
of  the  diet  of  animals  such  as  rats.  Other 
substances  which  have  been  similarly  in- 
criminated in  deficiency  diets  on  animals 
are  pantothenic  acid  (Boisellot)  folic  acid 
(Giroud  and  Lefebres,  and  Giroud  and  Boi- 
sellot) vitamin  B complex  (Ross  and  as- 
sociates, and  O’Dill  and  co-workers). 

Hypervitaminosis  induced  in  the  mother 
by  overdosage  of  vitamin  A was  shown  in 
the  offspring  of  rats  by  Giroud  and  as- 
sociates1 ' to  cause  abnormalities,  including 
cleft  palate. 

Only  last  year  Cooper  and  Brown";  placed 
pregnant  rats  on  a purified  diet  containing 
raw  egg-white  which  chemically  combines 
with  vitamin  H or  biotin  and  prevents  its 
absorption  in  the  intestinal  tract.  The  de- 
ficiency of  biotin  caused  the  rats  to  deliver 
offspring  with  organic  deformities  affecting 
the  function  of  the  heart,  liver  and  kidneys. 

It  is  thus  seen,  without  going  into  great 
detail,  that  there  is  good  experimental  evi- 
dence that  vitamins  are  closely  linked  with 
proper  organogenesis  in  the  first  trimester 
of  embryonic  life.  At  present,  we  are 
breeding  monkeys  with  the  hope  of  attain- 
ing deformed  offspring,  thus  bridging  the 
gap  between  human  and  lower  animals  by 
work  on  primates. 

From  the  great  quantity  of  animal  ex- 
periments, it  might  seem  that  nothing  had 
been  done  in  regard  to  human  patients. 
This  is  not  entirely  true.  Houet17  had  a 
patient  born  with  a cleft  palate  and  corneal 
fissure.  A diagnosis  of  xerophthalmia  was 
made  in  the  opthalmological  clinic.  The 
baby’s  blood  was  low  in  vitamin  A as  was 
the  mother’s;  also,  the  mother’s  milk  was 
low  in  lactoflavine.  Though  she,  a displaced 
person,  had  these  low  vitamin  figures  at  de- 
livery, it  is  certain  that  her  diet  had  been 


no  better  earlier,  when  she  had  been  in  a 
prison  camp.  Houet  also  quotes  another 
similar  case.  Brezezinski  and  collabora- 
tors18 studied  the  riboflavine  or  B.  excre- 
tion in  the  urine  in  the  pregnant  women  in 
Palestine.  Their  findings  indicate  that  abor- 
tion with  macerated  fetuses,  stillbirths  and 
neonatal  deaths  are  much  commoner  in 
women  having  a low  BL.  or  riboflavin  ex- 
cretion than  in  those  with  a high  excretion. 
Still  other  studies  bearing  on  this  subject 
are  summarized  in  my  longer  report,  now 
in  press. 

Clinical  Work 

As  early  as  14  years  ago,  after  I became 
convinced  that  cleft  lip  on  one  identical 
twin  and  not  the  other  must  be  due  to  some 
factor  or  factors  other  than  genes,  and  after 
Warkany  had  produced  abnormalities  in 
animals  on  deficient  diets,  I began,  with  the 
help  of  Miss  Evelyn  Arledge  (at  that  time 
dietician  at  the  Mid-State  Baptist  Hospital) 
giving  diets  rich  in  the  above  substances, 
and  particularly  the  A and  B-complex  fac- 
tors, during  the  next  pregnancy.  Not  a 
single  woman  on  such  a diet  has  had  another 
deformed  baby.  However,  when  one  con- 
siders that  these  clefts  occur  only  once  in 
about  950  deliveries,  the  number  of  my  pa- 
tients is  yet  too  small  to  be  significant. 

Since  1955,  I have  made  an  attempt  to 
broaden  this  study  to  obtain  a series  of  sev- 
eral thousand  women,  with  the  kind  co- 
operation of  Dr.  R.  H.  Hutcheson,  Tennes- 
see State  Commissioner  of  Public  Health 
and  Dr.  Albert  Randall,  Director  of  the 
Tennessee  Crippled  Children’s  Service.  The 
cooperation  of  the  physicians  in  the  coun- 
ties concerned  is  being  sought  in  obtaining 
a larger  series  of  multiparas  at  first,  and 
later  extending  the  studies  to  primiparas. 
The  plan  is  to  use  women  included  in  the 
General  Tennessee  Vital  Statistics  as  a con- 
trol series  for  comparison.  The  public 
health  nurses  will  cooperate  and  the  plan 
is  to  be  a part  of  the  present  prenatal-care 
program.  It  is  hoped,  Lord  willing,  that 
we  may  soon  be  able  to  give  an  adequate  re- 
port on  this  human  work,  which  will  at 
least  establish  a trend  one  way  or  another 
toward  the  solution  of  this  problem.  Al- 
ready the  doctors  in  two  counties  of  Ten- 
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nessee  (Williamson  and  Rutherford)  have 
decided  unanimously  to  cooperate  in  get- 
ting their  patients  on  this  regimen  as  early 
as  possible  in  pregnancy  after  conception. 
Thus,  with  the  cooperation  of  the  local  ob- 
stetricians and  the  state  health  department, 
we  are  beginning  to  give  a series  of  several 
thousand  women,  as  early  as  possible  after 
conception  and  at  least  as  long  as  the  first 
trimester  of  gestation,  the  following  harm- 
less, but  we  hope  valuable,  daily  supple- 
mentation: (1)  a one  per  day  type  of  multi- 
vitamin and  mineral  capsule,  and  (2)  a sup- 
plementary capsule  of  vitamins  A and  B 
complex,  folic  acid,  pantothenic  acid  and 
biotin.  We  have  now  had  the  proper  quanti- 
ties of  substances  in  (1)  and  (2)  combined 
into  a single  one  a day  capsule.  Vitamin  A 
supplementation  is  given  with  caution  in 
order  to  avoid  any  chance  of  hypervit- 
aminosis  from  it.  It  is,  of  course,  under- 
stood that  a diet  adequate  in  other  essentials 
is  to  be  prescribed  by  the  obstetrician,  with- 
out whose  full  cooperation  none  of  this 
work  could  be  done.  Since  the  beginning 
of  this  clinical  work,  Dr.  Lyndon  Peer  in 
New  Jersey,  and  Hamilton  Baxter  in  Mon- 
treal, Quebec,  have  started  similar  programs 
for  pregnant  women  in  their  respective 
localities. 

In  a longer  article  on  this  subject,  it  is 
shown  that  there  are  many  abnormalities  of 
the  mother  which  may  result  in  a deformity 
in  the  infant.  Among  these  are  factors 
which  influence  the  circulation  through  the 
cord  to  the  fetus,  thus,  the  attachment  of 
the  cord  to  the  edge  of  the  placenta  instead 
of  to  its  central  portion  was  shown  by 
Cowan,19  in  twins,  to  result  in  less  circula- 
tion reaching  the  fetus.  In  two  sets  of 
twins  significant  differences  were  noted  by 
him  both  in  the  weight  and  condition  of  the 
infants  at  birth.  Other  abnormalities  are 
uterine  scars,  myomas,  faulty  implantations 
as  well  as  maternal  anemias,  anoxias,  in- 
fections such  as  rubella,  and  nutritional  de- 
ficiences  such  as  vitamin  lack. 

Such  deficiences  may  be  assumed  in  the 
case  of  some  women  to  tip  the  scales  in  the 
direction  of  fetal  abnormality  leading  to 
abortion  or  malformation.  The  “Theory  of 
Compensatory  Nutrients,”  which  I have  de- 
veloped, postulates  that  a well  balanced 


diet  with  abundant  but  not  excessive  vit- 
amins, including  special  supplements  of  A 
and  B complex  (folic  acid,  pantothenic  acid 
and  biotin  and  minerals  as  necessary),  may 
theoretically  act  in  a compensatory  way  to 
remedy  a shortage  of  nutrients  to  the  fetus 
caused  by  the  factors  enumerated  and  thus 
keep  the  recessive  chromosomal  or  gene 
factors  from  becoming  dominant  and  pro- 
ducing actual  deformities.  For  these  rea- 
sons it  is  our  belief,  on  the  basis  of  this 
theory,  that  we  should  increase  the  amount 
of  available  substances  in  the  critical  stage 
of  organogenesis  during  the  first  trimester 
to  compensate  for  relative  circulatory  de- 
ficiences or  other  factors  which  are  known 
to  occur  from  one  or  more  of  the  maternal 
abnormalities  which  are  stated  above. 
(Table  2.) 

Table  2 

Parental  Abnormalities  Concerned  in  Fetal 
Development* 

A.  Abnormalities  Referable  to  Father 

Recessive  genes  with  Teratogenic  Character. 

Nutritional  Deficiencies  affecting  male  genes 

(Theoretical  only). 

B.  Abnormalities  Referable  to  Mother 

1.  Anatomical 

(a)  Recessive  genes  with  Teratogenic  Char- 
acter 

(b)  Age  of  mothers:  Increase  in  Micro- 
cephaly and  Mongolism  in  Older  Age 
Groups 

(c)  Uterine  Lesions:  Uterus  Bicornuate, 

Scarred,  Infected,  Myomatous 

(d)  Faulty  Implantation  of  Ovum 

(e)  Ectopic  (Tubal  or  Abdominal)  Preg- 
nancy 

(f)  Placental — Abnormalities:  Malformation 
(Infant  deformities  three  times  as  com- 
mon) 

(g)  Placenta — Cord  Relationships:  Factors 
influencing  circulation  to  fetus.  At- 
tachment of  Cord  to  edge  of  placenta 
instead  of  to  center  (Cowan). 

(h)  Super — or  Hyperfetation  (Theoretical 
only) 

(i)  Position  of  Fetus:  “Position  of  Comfort” 
(Chappie) 

2.  Physiological 

(a)  Maternal  Disease 
Anemia 
Anoxia 

Stress  Emotional  or  Otherwise 
Infections,  Virus:  Rubella  (German 

Measles),  Newcastle  Virus,  etc. 
Other  Infections:  Toxoplasmosis, 

Syphilis,  etc. 

Irradiation  Maternal  for  Pelvic  Lesions 

(b)  Maternal  Nutritional  Deficiencies  or  Ex- 
cesses 

Vomiting 
Poor  diet 

Poor  diet  plus  vomiting 
Specific  vitamin  deficiencies 
Excess  of  Vitamin  A 
Catharsis  with  Mineral  Oil 
*This  list  is  not  complete. 
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We  are  asking  the  cooperation  of  all  phy- 
sicians interested  in  solving  this  distressing 
problem.  More  information  will  be  sup- 
plied on  request  to  those  wishing  to  help. 
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Mobilization  of  the  Tarsometatarsal  and  Inter- 
metatarsal  Joints  for  the  Correction  of  Resistant 
Adduction  of  the  Fore  Part  of  the  Foot  in  Con- 
genital Club-Foot  or  Congenital  Metatarsus 
Varus.  Clarence  H.  Heyman,  Charles  H.  Hern- 
don, and  Joseph  M.  Strong,  J.  Bone  & Joint 
Surg.,  40- A,  299,  1958. 

A series  of  20  children  is  presented  with  re- 
sistant forefoot  adduction  deformities.  Most  of 
these  children  maintain  the  deformity  as  a resid- 
ual of  a club-foot  deformity,  and  at  the  time  of 
surgery,  ranged  in  age  from  2 years,  six  months 
to  7 years,  two  months.  In  all  children  plaster 
corrections  had  been  attempted  and  correction 
failed.  It  is  recommended  that  the  procedure  be 
used  only  after  the  other  components  of  the  club 
foot  have  been  corrected.  Through  a transverse 
midtarsal  dorsal  incision,  the  dorsal,  interosseus 
and  plantar  ligaments  of  the  first  tarsometatarsal 
joint  are  incised.  Similar  procedure  is  then  car- 
ried out  on  the  remaining  tarsometatarsal  joints, 
great  care  being  taken  to  divide  all  the  support- 
ing ligamentous  structures  of  these  joints  and  of 
the  intermetatarsal  joints.  The  deformity  can 
then  be  passively  corrected,  the  skin  is  sutured 
and  correction  is  maintained  by  the  use  of  plaster 
casts.  The  results,  thus  far,  have  been  very  good 
and  the  procedure  appears  to  be  most  encourag- 
ing for  the  relief  of  this  resistant  deformity.  (Ab- 
stracted by  Thomas  F.  Parrish,  M.D.,  Nashville.) 
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Hypercalcemia  offers  the  opportunity  for  interesting  clinical  speculation.  This  is  a case  in  point. 

SARCOIDOSIS  AND  HYPERCALCEMIA 

Case  Report  and  Discussion* 

MACKINNON  ELLIS,  M.D.,  and  SHELBURNE  WILSON,  M.D.,f  Mountain  Home,  Tenn. 


Hypercalcemia  presents  many  problems 
to  the  clinician.  The  case  to  be  reported 
highlights  some  of  these  problems.  It  is 
presented  as  a basis  for  discussion  of  cer- 
tain phases  of  sarcoidosis. 

Case  E.  B.  This  24  year  old  veteran  has  had 
two  admissions  to  the  V.  A.  Hospital, — in  the  fall 
of  1955  for  3 months,  and  in  the  fall  of  1956 
until  the  present  date. 

First  admission.  (October  13,  1955.)  The  patient 
was  acutely  ill  with  fever,  headaches,  weakness, 
pain  in  the  knees,  palpitation  and  urinary  fre- 
quency. The  symptoms  were  of  3 weeks’  dura- 
tion. He  had  been  in  good  health  until  the  onset 
of  this  illness,  but  had  been  told  a year  before 
that  he  had  a heart  murmur. 

Physical  examination  showed  a sick  young  man 
with  a T.  of  101  , tachycardia  and  sacral  edema. 
There  was  questionable  ascites.  The  liver  and 
spleen  were  palpable  but  not  markedly  enlarged. 
The  heart  showed  a gallop  rhythm;  some  ob- 
servers recorded  a systolic  murmur  at  the  apex. 

The  Hgb.  was  9.2  Gm.;  the  WBC  count  was 
3,000,  with  a normal  differential  picture.  The 
urine  showed  an  occasional  hyaline  cast;  the 
N.P.N.  was  67  mg.  Chest  x-ray  film  was  negative. 

The  diagnoses  considered  at  this  time  were 
acute  rheumatic  fever,  other  collagen  disease, 
subacute  bacterial  endocarditis,  and  malaria. 

Special  Studies.  Blood  cultures  were  sterile. 
L.E.  cell  preparations  and  malaria  smears  were 
negative.  The  blood  calcium  was  15  and  phos- 
phorus 3 mg.  per  lOOcc.  Total  serum  proteins 
were  5.4  Gm.,  with  2.8  Gm.  albumin  and  Gm.  2.6 
globulin  per  100  cc.  Thymol  turbidity  was  18.2, — 
the  only  abnormal  liver  function  test.  Spinal 
fluid  and  bone  marrow  studies  contributed  noth- 
ing. Liver  biopsy  showed  no  abnormality.  Skin 
tests  for  fungi  were  negative;  the  second  strength 
PPD  was  positive. 

Course.  The  patient  improved  slowly  on  corti- 
sone therapy  with  no  further  diagnostic  leads 
being  uncovered.  A muscle  biopsy,  done  before 
discharge  for  the  diagnosis  of  arteritis,  revealed 


*Presented  before  the  Tennessee  Regional  meet- 
ing, American  College  of  Physicians,  Paris  Land- 
ing, Tenn.,  October  19,  1957. 

fFrom  the  Veteran’s  Administration  Center, 
Mountain  Home,  Tenn. 


a subcutaneous  nodule  which  was  diagnosed  as 
“sarcoidosis”  (a  too  common  mistake  in  nomen- 
clature), but  the  Armed  Forces  Institute  of  Pa- 
thology failed  to  confirm  this.  Their  diagnosis 
was  “granulomatosis  inflammation,  etiology  un- 
determined, subcutaneous  tissues.” 

The  patient  was  discharged  on  January  21, 
1956. 

Second  admission.  (September  25,  1956.)  The 
patient  had  been  well  until  a week  before  admis- 
sion, when  he  developed  weakness  and  became 
disoriented.  Upon  admission,  he  was  confused, 
lethargic  and  still  disoriented.  He  could  not  walk 
due  to  weakness.  There  was  no  history  of  the 
intake  of  alcohol  or  drugs.  He  had  polydipsia 
and  polyuria. 

Physical  examination  was  negative  except  for 
extreme  pallor,  a basal  systolic  murmur  and  slow 
respirations  10  to  12  a minute.  P.  and  T.  were 
normal;  B.P.  was  130/85.  Spleen  was  not  palpa- 
ble. 

Special  Studies.  Serum  calcium  was  17.3  mg. 
per  100  cc.,  on  admission,  and  2 days  later  it  was 
20  mg.  Serum  phosphorus  levels  were  3.5  and 
3.3  mg.  respectively.  Alkaline  phosphatase  was 
normal. 

During  the  second  hospitalization,  the  entire 
problem  apparently  was  connected  with  the  hy- 
percalcemia, whatever  its  cause. 

Steroid  therapy  was  instituted.  The  problem 
of  hyperparathyroidism  had  to  be  faced.  High 
serum  calcium  and  normal  phosphate,  without 
history  of  vitamin  D in  large  doses,  or  milk  and 
alkalies,  prompted  a neck  exploration.  Four  nor- 
mal parathyroids  were  found.  The  patient  im- 
proved steadily  on  continued  medication  with 
steroids.  The  N.P.N.,  which  had  reached  90  mg., 
decreased  with  the  serum  calcium. 

A ureteral  calculus  was  removed  in  November. 

The  patient’s  condition  remained  fairly  good 
as  long  as  intravenous  ACTH  was  used  twice  a 
week.  Calcium  balance  studies  were  done.  These 
showed  high  urine  calcium  (600  to  900  mg.  in 
24  hours)  along  with  the  hypercalcemia,  and  low 
fecal  calcium  (23  to  30  mg.).  It  was  felt  that 
this  could  only  be  caused  by  vitamin  D intoxica- 
tion or  sarcoidosis.  Since  there  had  been  no 
vitamin  D intake  to  explain  it,  sarcoidosis  was 
felt  to  be  the  diagnosis. 

The  patient’s  serum  calcium  was  normal  in 
June  1957,  and  he  was  given  leave.  He  acquired 
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a suntan  during  this  period.  Five  weeks  later  he 
relapsed  with  the  serum  calcium  rising  to  19.8 
mg.  per  100  cc.  This  relapse  was  marked  by 
nausea,  vomiting,  constipation,  weakness,  dry 
mouth,  polydipsia  and  polyuria.  There  was  no 
mental  confusion  with  this  elevation.  The  N.P.N. 
rose  again  with  the  increased  levels  of  calcium 
and  returned  to  normal  with  the  calcium. 

Under  steroid  therapy  the  calcium  level  again 
improved.  Sodium  phytate,  a calcium-binding 
agent,  has  been  added  to  the  regimen  and  at 
present  is  his  only  medication,  steroids  having 
been  discontinued.  It  is  controlling  him  at  pres- 
ent, and  the  patient  is  now  symptom  free. 

Physical  examination  reveals  minimal  milky 
calcification  at  the  temporal  corneal  margins,  visi- 
ble only  by  slit  lamp.  The  heart  is  negative  to 
examination.  The  spleen  has  never  been  palpa- 
ble since  a few  days  after  admission.  There  has 
been  no  adenopathy. 

Comment.  The  diagnosis  of  sarcoidosis 
may  be  open  to  question.  It  is  possible  that 
the  liver  biopsies  did  not  include  an  area 
with  involvement  by  sarcoid.  This  case 
differs  from  those  of  Scholz  and  Keating' 
in  this  one  particular  only,  namely  a posi- 
tive diagnosis  by  biopsy. 

Discussion 

Calcium  changes  in  sarcoidosis,  or  a tend- 
ency to  such  changes,  occur  in  20  to  30'  o 
of  cases  of  the  disease.  These  changes  con- 
sist of  an  elevation  of  serum  calcium  ac- 
companied by  normal  or  low  serum  phos- 
phorus; alkaline  phosphatase  levels  are 
usually  normal.  The  elevation  of  the  cal- 
cium level  may  be  as  high  as  20  mg.  per 
100  cc.,  as  in  the  case  reported  here. 

The  change  in  calcium  may  be  present 
as  a tendency  only.  This  was  shown  when 
Curtis-  advocated  calciferol  as  a treatment 
for  sarcoidosis.  A small  percentage  of  the 
patients  so  treated  developed  hypercal- 
cemia. although  most  patients  did  not.  The 
doses  of  vitamin  D were  not  large  enough 
to  cause  vitamin  D intoxication.  Appar- 
ently in  these  patients  hypercalcemia  was 
“activated”  by  the  treatment. 

Vitamin  D intoxication  (caused  by  daily 
doses  of  50,000,  100,000  or  200,000  units  over 
a protracted  period,  dose  depending  on 
the  author  cited)  causes  changes  identical 
with  those  found  in  the  hypercalcemic  sar- 
coidosis group.  These  consist  of  hypercal- 
cemia. hypercalcuria  and  low  fecal  calcium, 
with  normal  or  low  serum  phosphorus.  The 


basic  changes  here  are  due  to  increased 
calcium  absorption  from  the  intestine.  This 
leads  to  the  hypercalcemia  and  hypercal- 
curia. There  is  a further  vitamin  D action 
also  present  in  sarcoidosis,  which  Henne- 
man  and  associates  refer  to  as  a “parathor- 
mone-like” action,  which  accounts  for  the 
excretion  of  calcium  greater  than  can  be 
accounted  for  by  the  increased  absorption 
of  calcium  alone.  This  latter  series  of 
events  consists  of  an  increase  in  urinary 
phosphorus  with  decrease  of  serum  phos- 
phorus. This  leads  to  increased  bone  re- 
absorption  with  elevation  of  serum  calcium 
and  consequent  increased  urine  calcium. 

These  authors4  and  others  have  pro- 
pounded the  theory  that  sarcoidosis  may 
be  due  to  an  increased  sensitivity  to  vitamin 
D.  The  source  of  this  vitamin  may  be 
either  exogenous  or  endogenous. 

These  changes  in  calcium  have  not  re- 
ceived widespread  attention.  Many  case 
reports  of  sarcoidosis  do  not  mention  the 
calcium  and  phosphorus  levels.  Most  of 
the  literature  referring  to  the  calcium 
changes  centers  about  those  instances  where 
renal  calculi  have  been  the  outstanding 
feature  of  the  case.  The  definition  of  sar- 
coidosis, written  by  the  Council  on  Sar- 
coidosis in  1948,  does  not  mention  changes 
in  calcium,  although  it  goes  into  detail 
about  the  histology,  the  indolence  of  the 
disease,  the  changes  in  proteins,  and  other 
phases. 

Why,  then,  this  attitude  toward  the 
changes  in  calcium  in  sarcoidosis?  It  may 
be  that  the  inconstancy  of  these  changes  in 
sarcoidosis  is  the  explanation.  Since  they 
do  not  occur  in  all  cases  they  have  come  to 
be  disregarded  as  a criterion  for  diagnosis. 
This  may  be  natural  because  only  a rela- 
tively small  percentage  (20  to  30)  are  in- 
volved. 

Possibly  a consideration  of  the  history  of 
sarcoidosis  might  give  some  clue  to  this 
attitude.  The  details  of  the  interesting  evo- 
lution from  skin  disease  to  systemic  disease 
have  been  ably  described  by  several  au- 
thors. ri’6  There  is  no  need  to  repeat  them 
here  except  to  say  that  the  first  phase  of 
the  evolution  was  that  of  consolidating  sev- 
eral diseases  into  the  supposed  entity  of 
sarcoidosis.  Apparently  the  requirements 
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for  admission  were  the  presence  of  sarcoids, 
that  is,  granulomatous  lesions  without  ne- 
crosis or  caseation.  Thus  were  included 
many  conditions  which  we  have  since  come 
to  recognize  as  disease  entities,  beryllium 
poisoning,  histoplasmosis  and  foreign  body 
reactions,  to  name  several.  These  diseases 
had  to  be  removed  from  the  inner  circle. 
Such  conditions  are  characterized  by  sar- 
coids (a  pathologic  diagnosis)  but  are  not 
sarcoidosis  (a  clinical  diagnosis).  The  con- 
troversial role  of  tuberculosis  in  sarcoidosis 
is  the  subject  of  a voluminous  literature. 
Longcope  and  Freiman,6  in  1952,  seemed  to 
have  settled  the  matter  to  the  satisfaction 
of  most  workers,  but  the  ghost  keeps  rais- 
ing its  head.  Lately,  particularly  in  Great 
Britain,  sentiment  seems  to  be  swinging 
toward  tuberculosis  as  the  etiologic  agent 
in  sarcoidosis.  Very  little  new  evidence  has 
been  produced  although  the  demonstration 
of  diaminopinelic  and  mycolic  acids  in  sar- 
coid lesions7  is  hard  to  explain.  These  acids 
are  not  normally  found  in  the  human  body 
but  are  found  in  tubercle  bacilli,  as  well  as 
other  microorganisms. 

Elevation  of  serum  calcium  in  tubercu- 
losis is  not  found  except  when  pulmonary 
impairment  is  present  to  a degree  to  cause 
acidosis.  The  calcium  changes,  under  these 
circumstances,  are  a result  of  the  disturbed 
metabolism  rather  than  the  underlying  dis- 
ease. It  is  difficult,  facing  the  above  facts, 
to  include  the  hypercalcemic  group  of  sar- 
coidosis cases  under  a tuberculous  etiology. 

The  process  of  subtraction,  further  re- 
moval of  forms  of  sarcoid  from  the  specific 
disease  of  sarcoidosis  (if  such  it  be),  prob- 
ably has  not  reached  its  end  point. 

The  extremes  of  the  pathologic  lesions 
and  the  symptomatology  present  in  this 
disease  makes  one  wonder  if  all  cases  de- 
scribed are  examples  of  the  same  disease. 
Even  regarding  the  basic  process  as  a syn- 
drome stretches  the  imagination  to  include 
the  extremes.  Probably  the  most  typical 
and  acceptable  form  of  sarcoidosis  is  the 
“benign  lymphogranulomatosis”  of  Schau- 
mann.8  This  is  the  prototype.  It  consists 
of  enlargement  of  the  lymph  nodes  and 
spleen,  particularly  a hilar  adenopathy 
(often  bilateral).  There  are  few  systemic 
signs,  rarely,  if  ever,  fever,  and  if  it  occurs, 


low  grade  fever.  Symptoms  arise  from 
encroachment  upon,  or  invasion  of  tissues 
with  impairment  of  organ  function,  rather 
than  from  toxicity  or  constitutional  changes. 
Any  organ,  with  the  apparent  exception  of 
the  adrenal,  may  be  involved,  but  the  in- 
volvement of  the  lymphatic  system  pre- 
dominates. This  type  of  patient  rarely  has 
elevated  calcium,  frequently  has  hyper- 
globulinemia,  and  always  shows  the  typical 
“sarcoid”  microscopic  changes. 

It  may  be  that  the  form  of  sarcoidosis 
with  changes  in  calcium  represents  a dif- 
ferent entity  from  the  “benign  lympho- 
granulomatosis.” Possibly  some  of  the 
confusion  as  to  etiology  springs  from  the 
fact  that  we  are  trying  to  fit  different  en- 
tities into  a single  form.  It  may  well  be 
that  the  hypercalcemic  form  represents 
some  constitutional  factor  present  with 
some  trigger,  such  as  small  doses  of  vitamin 
D initiating  the  symptomatic  period. 

Conversely,  the  “benign  lymphogranu- 
lomatosis” form  may  represent  a reaction 
to  external  agents,  single  or  multiple,  of 
an  infectious  nature.  The  question  as  to 
single  or  multiple  agents  is  still  controver- 
sial. The  Kveim  reaction  may  be  induced 
by  other  agents  than  an  extract  of  sarcoid 
tissue.9 

Might  we  then  be  dealing  with  several 
conditions  all  lumped  at  present  under  a 
diagnosis  of  sarcoidosis?  This  would  point 
toward  a syndrome  rather  than  a disease 
entity.  Critical  appraisal  might  cast  doubt 
on  the  place  of  the  uveoparotid  group.  The 
rapid  onset  of  symptoms  and  signs  in  these 
cases,  with  high  fever,  peripheral  neuritis, 
and  pleocytosis  of  the  spinal  fluid  are  not 
characteristic.  None  of  these  rightly  fit 
into  the  basic  concept  of  sarcoidosis.  The 
inclusion  of  this  group  may  further  have 
muddied  the  waters  in  our  search  for  the 
key  to  this  problem. 

Upon  examining  the  chart  and  table  (Fig. 
1 and  Table  1),  several  correlations  appear. 
It  is  evident  that  in  this  case  hypercalcemia 
is  accompanied  by  elevation  of  the  N.P.N. 
and  by  a lowered  hemoglobin.  The  anemia 
may  possibly  be  on  the  basis  of  the  renal 
failure  but,  if  so,  does  not  take  as  long  to 
appear  as  one  would  expect.  The  elevated 
N.P.N.  is  difficult  to  explain.  Its  rapid  drop 
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coincidental  to  the  fall  in  calcium  levels, 
the  absence  of  albuminuria,  and  the  low 
fixed  specific  gravity  tend  to  rule  out  neph- 
rocalcinosis.  Is  it  not  possible  that  elevated 
serum  calcium,  per  se,  affects  renal  clear- 
ance of  certain  nitrogenous  substances? 
This  might  be  accomplished  by  changing 
glomerular  filtration  by  altered  tubular  re- 
absorption or  by  some  mechanism  of  com- 
petition across  tubular  cells.  The  extremely 
high  urinary  calcium  levels  make  the  latter 
an  attractive  speculation. 

The  term  nephrocalcinosis  is  apparently 
widely  misunderstood.  In  many  articles  it 
apparently  refers  to  large  stones  in  the 
renal  pelvis,  in  others  to  visible  (by  X-ray) 
parenchymal  calcium  in  the  kidneys.  Rarely 


Fig.  1. 


does  it  refer  to  the  most  important  form, 
that  of  microcalcinosis.  This  latter  is  evi- 
dent on  microscopic  examination  only,  but 
is  characterized  by  severe  renal  damage. 
It  is  this  form,  or  pyelonephritis,  arising 
from  the  other  two  mentioned  above,  which 
causes  most  of  the  uremic  deaths  in  sar- 
coidosis. Instances  of  the  early  concept  of 
massive  invasion  of  the  kidneys  by  sarcoid, 
to  a degree  where  renal  function  is  seri- 
ously impaired,  are  rare.  They  do  occur, 
however.1"  The  usual  damage  is  done  by 
the  hypercalcemic  changes.  Renal  damage 
due  to  sarcoidosis  is  almost  always  found 
only  in  the  hypercalcemic  group  and  con- 
sists of  nephrocalcinosis  with  hyaline 
changes  in  the  glomeruli.  Pyelonephritis 
is  always  a threat  in  these  cases. 

In  our  present  case  there  is  very  little 
demonstrable  permanent  renal  damage,  al- 
though one  would  certainly  have  a right 
to  expect  it.  Whether  it  will  appear  later 
cannot  be  predicted.  An  optimistic  view 
may  be  justified  if  the  serum  calcium  re- 
mains normal. 

Another  question  is  whether  bone  changes 
will  eventually  appear.  This  man  has  ap- 
parently excreted  more  calcium  than  he 
has  absorbed  over  a period  of  two  and  a 
half  years  without  demonstrable  changes  of 
bone.  Of  course  he  has  absorbed  the  bulk 
of  the  calcium  in  his  low  calcium  diet  so 
the  deficit  may  not  be  too  great. 

We  would  like,  in  closing,  to  emphasize 
the  symptoms  of  hypercalcemia  as  found  in 
this  patient.  They  should  suggest  a similar 


Table  I 


Date 

Ca  < mg.) 

P (mg.) 

N.P.N.  (mg.) 

Protein 

(Gm.) 

Alb. 

Glob. 

(Gm.) 

Hgb. 

(Gm.) 

WBC. 

First  Admission 

(1955) 

Oct.  14 

67 

9.2 

3000 

Oct.  15 

8100 

Oct.  17 

5.4 

2.8 

2.6 

Oct.  18 

5.8 

2.9 

2.9 

Oct.  20 

72 

10.7 

3200 

Oct.  21 

5.1 

2.5 

2.6 

Oct.  25 

15 

3 

54 

5.1 

2.6 

2.5 

10 

4300 

Oct.  26 

5.1 

2.8 

2.3 

Oct.  31 

48 

5.2 

2.6 

2.6 

Nov.  3 

14.7 

Nov.  4 

52 

Nov.  7 

12.8 

2.9 

5.2 

2.6 

2.6 

Nov.  10 

56 

Nov.  18 

12.2 

2.7 

41 

5.8 

2.5 

3.3 

10 

5950 

Nov.  30 

10.8 

2.9 

38 

6.3 

3.2 

3.1 

11.7 

Nov.  31 

48 

5.2 

2.6 

2.6 

Dec.  7 

13.7 

Jan.  10 

10.2 

2.1 

41 

6.5 

4.3 

2.2 

15.4 

6600 
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TSMA  Submits 
Statement  for 
Congressional  Hearing 
On  Forand  Bill 


Tennessee  Medical 
Foundation  Holds 
Important  Meeting 


• An  important  statement  has  been  submitted  through  the 
Executive  Committee  of  the  Board  of  Trustees  relative  to  HR 
9467,  the  Forand  Bill.  The  statement  has  been  submitted  to 
the  House  Ways  and  Means  Committee.  It  sets  forth  three 
basic  provisions.  They  are:  (1)  that  the  need  for  proposed 
expenditures  be  determined  by  careful  studies,  not  only  by 
representatives  of  federal  agencies,  but  by  qualified  per- 
sons representing  groups  and  citizens  concerned  with  the 
problems  of  the  aged;  (2)  that  the  responsibility  for  the 
disbursement  of  federal  funds  for  medical  care  be  delegated 
to  that  agency  within  the  respective  state  best  qualified  to 
perform  this  function,  and  not  necessarily  to  the  state 
agency  responsible  for  administration  of  other  welfare  pro- 
grams dependent  to  any  extent  upon  federal  monies.  The 
agency  so  designated  by  the  state  should  insure  the  determi- 
nation of  individual  needs  and  provide  for  medical  care  ; (3) 
that  the  appropriation  of  any  such  federal  funds  be  made 
contingent  upon  such  funds  being  matched  by  the  State. 

The  committee  hearings  in  Congress  on  the  Forand  Bill  be- 
gan June  16. 

® The  Tennessee  Medical  Foundation's  Board  of  Directors  and 
members  of  the  Committee  on  Health  and  Medical  Care  met  in 
Nashville  on  May  20th.  Future  programming  of  the  Foundation 
and  many  other  important  matters  were  studied.  Determining 
the  Foundation's  program,  the  need  for  such,  as  well  as 
other  such  matters  as  methods  of  expanding  the  membership 
and  adequate  financing  were  studied.  More  details  of  the 
meeting  are  included  in  this  issue  of  the  Journal  under  the 
Organizational  News  section  "Medical  News  in  Tennessee". 


American  Medical 
Education  Foundation 
Gifts  from  Tennessee 


Executive  Committee 
On  Prepaid  Insurance 
Conducts  Important 
Meeting 


@ In  figures  released  from  the  AMEF  for  1957  showed  the 
following:  that  88  physicians  and  543  alumni  of  Tennessee 
medical  schools,  making  a total  of  631  physicians,  made  con- 
tributions to  the  American  Medical  Education  Foundation.  Of 
this  number,  $7,718.73  was  given  by  doctors  other  than 
alumni  of  Tennessee  medical  schools.  $33,777.83  was  given 
by  alumni  physicians  of  medical  schools  in  this  state,  mak- 
ing a total  of  $41,496.56  donated  to  the  AMEF. 

• The  Prepaid  Insurance  Executive  Committee  met  on  June  3rd 
with  representatives  of  the  commercial  insurance  industry  as 
well  as  Blue  Shield,  for  the  purpose  of  discussing  the  addi- 
tion of  anesthesiology  benefits  to  the  Tennessee  Plan,  on  an 
optional  rider  basis.  Many  problems  exist  in  this  field 
since  other  than  doctors  of  medicine  are  involved  with  giv- 
ing anesthesia.  The  lengthy  committee  meeting  furnished  the 
opportunity  for  members  of  the  Committee  and  representatives 
of  the  Tennessee  Society  of  Anesthesiologists,  the  oppor- 
tunity to  present  their  views  relative  to  the  proposed 
rider,  and  also  allowed  representatives  of  the  insurance  in- 
dustry to  present  problems  involved  in  underwriting  such  a 


Medicare  Committee 
And  TSMA  Negotiators 
Meet  with  Deputy 
Director 


Medicare  Contract 


Family  Income 
Moves  Upward 


Pamphlets  Available 


Insurance  Committee  to 
Make  Available  Two 
New  Group  Plans 


program.  The  meeting  was  the  result  of  action  approved  by 
the  House  of  Delegates  last  April  wherein  it  was  directed 
that  representatives  of  the  insurance  industry,  the  Prepaid 
Insurance  Committee  and  the  Tennessee  Society  of  Anesthesi- 
ologists meet  for  the  purpose  of  determining  if  some  type  of 
program  could  be  agreeably  worked  out  and  made  a part  of  the 
revised  Tennessee  Plan. 

© Colonel  Earl  Lowry,  Deputy  Director  for  Dependents  Medi- 
cal Care  Program  (Medicare)  met  with  members  of  the  Medicare 
Committee  and  those  who  will  negotiate  the  contract  in  be- 
half of  TSMA.  The  meeting  was  held  at  the  headquarters  of- 
fice on  June  2nd.  The  meeting  gave  the  committee  and  ne- 
gotiators an  opportunity  to  submit  a number  of  questions  to 
Colonel  Lowry  and  to  gain  first  hand  knowledge  of  many  of 
the  problems  and  revisions  in  the  Medicare  program. 

It  was  determined  that  where  possible,  the  Department  of 
Defense  and  the  fiscal  agent  for  Medicare  should  determine 
the  allowance  of  procedures  before  being  submitted  to  the 
State  Committee  for  recommendation. 

Colonel  Lowry  informed  the  Committee  and  negotiators  on 
the  views  of  many  of  the  members  of  Congress  relative  to  the 
Medicare  law,  and  also  some  of  the  reactions  of  members  of 
Congress  to  Medical  Associations  and  related  physician  or- 
ganisations. 

© TSMA  is  scheduled  to  negotiate  a new  contract  with  the 
Department  of  Defense  for  Medicare,  November  3-4,  1958.  The 
House  of  Delegates  passed  two  resolutions  relative  to  this 
subject  and  you  are  urged  to  review  them  as  published  in  the 
June  issue  of  the  Journal,  in  order  to  become  familiar  with 
recommendations  of  the  Association  relative  to  this  contro- 
versial program.  One  of  the  resolutions,  directing  the 
delegates  from  Tennessee  to  the  AMA,  to  introduce  a resolu- 
tion in  the  House  of  Delegates  of  the  AMA,  affects  the  fu- 
ture policy  of  the  program.  The  other  resolution  deals  with 
the  recommendations  made  by  Tennessee  doctors  toward  the  ad- 
ministration of  the  program  on  its  present  basis. 

• Of  more  than  passing  interest  to  voluntary  health  insur- 
ance officials  and  doctors,  should  be  the  recent  figures 
compiled  by  the  United  States  Department  of  Commerce.  The 
figures  revealed  that  average  family  income  for  1957  was 
§6,130;  50%  higher  than  a decade  ago.  Taking  increased  cost 
of  living  into  account,  the  increase  amounted  to  20%.  Aver- 
age earnings  of  full-time  workers  were  shown  to  be  §4,190. 
These  statistics  cover  the  nation  as  a whole  and  are  not 
necessarily  applicable  to  any  particular  state. 

® The  following  AMA  pamphlets  may  be  obtained  from  the  TSMA 
office  for  distribution  to  patients:  "Do  You  Like  to  Make 
Decisions?"  and  "The  Fifth  Freedom"  are  two  of  the  newest 
pamphlets  available  and  a limited  supply  is  on  hand  at  the 
headquarters  office.  These  two  pamphlets  stress  a physi- 
cian's individual  skill,  knowledge  and  judgement.  These  are 
recommended  for  physicians'  reception  rooms. 

© In  a resolution  presented  to  the  House  of  Delegates,  the 
Committee  on  Insurance  outlined  various  types  of  group  plans 
now  available  to  members  of  TSMA.  The  committee  asked  ap- 
proval of  the  House  to  set  up  group  plans  in  life  insurance 
and  major  medical.  These  two  plans  will  be  thoroughly  stud- 
ied by  the  Committee  and  submitted  to  the  Board  of  Trustees 
for  approval.  The  Committee's  plans  are  to  get  the  two  new 
groups  underway  immediately  and  make  them  available  to  mem- 
bers of  the  Association. 


Aging  Committee 
Sets  Meeting 
For  July  13 


Committee  Feels 
Council  Can  Move 
On  Broad  Front 


AMA  Blasts 
Forand  Bill 
at  Hearings 


• The  chairman  of  the  Public  Service  Committee's  sub- 
committee on  aging,  Dr.  Thomas  Frist,  has  called  a meeting 
for  July  13th  to  which  representatives  of  twelve  agencies 
and  institutions  have  been  invited  to  discuss  the  organi- 
zation of  a Tennessee  Council  on  Aging. 

Invitations  went  to  the  Tennessee  Hospital  Association; 
the  Tennessee  Dental  Association  ; the  Tennessee  Nursing 
Home  Association  ; the  Tennessee  Hospital  Service  Association  ; 
the  Tennessee  State  Nurses  Association;  the  Health  Insur- 
ance Council;  the  Tennessee  Farm  Bureau;  the  Tennessee 
Commissioner  of  Public  Health  ; the  Tennessee  Department  of 
Mental  Health ; the  Nashville  Chamber  of  Commerce  ; and  the 
Senior  Citizens,  Inc. 

• "The  Tennessee  State  Medical  Association  believes  that 
an  approach  toward  the  solution  of  the  overall  problem 
should  be  made  on  a broad  front,"  Dr.  Frist  said  in  his 
letter.  Therefore,  representatives  of  those  agencies  and 
institutions  concerned  with  the  problem,  and  capable  of 
assisting  in  its  solution,  are  being  invited  to  attend  this 
meeting. 

"It  is  recognized  that  a great  deal  of  activity  in  this 
field  is  being  accomplished  in  some  areas  of  Tennessee.  It 
is  felt  that  through  the  organization  of  a state  level 
group,  these  activities  could  be  not  only  coordinated  but 
expanded,  and  that  new  approaches  could  be  formulated." 

The  appointment  of  a sub-committee  to  work  in  the  area 
of  the  problems  confronting  the  state's  aged  population  was 
approved  by  the  Public  Service  Committee  at  its  meeting  in 
Gatlinburg. 

• Hearings  on  the  proposed  legislation  to  amend  the 
present  Social  Security  law  were  concluded  before  the  House 
Ways  and  Means  Committee  in  Washington  June  27th,  with  two 
AMA  spokesmen  testifying  against  the  Forand  Bill. 

Dr.  Leonard  Larson,  AMA  Trustee,  and  Dr.  Frank  Krusen,  of 
the  Mayo  Clinic  appeared  as  witnesses.  Dr.  Larson  branded 
the  Forand  Bill  as  a proposal  which  would  mean  a federally 
financed  and  federally  controlled  system  of  medical-hospital 
care,  first  for  social  security  beneficiaries,  subsequently 
for  other  groups  and  ultimately  for  everyone. 

Dr.  Krusen  stated  that  the  aged,  for  the  most  part,  do 
not  need  short  stays  in  general  hospitals  but  improved  home 
and  community  care,  as  well  as  less  costly  and  improved 
chronic  illness  and  nursing  home  facilities.  He  also  said 
that  AMA,  through  the  Joint  Council  to  Improve  the  Health 
Care  of  the  Aged,  is  attacking  the  problems  of  furnishing 
medical  care  to  the  aged,  and  is  supporting  legislation  for 
federal  mortgage  guarantees  for  proprietary  and  other 
hospital  and  nursing  homes  to  reduce  costs. 
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• Close  observers  believe  that  the  Forand  Bill  will  not  be 
reported  out  of  committee  during  this  session  of  Congress. 

It  is  believed  that  some  recommendations  might  be  made 
by  the  Ways  and  Means  Committee,  possibly  in  the  direction 
of  increasing  the  present  taxable  income  base  for  Social 
Security  from  the  present  $4,200  to  $4,800. 

® A policy  statement,  issued  by  the  Executive  Committee  of 
the  TSMA  Board  of  Trustees,  introduced  into  the  written 
testimony  at  the  Forand  Bill  hearings,  set  forth  the  fact 
that  the  medical  profession  of  Tennessee  has  amply  demon- 
strated its  interest  in  the  provision  of  medical  care  for 
the  medically  indigent,  including  the  aged,  by  its  sponsor- 
ship of  the  Indigent  Hospital  Program.  On  the  other  hand, 
the  statement  emphasised  the  opposition  of  TSMA  toward 
the  expenditure  of  tax  monies  which  furthers  the  move  toward 
medical  socialism. 

Contrasting  the  Indigent  Hospital  Program  to  the 
federally  subsidised  Welfare  Hospital  Assistance  Program, 
the  statement  cited  the  latter  as  being  "wasteful  because 
of  the  hospitalisation  of  patients  without  regard  to  medical 
need  and  prognosis.  This  has  lead  not  only  to  a wastage 
of  funds,  but  also  to  the  over-burdening  of  local  hospital 
facilities  by  careless  selection  of  cases,  thus  depriving 
others  of  needed  attention." 

<$  In  conclusion,  the  statement  suggested  a realistic 
approach  toward  federal  legislation  in  the  field  of  medical 
services  with  this  warning:  "The  Tennessee  State  Medical 
Association  well  recognizes  that  if  it  is  not  the  Forand 
Bill,  it  will  be  another  of  similar  vein  which  will  confront 
the  public  and  the  medical  profession  next  year,  and  the 
following  year  and  so  on  into  the  future.  Therefore,  the 
doctors  of  Tennessee  believe  it  is  not  too  early  to  direct 
constructive  thinking  toward  the  contributions  of  organized 
medicine  in  the  drawing  up  of  the  laws  of  the  future,  and 
to  apply  this  same  philosophy  in  retrospect  to  lav/s  already 
in  existence . r 

"Tennessee  speaks  not  in  theory  but  rather  from  experi- 
ence. " 

• TSMA  recently  received  an  interesting  "doctor-diagnosis" 
from  a Memphis  man  who  describes  himself  as  a salesman  of 
an  intangible  service.  The  salesman's  business  brings  him 
into  contact  with  many  doctors,  and  gives  him  an  opportunity 
to  observe,  more  or  less  objectively,  the  manner  in  which 
patients  are  received. 

He  cites  several  points  and  suggests  room  for  improve- 
ment. They  include  such  terse  questions  by  the  receptionist 
as  "Whatja  want  to  see  him  about,"  to  the  "sound  problem," 
the  conversation  between  the  doctor  and  the  patient  filter- 
ing back  into  the  reception  room.  He  also  recommends 
attention  be  given  to  sprucing  up  the  reception  room,  and 
making  sure  that  it  is  adequately  lighted. 
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Date 

Ca  (mg.) 

P (mg.) 

N.P.N.  (mg.) 

Protein 

(Gm.) 

Alb. 

Glob. 

(Gm.) 

Hgb. 

( Gm.) 

WBC. 

Second  Admission 

1956 

Sept.  26 

17.41 

3.5 

52 

5.8 

3.4 

2.4 

11.85 

4200 

48 

Sept.  28 

17.9 

3.3 

5500 

20 

Oct.  1 

15 

3.4 

82 

7.3 

4.2 

3.1 

Oct.  3 

13.4 

67 

5.4 

3.3 

2.1 

Oct.  8 

14.4 

3.2 

56 

Oct.  10 

15.3 

3.2 

60 

6.1 

3.1 

3.0 

Oct.  15 

54 

11.8 

8400 

Oct.  17 

13.5 

3.1- 

5.4 

4.0 

1.4 

Oct.  22 

52 

12.5 

8700 

Oct.  24 

12.0 

2.5 

40 

5.8 

3.1 

2.6 

Oct.  26 

11.7 

6.1 

3.3 

2.8 

Oct.  29 

38 

11.9 

4750 

Nov.  13 

11.2 

2.7 

34 

6.7 

3.6 

3.1 

Nov.  21 

7150 

Nov.  22 

9.7 

7800 

Nov.  23 

6000 

Nov.  26 

11.9 

2.4 

10.6 

5300 

Nov.  27 

11.5 

2.9 

38 

5.2 

2.1 

3.1 

11.2 

Nov.  30 

10.3 

6650 

Dec.  1 

10.6 

12,400 

Dec.  7 

12.8 

Dec.  20 

10.5 

2.8 

39 

7.3 

3.6 

3.7 

13.2 

9650 

1957 

Jan.  7 

6950 

Jan.  24 

17.0 

3.2 

6.5 

2.9 

3.6 

Feb.  6 

15.6 

3.2 

7.3 

3.2 

4.1 

10.3 

5000 

Feb.  15 

12.0 

2.8 

6.3 

2.4 

3.9 

10.3 

4000 

Feb.  18 

6.3 

3.3 

3.0 

Feb.  21 

12.1 

3.1 

36 

6.7 

3.2 

3.5 

12.0 

4000 

Feb.  27 

42 

12.4 

March  1 

11.6 

2.8 

46 

7.1 

3.4 

3.7 

13.0 

4100 

March  8 

11.5 

2.5 

45 

7.3 

3.8 

3.5 

14.4 

7000 

March  19 

13.5 

3.0 

40 

6.5 

3.6 

2.9 

13.4 

5750 

March  22 

2.4 

42.5 

6.5 

3.4 

3.1 

13.4 

4250 

March  27 

15.8 

March  28 

15.7 

March  29 

16.0 

3.2 

45 

6.7 

2.9 

3.8 

13.4 

7500 

April  4 

13 

6100 

April  5 

14.0 

2.8 

46 

7.5 

3.3 

4.2 

12 

5500 

April  12 

12.2 

2.5 

32 

5.6 

2.9 

2.6 

12.4 

6800 

April  19 

11.8 

3.6 

12.7 

8500 

April  26 

11.5 

3.4 

35 

6.3 

2.8 

3.5 

13 

4700 

May  3 

11.6 

2.9 

39 

14.8 

7800 

May  10 

12.5 

3.7 

45 

7.5 

3.6 

3.9 

14.8 

5800 

May  17 

13.0 

3.4 

43 

13.9 

4300 

May  24 

12.5 

3.5 

37 

6.3 

3.3 

3.0 

14.4 

5500 

May  29 

11.1 

May  31 

3.5 

38 

14.4 

5300 

June  18 

10.4 

3.3 

37 

7.1 

4.1 

3.0 

14.8 

5450 

June  20 

11.1 

3.2 

15.9 

5800 

June  25 

11.1 

3.1 

45 

7.3 

4.3 

3.0 

15.4 

5450 

June  27 

12.2 

3.3 

14.4 

5000 

July  2 

13.1 

3.3 

45 

7.3 

3.85 

3.45 

14.4 

3300 

July  13 

19.8 

2.5 

36 

15.4 

5000 

July  15 

17.2 

1.6 

68 

5.8 

3.2 

2.6 

July  17 

3.1 

56 

July  18 

12.4 

6450 

July  23 

16.3 

3.0 

60 

5.5 

3.2 

2.3 

12.0 

5850 

July  25 

12.7 

5500 

July  30 

16.2 

3.9 

74 

6.4 

3.3 

3.1 

12.4 

6200 

August  1 

15.3 

3.7 

10.7 

5500 

August  6 

3.6 

60 

6.2 

2.6 

3.6 

12.4 

5100 

disorder  in 

other  patients,  if 

found.  The 

produced  a 

complaint. 

Weakness 

of  the 

most  bothersome  symptom  to  the  patient  legs  was  completely  disabling  when  calcium 


was  constipation.  The  polydipsia,  which  levels  were  above  17  mg.  and  was  accom- 
was  very  marked,  did  not  bother  him  much,  panied  by  nausea  and  vomiting.  Mental 


although  nocturia  8 to  10  times  occasionally  confusion  was  marked  on  one  occasion.  The 
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slow  respiration  (10  per  minute)  noted  at 
the  19.8  mg.  level  may  have  been  a central 
effect  of  the  hypercalcemia. 

A combination  of  polydipsia,  constipation 
and  weakness,  with  or  without  nausea  and 
vomiting,  is  probably  the  best  indication  of 
hypercalcemia  whatever  its  cause. 

Summary  and  Conclusions 

1.  A case  is  presented  with  serum  calcium 
as  high  as  20  mg.  per  100  cc. 

2.  Because  of  the  calcium  metabolism, 
with  high  serum  and  urinary  calcium,  and 
low  fecal  calcium,  the  diagnosis  rests  be- 
tween hypervitaminosis  D and  sarcoidosis. 

3.  Since  the  only  source  of  vitamin  D 
was  endogenous  (suntan),  it  is  concluded 
that  this  patient  has  a hypersensitivity  to 
vitamin  D and  has  sarcoidosis. 

4.  Some  aspects  of  the  calcium  metabo- 
lism in  sarcoidosis  are  discussed. 

The  authors  gratefully  acknowledge  the  help 
in  diagnosis  given  by  Dr.  Elliott  V.  Newman, 
Vanderbilt  University  School  of  Medicine.  He 
may  not  agree  with  all  the  conclusions  drawn. 
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The  examination  of  synovial  fluid  in  patients 
with  joint  disease  should,  when  the  proper  exam- 
inations are  made,  afford  us  with  more  accurate 
diagnoses  of  these  pathologically  involved  joints. 
Many  examinations  have  been  performed  but  as 
s et  there  has  been  no  consistent  laboratory  findings 
diagnostic  of  specific  disease,  other  than  pyogenic 
arthritis  in  which  the  purulent  fluid  precludes  the 
possibility  of  a diagnosis  other  than  pyarthrosis. 
In  this  paper,  the  authors  have  subjected  the 
joint  fluid  to  examination  for  its  sulphate  con- 


centration as  compared  with  the  serum  values  and 
changes  of  statistical  value  have  been  demon- 
strated. There  is  an  elevation  of  sulphate  con- 
centration in  established  degenerative  arthritis 
and  a diminution  of  these  values  in  rheumatoid 
arthritis.  Also  lowering  of  the  sulphate  values  in 
both  types  of  arthritis  have  been  found  after 
treatment  with  salicylates  or  intra-articular  hy- 
drocortisone injections.  Perhaps  through  the  ex- 
tension of  this  examination  with  further  refine- 
ment of  technic  and  proper  evaluation,  we  will 
have  another  laboratory  diagnostic  tool  to  aid  in 
the  more  accurate  definition  of  a joint  disease. 
(Abstracted  by  Thomas  F.  Parrish,  M.D.,  Nash- 
ville.) 
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With  advances  in  the  treatment  of  that  heart  disease  which  is  related  to  such  physical  factors  as  valvu- 
lar disease  or  congenital  defects,  accurate  diagnosis  becomes  doubly  important.  The  stethoscope  should 
give  the  first  inkling  of  what  the  difficulty  may  be  and  what  the  line  of  diagnostic  investigation 

should  be. 


THE  DIFFERENTIATION  BETWEEN 
MITRAL  INSUFFICIENCY  AND 
CONGENITAL  HEART  DISEASE* 


THOMAS  N.  STERN,  M.D.  and  RALPH  F.  MORTON,  M.D.,f  Memphis,  Tenn. 


The  precordial  systolic  murmur  has  only 
in  the  last  few  years  returned  from  the  di- 
agnostic limbo  to  which  it  found  itself  as- 
signed during  the  thirties  and  early  forties. 
“Beware  the  functional  murmur”  was  the 
cry  during  that  period,  and  not  unreason- 
ably so;  no  one  wanted  to  take  the  chance  of 
making  a cardiac  neurotic  out  of  a patient 
who  had  no  anatomic  disease.  Besides, 
even  if  the  murmur  did  represent  early 
mitral  regurgitation,  what  good  would  it 
do  to  bring  it  to  the  patient’s  attention,  as 
long  as  no  significant  circulatory  impair- 
ment developed?  Was  he  not  better  off 
not  knowing  about  the  murmur  than  wor- 
rying about  something  which  was  not 
bothering  him  and  for  which  there  was  no 
treatment? 

This  philosophy  changed  radically  with 
the  increase  in  our  knowledge  of  the  eti- 
ology of  rheumatic  fever  and  the  advent  of 
antibiotics.  We  now  realize  the  importance 
of  early  diagnosis  of  rheumatic  mitral  re- 
gurgitation so  that  prophylactic  antibiotic 
therapy  may  be  instituted  and  further,  per- 
haps crippling,  attacks  of  rheumatic  fever 
be  prevented. 

A result  of  this  knowledge  has  been  the 
somewhat  glib  assignment  of  a diagnosis  of 
a rheumatic  heart  disease  to  almost  every 
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patient  in  whom  the  examiner  finds  what 
he  interprets  as  an  organic  systolic  murmur 
somewhere  to  the  left  of  the  sternum  and 
especially  in  the  area  of  the  nipple.  There 
are  two  reasons  why  this  diagnosis  should 
not  be  made  without  considerable  care, 
even  after  ruling  out  as  well  as  possible 
the  functional  murmur.  The  first  is  that, 
having  made  this  diagnosis,  the  physician 
is  committed  to  the  continuation  of  many 
years  of  prophylactic  antibiotic  therapy, 
which  is  not  only  expensive  but  in  itself 
may  on  occasion  cause  illness  or  even  death. 
Secondly,  the  murmur  may  not  be  due  to 
rheumatic  valvulitis  but  may  stem  from  a 
congenital  malformation  of  the  heart.  We 
are  all  aware  nowadays  of  the  presence  of 
congenital  heart  disease,  but  its  frequency 
in  the  adult  is  probably  underestimated. 
Further,  in  the  rush  of  the  day,  we  do  not 
always  question  small  discrepancies  in  our 
findings  as  closely  as  we  might.  It  is  im- 
portant that  we  do  make  the  differential 
diagnosis  between  rheumatic  and  noncy- 
anotic  congenital  heart  disease  because 
prophylactic  therapy  is  so  very  different. 
Left  to  right  intracardiac  shunts,  if  large 
enough  to  cause  the  heart  difficulty,  must  be 
repaired  before  secondary  precapillary  pul- 
monary hypertension  becomes  too  great.  If 
this  is  done  the  patient  will  be  well;  if  not, 
all  the  prophylactic  penicillin  in  the  world 
will  not  prevent  the  supervention  of  marked 
pulmonary  hypertension,  reversal  of  the 
shunt  flow,  great  increase  in  operative  mor- 
tality, and  death. 

With  this  in  mind,  the  records  of  several 
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patients  who  were  misdiagnosed  as  having 
rheumatic  heart  disease  will  be  reviewed. 
Emphasis  will  be  placed  on  those  points 
which  should  have  led  toward  the  diagnosis 
of  noncyanotic  congenital  heart  disease  in 
the  adult. 

Case  1.  V.  C.,  a 28  year  old  Negress,  was  told 
she  had  rheumatic  heart  disease  and  an  enlarged 
heart  when  14  years  of  age.  In  the  following 
years  she  had  spells  of  dyspnea  and  weakness  ap- 
proximately one  month  out  of  every  six.  She 
frequently  noted  nocturnal  dyspnea  and  edema 
during  these  attacks. 

Examination  revealed  a heart  rate  of  76.  with 
a regular  sinus  rhythm.  The  P.M.I.  was  in  the 
6th  left  interspace  just  inside  the  anterior  axillary 
line.  There  was  a systolic  thrill  and  a loud  harsh 
systolic  murmur  in  the  5th  interspace  in  the  left 
midprecordium.  The  pulmonary  second  sound 
was  soft  and  not  split. 

On  x-ray  examination  the  heart  was  remark- 
ably enlarged,  and  pericardial  effusion  was  sug- 
gested by  the  radiologist.  A kymogram  revealed 
fair  pulsations  of  the  heart,  however.  There  was 
a right  aortic  arch.  On  fluoroscopy  the  right 
atrium  and  ventricle  were  found  to  be  enlarged; 
there  was  no  enlargement  of  the  left  atrium  or 
ventricle.  The  lung  fields  were  normal.  An  EKG. 
showed  a right  incomplete  bundle  branch  block. 

Alerted  to  the  possibility  of  congenital  heart 
disease  by  the  right  aortic  arch  and  the  right 
bundle  branch  block,  a cardiac  catheterization  was 
performed.  The  patient  was  found  to  have  mod- 
erate pulmonic  stenosis  and  an  intraventricular 
septal  defect,  both  of  which  are  now  amenable 
to  surgery. 

Case  2.  D.  W.,  a 35  year  old  white  man,  noted 
the  onset  of  dyspnea  in  1943,  while  in  the  army. 
A diagnosis  of  asthma  was  made  at  that  time. 
In  1945,  he  experienced  substernal  pain  related  to 
deep  breathing.  In  1947,  a diagnosis  of  pulmonary 
embolism  was  made  following  another  episode  of 
substernal  pain.  Following  this  he  had  repeated 
episodes  of  chest  pain  and  gradually  increasing 
dyspnea.  Although  thei'e  was  never  a history 
suggestive  of  an  attack  of  rheumatic  fever,  the 
patient  was  referred  with  a diagnosis  of  rheu- 
matic mitral  insufficiency. 

His  vital  signs  were  normal.  The  P.M.I.  was 
noted  diffusely  in  the  6th  interspace  at  the  left 
anterior  axillary  line.  There  was  a harsh  blow- 
ing grade  3 systolic  murmur  over  the  entire  left 
precordium;  no  diastolic  murmur  could  be  heard. 
The  pulmonary  second  sound  was  increased  and 
split.  Examination  was  otherwise  within  normal 
limits. 

The  chest  x-ray  study  was  described  as  show- 
ing left  ventricular  preponderance  which  would 
be  the  expected  finding  in  mitral  insufficiency; 
careful  fluoroscopy  suggested,  however,  that  actu- 
ally only  the  right  ventricle  was  enlarged.  The 
left  atrium  was  prominent.  Fine  nodular  densi- 


ties were  noted  throughout  both  lung  fields.  The 
EKG.  showed  an  atrial  abnormality  and  a right 
bundle  branch  block. 

The  split  and  accentuated  pulmonic  second 
sound,  the  electrocardiographic  findings,  and  the 
absence  of  signs  of  left  ventricular  disease  sug- 
gested that  this  case  was  congenital  in  nature. 
In  addition,  the  clinical  history  suggested  that  the 
patient  might  have  suffered  from  multiple  small 
pulmonary  emboli.  Cardiac  catheterization  in 
this  patient  revealed  an  atrial  septal  defect  with 
a large  left  to  right  shunt.  There  was  a marked 
increase  in  pulmonary  arteriolar  resistance.  A 
slight  fall  in  pressure  was  noted  across  the  pul- 
monic valve;  this  was  probably  secondary  to  the 
markedly  increased  blood  flow. 

Case  3.  E.  N.,  a 28  year  old  colored  woman, 
remembered  having  aching  pain  in  her  legs  as  a 
child  but  no  definite  swelling  of  joints.  From  the 
age  of  15  on,  she  experienced  increasing  palpita- 
tion and  dyspnea  on  exertion.  During  pregnancy 
in  her  23rd  year  paroxysmal  nocturnal  dyspnea 
and  edema  made  their  appearance. 

Physical  examination  at  that  time  revealed  her 
B.P.  to  be  140/105,  and  her  P.  108  and  regular. 
The  apex  impulse  was  in  the  6th  intercostal  space 
at  the  anterior  axillary  line.  A soft  systolic 
murmur  was  heard  in  the  aortic  area  and  trans- 
mitted into  the  neck.  A loud,  harsh  systolic 
murmur  was  heard  over  the  entire  left  precordium 
and  the  left  scapular  area.  There  was  a question- 
able presystolic  rumble.  P2  and  Ml  were  in- 
creased but  not  split. 

Chest  x-ray  film  and  fluoroscopy  revealed  en- 
largement of  the  right  and  possibly  the  left  ven- 
tricle, and  the  left  atrium.  There  was  fullness  in 
the  conus  area,  hilar  engorgement,  and  marked 
hilar  pulsations.  The  EKG.  showed  incomplete 
right  bundle  branch  block  with  minimal  hyper- 
trophy of  the  right  ventricle. 

A diagnosis  of  rheumatic  heart  disease  with 
mitral  stenosis,  mitral  insufficiency  and  aortic 
stenosis  was  made,  and  she  responded  well  to 
therapy.  She  was  not  seen  again  for  3 years, 
when  she  was  again  admitted  to  the  hospital  in 
congestive  failure.  At  this  time  a harsh  murmur 
was  heard  in  systole  at  the  apex  and  along  the 
upper  left  sternal  border;  there  was  again  a 
questionable  mitral  diastolic  murmur.  Atrial 
fibrillation  was  present  and  PL>  was  widely  split. 
She  was  treated  with  digitalis  and  diuretics  and 
ranged  between  congestive  failure  and  digitalis 
intoxication  for  the  next  2 years. 

Because  the  split  Pa,  the  prominent  pulmonic 
pulsations,  and  the  electrocardiographic  picture 
suggested  congenital  heart  disease,  cardiac 
catheterization  was  done.  She  was  found  to  have 
a large  interventricular  septal  defect  with  a left 
to  right  shunt  of  9 liters  per  minute  and  a right 
to  left  shunt  of  4 liters  per  minute.  Pulmonary 
arteriolar  resistance  was  increased,  and  pulmonary 
arterial  pressure  was  72/35.  It  is  possible  that 
she  may  yet  be  able  to  tolerate  surgery,  although 
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the  presence  of  any  degree  of  cyanotic  shunt  in 
this  situation  increases  mortality  greatly. 

Case  4.  A.  W.,  Negro  man,  was  first  seen  in 
1949,  at  age  30,  with  pneumonia  in  the  right  lower 
lobe.  No  murmurs  were  noted  in  the  record  at 
that  time.  The  x-ray  report  commented  that  the 
heart  was  slightly  enlarged,  but  this  finding  was 
not  followed  up,  and  he  was  discharged  with  no 
mention  of  heart  disease. 

The  next  year,  following  a 2-week  period  of 
nonproductive  cough,  he  developed  shortness  of 
breath  and  slight  edema. 

Significant  physical  findings  at  that  time  in- 
cluded distention  of  the  neck  veins  and  hepatic 
congestion,  slight  cardiac  enlargement  to  the  right, 
and  a short  apical  systolic  murmur.  Pa  was  loud 
and  widely  split. 

The  x-ray  study  was  interpreted  as  showing  a 
considerably  enlarged  heart  with  left  ventricular 
preponderance;  on  fluoroscopy  the  left  ventricle 
was  thought  to  be  normal  while  the  left  atrium 
and  right  ventricle  seemed  enlarged.  The  lung 
fields  were  quite  vascular.  Low  voltage  and  a 
nonspecific  lowering  of  the  T-waves  were  the  only 
electrocardiographic  abnormalities. 

The  next  5 years  of  this  patient’s  life  were 
marked  by  repeated  bouts  of  failure.  Physical 
signs  remained  unchanged  until  1954,  when  the 
liver  was  first  noted  to  pulsate.  At  that  time 
harsh  moderately  loud  systolic  and  diastolic 
murmurs  were  described  in  the  tricuspid  area  and 
atrial  fibrillation  was  present. 

Cardiac  catheterization  revealed  a large  inter- 
ventricular septal  defect  and  tricuspid  insuf- 
ficiency. The  character  of  the  pulmonary  “wedge” 
pressure  wave  was  strongly  suggestive  of  mitral 
insufficiency.  On  the  basis  of  these  findings  the 
diagnosis  of  an  A-V  communis  defect  was  made, 
although  it  was  recognized  that  the  valvular  in- 
sufficiencies may  have  been  only  relative,  sec- 
ondary to  the  large  septal  defect. 

Case  5.  R.  J.,  a 26  year  old  colored  man,  was 
referred  with  a diagnosis  of  rheumatic  mitral  in- 
sufficiency. He  had  no  history  suggestive  of  acute 
rheumatic  fever,  either  by  name  or  by  symptom. 
When  18  years  old  he  was  examined  at  another 
hospital  and  told  that  he  had  rheumatic  heart 
disease.  This  was  apparently  solely  on  the  basis 
of  a murmur,  as  he  had  no  complaints  at  the  time. 
He  appeared  at  the  John  Gaston  Hospital  com- 
plaining of  a vague  chest  pain;  he  had  no  other 
symptoms. 

His  blood  pressure  was  125/85  and  pulse  regular 
at  80.  The  P.M.I.  was  located  in  the  sixth  inter- 
costal space  at  the  anterior  axillary  line.  A very 
loud  systolic  murmur  was  heard  over  the  entire 
precordium  but  was  loudest  in  the  nipple  region. 
The  murmur  was  accompanied  by  a thrill.  P2 
was  increased  but  not  split.  No  cyanosis  was 
clinically  detected. 

The  chest  x-ray  film  was  interpreted  as  show- 
ing left  ventricular  preponderance;  slight  prom- 
inence of  the  pulmonary  artery  segment  was 


noted.  The  EKG.  revealed  right  incomplete  bundle 
branch  block  and  right  ventricular  hypertrophy. 

These  findings,  in  the  absence  of  a diastolic 
murmur,  suggested  congenital  heart  disease,  and 
the  patient  was  subsequently  catheterized.  He 
was  found  to  have  infundibular  stenosis  and  a 
large  interventricular  septal  defect  with  both  left 
to  right  and  right  to  left  shunts. 

Discussion 

Unfortunately,  not  all  murmurs  of  con- 
genital lesions  present  themselves  in  the 
pulmonic  area  or  immediately  parasternally. 
On  the  other  hand,  it  is  neither  reasonable 
nor  desirable  to  catheterize  all  patients  with 
organic  systolic  murmurs.  What,  then,  are 
the  points  that  shoidd  make  us  suspect  con- 
genital heart  disease  in  the  presence  of  a 
murmur  in  the  mitral  area? 

First  of  all  is  the  character  of  the  murmur 
itself.  The  intensity  is  not  of  great  im- 
portance since  this  depends  on  the  physical 
characteristics  of  the  structure  causing 
turbulence,  the  rate  of  flow  of  blood,  and 
the  thickness  of  the  tissues  between  the 
heart  and  the  surface  of  the  chest.1  Further, 
the  position  of  the  murmur  is  not  dependa- 
ble. The  precise  timing  of  the  murmur  may 
be  quite  valuable,  however.  The  murmur 
of  mitral  insufficiency  usually  is  decrescendo 
or  continuous  throughout  systole. J Pul- 
monic stenosis  and  atrial  septal  defects,  on 
the  other  hand,  are  more  likely  to  cause 
systolic  crescendo-descrescendo  (diamond- 
shaped) murmurs,''  while  interventricular 
septal  defects  commonly  give  rise  to  harsh 
irregular  holosystolic  or  late  crescendo 
murmurs.4  These  findings  were  originally 
described  from  phonocardiograms  but  can 
be  detected  with  the  stethescope  if  the  rate 
is  not  too  rapid. 

Special  attention  must  be  given  to  a 
definite  decision  as  to  the  presence  or  ab- 
sence of  a diastolic  murmur.  Such  a mur- 
mur may  accompany  a congenital  lesion, 
or  may  be  present  when  there  is  dispropor- 
tion between  a normal  mitral  opening  and 
large  left  ventricle,11  but  is  much  more  com- 
monly found  in  rheumatic  valvular  disease. 
The  faint  murmur  of  mitral  stenosis  is  fre- 
quently quite  difficult  to  hear;  conversely, 
it  is  not  at  all  difficult  to  imagine  the  pres- 
ence of  a minimal  low  rumble  when  it 
actually  does  not  exist.  Once  this  misstep 
has  been  taken,  it  is  easy  to  account  mis- 
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takenly  for  the  radiographic  and  electro- 
cardiographic signs  on  the  basis  of  mitral 
stenosis. 

The  second  pulmonary  sound  may  be  of 
value.  It  may  increase  in  both  mitral  dis- 
ease and  septal  defects;  it  may  even  be  loud 
with  some  degree  of  pulmonic  stenosis. 
However,  it  is  characteristically  widely 
split  in  atrial  septal  defects  and  sometimes 
in  ventricular  defects.  This  finding  is  noted 
only  quite  late  in  the  course  of  mitral  dis- 
ease and  even  then  almost  always  in  the 
presence  of  stenosis  in  addition  to  insuf- 
ficiency. 

The  characteristic  radiographic  findings 
in  mitral  regurgitation  are  left  ventricular 
and  left  atrial  enlargement.  The  presence 
of  an  organic  systolic  murmur  to  the  left 
of  the  sternum  in  the  absence  of  an  enlarged 
left  ventricle  should  immediately  make  one 
suspicious  of  congenital  disease.  Right 
ventricular  and  right  atrial  enlargement, 
on  the  other  hand,  are  commonly  seen  in 
congenital  disease  and  are  extremely  rare 
in  mitral  regurgitation  in  the  absence  of 
important  stenosis.  It  should  be  emphasized 
at  this  point  that  it  is  not  possible  to  ac- 
curately decide  which  chambers  are  en- 
larged by  means  of  the  PA  chest  x-ray  film 
alone.  Lateral  and  oblique  films  with 
barium  and  fluoroscopy  will  increase  diag- 
nostic accuracy  to  a very  considerable  ex- 
tent, but  even  with  these  aids  some  errors 
will  be  made. 

The  vascularity  of  the  lung  fields  may  be 
of  value.  They  are  normal  to  full  with 
mitral  disease,  normal  to  markedly  dimin- 
ished with  pure  pulmonic  stenosis.  Vascu- 
larity is  usually  increased  and  there  may  be 
a hilar  dance  in  the  presence  of  left  to  right 
shunts;  with  the  advent  of  pulmonary 
sclerosis  and  hypertention  the  peripheral 
fields  will  become  abnormally  clear  while 
the  central  markings  remain  heavy. 

Finally,  the  electrocardiogram  may  point 
the  way  to  the  correct  diagnosis.  The 
changes  of  mitral  insufficiency  are  chiefly 
T-wave  inversion  in  the  left  ventricular 
leads;  in  addition  there  may  be  left  atrial 
abnormalities.  The  congenital  lesions  un- 
der discussion  manifest  themselves  by 
means  of  right  axis  deviation  and  changes 
in  the  right  chest  leads.  Atrial  septal  de- 


fects, if  large  enough  to  be  of  functional 
significance,  cause  the  pattern  of  right  in- 
complete bundle  branch  block  (“diastolic 
overloading  of  the  right  ventricle”).7  This 
has  been  present  in  every  case  of  atrial  sep- 
tal defects  examined  in  our  laboratory  and 
has  been  a most  valuable  diagnostic  sign. 
Late  in  the  course  of  the  disease  a right 
hypertrophy  (“systolic  overloading”)  may 
also  be  seen.7  Similar  findings  may  also  be 
present  in  ventricular  septal  defects,  though 
not  so  consistently;  right  ventricular  hyper- 
trophy tends  to  occur  earlier,  there  may  be 
large  R-waves  seen  in  V , and  V,„  and  large 
diphasic  QRS  complexes  are  commonly  seen 
in  the  midprecordial  leads. v Pulmonic 
stenosis  results  in  right  ventricular  hyper- 
trophy with  much  less  delay  in  the  intrinsi- 
coid  deflection,  the  usual  pattern  in  V,  being 
Rs.  Again,  these  changes  are  not  specific 
and  may  be  present  in  mitral  disease  but 
almost  always  in  the  presence  of  severe 
stenosis  and  not  with  pure  insufficiency. 

Conclusion 

The  exact  diagnosis  of  the  cause  of  the 
systolic  murmur  is  important  for  the  future 
well-being  of  the  patient.  If  rheumatic  dis- 
ease is  present,  prophylactic  antibiotics 
must  be  given;  if  congenital  disease,  anti- 
biotics will  be  of  no  value  but  consideration 
must  be  given  to  the  question  of  surgery 
and  its  timing.  The  differential  diagnosis 
can  be  made  with  a high  degree  of  accuracy 
in  the  ordinary  clinical  examination  by  pay- 
ing especial  attention  to  the  quality  and 
timing  of  the  murmur,  the  character  of  the 
pulmonic  second  sound,  the  radiographic 
appearance  of  the  heart  and  the  lung  fields, 
and  the  electrocardiographic  determination 
of  the  site  and  nature  of  increased  chamber 
load. 

While  the  definitive  diagnosis  of  congeni- 
tal heart  disease  should  still  be  confirmed 
before  operation  by  cardiac  catheterization, 
these  measures  will  be  of  great  value  in  the 
selection  of  patients  for  this  further  study. 
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By  early  1958,  more  than  450  patients  ranging 
from  six  weeks  to  sixty-six  years  of  age  had  had 
operations  utilizing  extracorporeal  circulation 
with  total  cardiopulmonary  by-pass  at  the  Uni- 
versity of  Minnesota  Variety  Club  Heart  Hospi- 
tal. This  technic  permits  the  complete  correction 
of  many  cardiac  lesions  previously  considered  in- 
curable. 

The  most  common  of  the  congenital  lesions 
treated  has  been  that  of  ventricular  septal  defect. 
Of  more  than  200  of  these  cases  surgically  treated, 
only  4 were  over  15  years  of  age  and  over  one- 
fourth  were  under  two  years  of  age.  The  op- 
erative risk  in  children  with  only  mild  to  mod- 
erate pulmonary  hypertension  has  been  2 to  3 
per  cent.  Severe  pulmonary  hypertension  with 
secondary  arteriosclerosis  considerably  increases 
the  risk,  as  does  early  infancy. 

Complete  heart  block  was  formerly  a very  seri- 
ous and  rather  frequent  complication,  especially 
when  cardiac  arrest  was  employed.  However,  the 
use  of  a pacemaker  with  a fine  electrode  im- 
planted in  the  myocardium  has  reduced  the  mor- 
tality of  heart  block  to  near  zero.  Most  of  these 
patients  regain  sinus  rhythm  within  the  first  two 
weeks  after  surgery. 

In  the  atrioventricular  is  communis  group  of  de- 
fects, in  which  an  ostium  primum  atrial  septal 
defect  is  present,  usually  associated  with  de- 
formity of  the  mitral  and/or  tricuspid  valves  and 
frequently  with  a ventricular  septal  defect,  com- 
plete surgical  correction  has  now  become  possi- 
ble. The  over-all  mortality  is  15  per  cent.  Open 
cardiotomy  is  advocated  as  the  method  of  choice 
in  atrial  septal  defects  of  the  secundum  type  be- 
cause of  the  uncertainties  of  the  blind  methods  and 
because  of  the  likelihood  of  the  coexistence  of  as- 
sociated unrecognized  defects  which  are  amenable 
only  to  direct-vision  surgery.  The  anatomic  cure 


rate  with  open  cardiac  by-pass  surgery  should 
approach  100  per  cent  with  a minimal  mortality 
in  good  risk  cases.  The  correction  of  partial  and 
total  anomalous  pulmonary  venous  return,  the 
former  frequently  and  the  latter  always  associ- 
ated with  an  atrial  defect,  is  likewise  possible 
with  a high  degree  of  precision  by  open  cardiac 
surgery. 

The  cardiopulmonary  by-pass  technic  makes 
possible,  for  the  first  time,  a curative  procedure 
for  the  Tetralogy-of-Fallot.  Consequently,  a nor- 
mal life  expectancy  in  these  patients  becomes  a 
reality.  Furthermore,  the  operative  mortality  now 
compares  favorably  with  that  of  the  older  pal- 
liative procedures  of  Blalock-Taussig  and  Potts. 

The  open  by-pass  procedure  is  now  the  au- 
thor’s routine  procedure  for  the  repair  of  puhnonic 
stenosis  of  the  infundibular  or  valvular  type  and 
also  for  congenital  aortic  stenosis.  Three  cases 
of  rupture  of  an  aneurysm  of  the  sinus  of  Valsalva 
into  one  of  the  cardiac  chambers  have  likewise 
been  successfully  repaired  by  this  method. 

Stimulated  by  its  successful  use  in  congenital 
conditions,  by-pass  direct-vision  surgery  is  now 
being  applied  to  acquired  lesions  of  the  aortic  and 
mitral  valves  as  well  as  to  ventricular  aneurysms, 
aneurysms  of  the  thoracic  aorta,  and  other  less 
common  conditions.  In  aortic  stenosis,  direct 
vision  methods  permit  more  complete  valvulo- 
plasties with  insertion  of  prosthetic  leaflets  where 
loss  of  substance  is  significant.  In  aortic  insuf- 
ficiency, insertion  of  plastic  leaflets  has  been  suc- 
cessfully performed  with  complete  reversal  of  all 
clinical  evidence  of  regurgitation.  In  mitral  in- 
sufficiency, similar  prosthetic  leaflets  have  been 
inserted,  combined  with  surgical  shortening  of 
the  annulus  when  this  is  dilated.  Direct-vision 
surgery  for  mitral  stenosis  is  becoming  an  in- 
creasingly satisfactory  procedure  and  doubtless 
will  more  and  more  supplant  the  indirect  or  blind 
technics.  (Abstracted  for  the  Middle  Tennessee 
Heart  Association  by  Carl  C.  Gardner,  Jr.,  M.D., 
Columbia,  Tenn.) 
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Le  Bonheur  Children's  Hospital* 

Mentally  Retarded  Child 

DR.  ROBERT  G.  JORDAN  (pediatrician): 
This  is  the  case  of  J.  C.  F.  Age:  2Vz.  Miss 
Taylor  will  present  this  case. 

MISS  KATHRYN  TAYLOR  (medical  so- 
cial consultant):  Jimmy  was  referred  in 
March  by  Memphis  Speech  and  Hearing 
Center.  He  has  had  speech  therapy  there 
since  May,  1957.  They  believe  that  he  might 
benefit  from  therapy  if  his  hyperactivity 
were  lessened  and  if  they  knew  his  intel- 
lectual level.  Mrs.  Dierks,  who  made  the 
referral,  described  the  home  situation  as 
critical.  There  are  four  children  under 
eight,  and  the  father  is  in  and  out  of  the 
home.  He  usually  leaves  when  his  wife  be- 
comes pregnant  and  returns  after  the  baby 
is  about  six  months  of  age.  He  provides  in- 
adequately. The  ladies’  group  of  a church 
has  helped  the  mother  with  emergency 
grocery  orders  during  his  present  absence 
and  have  offered  to  assist  her  again.  Mrs. 
F’s  minister  is  also  interested  in  the  family 
and  called  this  clinic  on  the  third  of  April 
inquiring  about  possible  treatment  for  the 
child.  A public  health  nurse  has  known  the 
family  for  several  months  and  has  found 
the  mother  to  be  very  cooperative.  The 
mother,  27.  was  reared  in  West  Tennessee 
where  she  obtained  a high  school  education. 
The  father,  30,  was  reared  in  Ohio  where  he 
went  to  the  eleventh  grade.  He  was  sta- 
tioned in  Memphis  in  the  Air  Force  when 
he  and  his  wife  met  and  married.  The 
children  are  ages  8,  6,  2Vz,  and  1 — all  said 
to  be  normal,  healthy  children  with  the  ex- 
ception of  the  patient.  Jimmy  was  born  in 
an  Ohio  hospital  in  1955.  Pregnancy  was 
complicated  throughout  by  bleeding,  and  he 
was  delivered  at  6V2  months.  Labor  lasted 
seven  hours  and  no  anesthesia  was  admin- 
istered. Jimmy  weighed  3 lbs.,  7 ozs.  The 
mother  had  a prolapsed  cord,  and  the  cord 
was  wound  around  the  baby  several  times. 

*From  the  Clinic  for  Mentally  Retarded  Chil- 
dren, Le  Bonheur  Children’s  Hospital,  and  the 
University  of  Tennessee  College  of  Medicine, 
Memphis,  Tenn. 


At  birth  he  was  blue.  He  spent  six  weeks 
in  an  incubator.  Shortly  after  birth  the 
obstetrician  told  the  mother  that  he  might 
be  deaf  and/or  mentally  retarded.  At 
seven  months  he  was  diagnosed  as  deaf,  but 
at  eleven  months  a hearing  examination  re- 
vealed only  a partial  hearing  loss.  The 
mother  has  lived  most  of  the  past  eight  or 
ten  years  in  Ohio  in  a factory  town  where 
her  husband  was  working.  She  finally  de- 
cided to  come  back  here.  The  mother  was 
told  in  Ohio  when  the  child  was  eleven 
months  old  that  he  had  a brain  injury.  At 
eight  months  the  child  sat  alone;  at  four- 
teen months  he  walked.  He  was  weaned  at 
sixteen  months  and  began  to  feed  himself 
at  eighteen  months.  He  is  still  not  toilet 
trained  and  he  thinks  that  his  mother’s  ef- 
forts are  just  a game.  Jimmy’s  lack  of 
speech  worries  the  mother  most  of  all.  He 
began  to  babble  at  eleven  months  and  to 
date  his  only  words  are  “bye-bye.”  He 
makes  no  response  to  words  said  without 
gestures.  If  the  mother  motions  with  her 
hands  or  show  him  something,  he  is  quick 
to  follow  her  wishes.  He  imitates  the  other 
children  at  play  and  self-help  areas.  He 
can  dress  himself,  and  can  take  a bath  alone; 
however,  he  prefers  to  do  these  things 
along  with  the  other  children.  He  likes  to 
help  around  the  house  and  at  times  picks 
up  his  toys  or  dries  dishes.  The  mother’s 
other  worries  are  in  regard  to  his  short  at- 
tention span  and  hyperactivity.  If  placed 
in  a play  pen,  he  will  sit  for  as  long  as  ten 
minutes  with  a pencil  and  paper.  He  holds 
his  pencil  correctly  and  enjoys  scribbling 
in  a circular  motion.  Usually  he  does  not 
concentrate  on  one  thing  for  more  than  a 
few  seconds.  He  certainly  did  not  in  the 
clinic.  Jimmy  sleeps  little  and  awakens 
many  times  at  night.  He  is  jealous  of  his 
siblings — particularly  the  baby.  He  fights 
and  bites,  and  punishment  means  nothing. 
He  is  extremely  destructive  and  has  severe 
temper  tantrums  when  crossed  in  any  way. 
The  mother  thinks  he  hears  when  he  can- 
not get  his  way.  Jimmy  was  first  seen  in 
1957  at  Memphis  Speech  and  Hearing  Cen- 
ter, having  been  referred  by  Tennessee 
Crippled  Children’s  Service.  He  was  found 
to  make  no  response  to  environmental 
sounds,  noise  makers,  etc.  Yet  galvanic 
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skin  response  testing  disclosed  normal  hear- 
ing. A neurological  was  then  done  and 
Jimmy  was  diagnosed  as  a cerebral  palsied 
child  with  basal  ganglion  involvement  and 
possible  loss  of  hearing  and  vision.  Skull 
x-rays  were  normal.  An  electroencephalo- 
gram was  abnormal  with  epileptiform  ac- 
tivity in  the  frontal  areas.  Mr.  Carney, 
would  you  give  us  a report  of  your  work 
with  Jimmy? 

MR.  JOHN  CARNEY  (speech  therapist): 
This  is  a report  of  what  he  has  done  at  the 
Memphis  Speech  and  Hearing  Center.  It 
is  our  opinion  that  Jimmy  has  made  some 
progress  that  becomes  significant  only  when 
his  “total”  problem  is  considered.  Under 
better  conditions  he  probably  could  show 
more  progress,  but  family  relations  and 
hyperactive  behavior  problems  would  seem 
to  limit  any  possible  progress. 

MISS  TAYLOR:  This  is  the  family  situa- 
tion. The  mother  says  the  father  has  never 
liked  the  South.  For  this  reason  a few 
months  after  their  marriage  she  went  with 
him  to  Ohio  where  he  worked  in  an  assem- 
bly plant.  When  the  father  worked  he  pro- 
vided well  for  the  family  but  even  then  he 
spent  money  frivolously.  The  mother  be- 
lieves he  loves  her  and  the  children  as  much 
as  he  is  capable  of  loving  people.  He  is  im- 
mature, loves  good  clothes,  flashy  cars,  and 
is  the  type  who  likes  to  buy  everyone  in  a 
bar  a drink  if  it  takes  every  penny  he  has 
in  his  pocket.  This  big  front  is  more  im- 
portant to  him  than  anything.  They  have 
had  much  difficulty  over  this  behavior  and 
he  has  deserted  during  the  last  few  weeks 
of  her  last  four  pregnancies  only  to  return 
after  she  had  the  babies  “off  to  a good 
start”  and  was  again  settled  herself.  Dur- 
ing one  of  these  episodes  he  was  known  to 
be  dating  another  girl  which  deeply  hurt 
the  mother.  She  will  not  be  having  any 
more  children  as  a local  surgeon  performed 
a medically  indicated  hysterectomy  last 
year.  The  mother  expressed  happiness  over 
the  fact  that  there  will  be  no  more  children 
who  do  not  have  adequate  care.  The  father 
has  made  several  calls  during  the  past  week 
pleading  with  her  to  come  to  Ohio  to  live. 
Her  mother  and  the  minister  are  discour- 
aging it;  however,  I suspect  the  mother  will 
make  plans  to  return  as  she  talked  quite 


favorably  and  was  frank  to  admit  that  she 
loves  him.  “After  all,”  she  said,  “the  chil- 
dren and  I must  eat.”  My  impression  of 
Jimmy  was  aphasia — receptive  and  expres- 
sive. He  amazed  me  with  the  way  he  could 
follow  gestures.  I doubt  that  this  child  is 
truly  mentally  retarded.  The  mother  seems 
mature,  loving,  and  kind.  Maybe  it  would 
be  best  for  her  to  return  to  Ohio  if  this  child 
needs  special  facilities  unavailable  in  Mem- 
phis. I don’t  know  what  to  say  about  the 
marriage.  I doubt  that  casework  would 
help  this  father. 

DR.  HARVEY  REESE  (psychiatrist):  Re- 
member this  is  not  a marriage  counselling 
bureau. 

DR.  JORDAN:  Miss  Smith. 

MISS  MARGARET  SMITH  (child  devel- 
opment specialist):  I saw  Jimmy  on  April 
8th.  He  was  cooperative.  He  was  small  for 
his  age.  His  motor  coordination  was  nor- 
mal. He  runs  and  walks  well;  throws  and 
kicks  balls;  goes  up  and  down  stairs,  hold- 
ing on.  He  can  nest  six  large  blocks.  Fine 
coordination  was  normal.  He  marks  with 
crayons  or  a pencil,  though  he  cannot  string 
beads.  He  can  handle  pegs  and  turn  pages 
of  books.  Social  participation:  Parallel 

play  was  normal  for  a two  year  old.  He 
has  temper  tantrums  and  throws  and  bites 
if  things  don’t  go  right,  and  becomes  easily 
frustrated  when  communication  becomes 
difficult.  Most  of  the  time  he  laughs,  is 
full  of  pep  and  apparently  happy.  Commu- 
nication: He  pays  no  attention  to  environ- 
mental noises,  or  sounds  but  follows  direc- 
tions; uses  non-verbal  jargon  while  playing 
by  himself;  says,  “bye-bye”  and  “mama”; 
interest  span  is  short,  will  not  listen  to 
stories  on  t.v.  Self-help  skills:  Assists  in 
dressing;  puts  on  own  shoes  and  socks;  tries 
to  wash  hands;  is  not  toilet  trained;  goes  to 
get  diapers  when  wet;  feeds  self.  He  can 
use  fork  unassisted;  drinks  from  cup;  holds 
glass  with  one  hand.  Jimmy  presently  is 
normal  in  all  areas  except  communication 
and  toilet  training.  He  is  alert,  learns 
easily  and  quickly. 

MRS.  ANN  POWELL  (speech  consult- 
ant) : Mr.  Carney,  visiting  with  us  from 
Memphis  Speech  and  Hearing  Center,  has 
been  seeing  Jimmy.  Perhaps,  we  should 
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have  further  comments  from  him  on  Jim- 
my’s speech  and  hearing. 

MR.  CARNEY:  In  therapy,  I’ve  been  able 
to  get  “bye-bye”  and  “baa-baa.”  Once  I 
got  imitation  on  the  vowels — “e,”  “o,”  “oo,” 
and  I’ve  never  been  able  to  get  it  again. 
He  has  no  response  to  general  sound,  but 
he  will  show  some  general  response  to  spe- 
cific loud  sounds — sort  of  a startle  response. 
And,  as  you  said,  he  responds  to  no  oral 
commands  unless  they  are  accompanied  by 
gestures.  He  has  picked  up  that  easily. 
His  behavior  at  the  center  is  beyond  re- 
proach. He  has  to  wait  sometimes  thirty 
minutes  for  a Red  Cross  volunteer  to  pick 
him  up.  We’ll  sit  him  on  a chair  and  say, 
“Jimmy,  you  stay  there  until  the  Red  Cross 
lady  comes,”  and  he  will  sit  there.  I think 
that  takes  a lot  of  concentration.  The  prob- 
lem of  his  eyesight  will  be  covered  later, 
perhaps.  We  just  had  a question  whether 
or  not  there  is  any  problem  there. 

MISS  TAYLOR:  The  neurosurgeon,  who 
saw  him  last  year,  questioned  that,  and  they 
obtained  some  kind  of  evaluation. 

MR.  CARNEY:  Yes,  it  has  come  up  sev- 
eral times,  and  then  I think  the  play-pen 
episode  that  you  mentioned  vaguely  was 
this:  His  mother  has  said  that  from  time  to 
time  he’ll  throw  himself  back  in  the  play 
pen  very  hard,  just  crack  his  head,  run  and 
hit  the  wall  like  a billy  goat.  She’s  afraid 
he  is  going  to  hurt  himself. 

MRS.  HARRIET  DIERKS  (speech  ther- 
apist) : I remember  that  in  the  initial  inter- 
view at  the  Speech  and  Hearing  Center. 

MR.  CARNEY:  That  was  when  she  was 
so  desperate.  “If  you’ll  just  help,  just  do 
anything,  to  help  me  get  some  sleep  at 
night  and  help  me  with  his  behavior.” 

MRS.  DIERKS:  Can  he  keep  rhythm 
when  he  tries  to? 

MR.  CARNEY:  No. 

MRS.  DIERKS:  He  seems  to  relate  more 
to  people  now,  doesn’t  he? 

MR.  CARNEY:  The  Language  Master  ma- 
chine caused  a little  imitation  of  sound  yes- 
terday, but  I think  it  was  new.  His  ability 
to  disregard  sound  altogether  is  amazing 
when  he  wants  to.  In  a play  situation — if 
you  go  ahead  and  play  a game  with  him, 
where  he  responds  in  a motor  fashion,  and 
then  try  to  attach  a sound  to  it,  he  will  play 


as  long  as  it  is  just  motor;  but  when  you 
start  putting  a sound  response  in  it,  he  has 
no  more  interest  in  the  game.  He’ll  just 
leave  it.  Bringing  him  into  the  therapy 
room,  I’ll  say,  “Jimmy,  close  the  door,” 
pointing  to  the  door  with  a sweeping  mo- 
tion. He’ll  go  over  and  promptly  close  the 
door.  Finally  I stopped  all  gestures  when 
he  came  in,  and  just  said,  “Jimmy,  shut  the 
door.”  And  he’d  shut  the  door. 

MISS  BETTY  FOLEY:  The  more  intelli- 
gent a child  is,  isn’t  it  relatively  more  frus- 
trating to  him  not  to  be  able  to  communi- 
cate? 

MR.  CARNEY:  I think  he  becomes  more 
frustrated  when  he  tries  to  attempt  some 
sort  of  communication. 

MISS  TAYLOR:  He  is  very  observant. 
His  big,  bright,  brown  eyes  scarcely  miss 
any  activity. 

MR.  CARNEY:  Have  you  met  the  father? 

MISS  TAYLOR:  No,  is  he  back? 

MR.  CARNEY:  I heard  he  was  this  week. 

DR.  JORDAN:  Do  you  think  we  should 
get  the  mother  or  the  father  to  have  a con- 
sultation with  Dr.  Reese? 

DR.  REESE:  I can’t  do  the  father  any 
good  with  just  a consultation  since  he  seems 
to  be  a character  disorder.  I know  that  al- 
ready. 

DR.  JORDAN:  Dr.  Boone. 

DR.  NELMS  B.  BOONE  (clinical  psy- 
chologist) : This  is  a report  of  the  psycho- 
logical evaluation.  His  characteristic  be- 
havior has  already  been  described.  I used 
both  Stanford-Binet  Scales,  (Forms  L and 
M)  administering  only  items  that  did  not 
require  verbal  responses.  At  that  time  he 
was  two  years  six  months  old.  He  passed 
half  the  items  administered  at  the  two  year 
and  at  the  two  year,  six  month  levels.  He 
failed  everything  at  the  three  year  level. 
Of  course,  had  verbal  items  been  admin- 
istered at  lower  levels,  he  would  have 
failed  them  because  of  his  communication 
handicap.  On  the  Vineland  Scale  an  age 
equivalent  of  1.9  years  was  obtained.  Ex- 
cept for  the  effects  of  his  communication 
difficulty,  he  might  have  well  been  within 
normal  limits  on  this  social  maturity  scale. 
As  it  is  now,  he  appears  four  to  six  months 
behind  in  terms  of  self  sufficiency  or  social 
maturity.  My  impression  was  that  Jimmy 
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has  central  nervous  system  damage  and  a 
language  disorder.  I suggest  that  he  be 
considered  mentally  retarded,  mild,  tenta- 
tive and  underline  “tentative,”  and  that  fur- 
ther psychological  evaluation  be  attempted 
after  he  receives  more  speech  therapy,  or 
before  he  enters  school,  or  at  any  time  that 
his  behavior  shows  a significant  change. 

DR.  JORDAN:  Let  me  ask  a question.  If 
you  corrected  for  his  prematurity,  which 
would  easily  give  him  two  months  on  his 
chronological  age,  what  would  that  do? 

DR.  BOONE:  I don’t  have  the  answer  to 
that. 

DR.  JORDAN:  I think  you  would  be  per- 
fectly justified  in  doing  this. 

DR.  BOONE:  Usually  on  infant  tests,  we 
try  to  work  on  conceptual  age  rather  than 
birth  age. 

DR.  JORDAN:  The  general  statement  has 
been  that  prematures  usually  catch  up  by 
the  time  they  are  three  years,  but  some  take 
as  long  as  ten  years. 

MISS  FOLEY:  I think  we  should  suspend 
judgment  on  whether  he  is  retarded.  I 
don’t  think  we  should  even  say  “mild,” 
tentative. 

DR.  BOONE:  Let  me  add  this.  Here’s 
something  I have  noticed  about  his  draw- 
ings. He  can  almost  copy  a circle,  and  im- 
itate a circular  movement  with  his  hands. 
This  might  be  considered  near  the  three 
year  level  of  maturity  insofar  as  drawing 
is  related  to  his  overall  development. 

MR.  CARNEY:  He  can  copy  parallel  lines. 
In  his  speech  he  is  beginning  to  connect 
some  sounds  with  demonstrated  motor  ac- 
tivity. 

DR.  JORDAN:  Dr.  Lasater. 

DR.  LASATER:  We  have  this  history  of 
hypoxia  at  birth  and  prematurity.  He  is 
a little  bit  behind  in  his  other  milestones 
besides  speech.  He  didn’t  sit  until  eight 
months,  walked  at  fourteen  months,  etc. 
His  head  is  slightly  elongated  in  the  AP  di- 
ameter. The  neurologic  examination,  with 
the  exception  of  his  speech  is  normal.  I,  of 
course,  observed  no  speech.  He  very  read- 
ily imitated  various  actions  such  as  the  use 
of  a number  of  objects,  which  he  may  or 
may  not  have  had  any  previous  experience 
with,  such  as  the  reflex  hammer.  I would 
hit  his  knee,  and  then  he  would  take  it  and 


hit  his  own  knee.  He  seemed  to  catch  on 
very  quickly  but  he  made  no  response  to 
speech.  This  child’s  problem  is  chiefly  one 
of  language  rather  than  speech.  He  is 
aphasic,  or,  in  modern  terminology,  has  a 
language  disorder.  I would  go  along  with 
the  impression  that  he  is  either  not  re- 
tarded in  the  usual  sense  at  all,  or  if  so. 
very  mildly.  He  had  an  electroencephalo- 
gram which  means  absolutely  nothing.  An 
electroencephalogram  is  of  no  value  in  esti- 
mating degree  of  brain  damage.  The  only 
time  it  is  of  any  help  in  the  evaluation  of 
the  mentally  retarded  child  is  if  you  suspect 
the  child  may  be  having  minor  seizures. 

Take  this  child  for  example.  All  of  us 
who  have  observed  him  for  even  a short  pe- 
riod of  time,  know  his  chief  difficulty.  He 
has  aphasia,  if  they  still  use  the  word.  An 
electroencephalogram  has  added  nothing  to 
this. 

MRS.  POWELL:  For  what  reason  do  doc- 
tors  recommend  electroencephalograms? 
What  do  they  hope  to  find  out? 

DR.  GENE  LASATER  (neurologist): 
What  they  hope  to  find  out  is  often  un- 
realistic, because  many  physicians  believe 
that  the  electroencephalogram  is  of  more 
value  than  it  actually  is.  It  is  sort  of  an 
attempt  at  “push-button”  medicine,  you 
know,  put  your  nickel  in  the  slot  and  out 
comes  the  diagnosis.  It  adds  a little  bit  to 
the  total  clinical  evaluation  of  the  patient. 
In  some  very  specific  instances,  it  can  be 
of  considerable  help  if  it  is  used  properly. 

MISS  HITCH  (a  visiting  speech  ther- 
apist) : If  you  get  some  localization,  does  it 
give  you  anything  to  go  on  in  the  way  of 
prognosis? 

DR.  LASATER:  Not  in  this  type  of  pa- 
tient. It  is  of  absolutely  no  prognostic  value. 
Even  in  people  with  seizures,  it  has  little 
prognostic  value.  A very  abnormal  tracing 
may  be  found  in  a person  who  is  completely 
controlled  on  medication.  We  see  many 
people  who  have  severe,  frequent  seizures 
who  have  normal  records.  There  are  very 
few  patterns  that  are  absolutely  specific  for 
certain  clinical  conditions. 

DR.  JORDAN:  Typical  three  per  second. 

DR.  LASATER:  Yes,  three  per  second 
spike  and  wave  is  an  example  of  one  of  the 
more  specific  patterns. 
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MRS.  DIERKS:  May  I ask  this?  When 
would  you  recommend  a pneumoencephalo- 
gram? Would  you  recommend  it  in  a case 
where  you  were  trying  to  show  the  parents 
that  there  was  gross  damage? 

DR.  LASATER:  There  is  almost  no  in- 
stance in  the  evaluation  of  mentally  re- 
tarded children  where  a pneumoencephalo- 
gram will  give  information  that  will  be  of 
any  value  to  the  child.  1 think  you  should 
tell  that  to  the  parents  before  you  do  it. 
The  procedure  carries  some  risk  and  I per- 
sonally feel  that  anytime  you  subject  a pa- 
tient to  any  procedure  that  has  any  risk 
attached  to  it  at  all,  there  should  be  some 
possibility  that  it  might  be  of  benefit  to 
him.  In  this  instance,  it  almost  never  is, 
so  there  really  is  very  little  indication  for 
doing  one. 

MISS  FOLEY:  Dr.  Lasater,  let’s  go  be- 
yond that.  Not  just  thinking  in  terms  of 
the  retarded  child,  when  would  a pneu- 
moencephalogram be  indicated?  A history 
of  progression  or  regression,  would  that  be 
one? 

DR.  LASATER:  Usually  they  are  indi- 
cated in  people  who  clinically  have  some 
indication  of  an  expanding  or  growing  le- 
sion. That’s  the  chief  indication.  Of  course, 
the  indications  vary  with  age  groups.  But 
in  children,  brain  tumors,  for  example,  are 
so  very  rarely  the  cause  of  mental  retarda- 
tion or  seizures  that  in  either  one  of  those 
groups,  a pneumoencephalogram  is  not  in- 
dicated very  often.  Occasionally,  it  may 
be  indicated  in  children  whose  parents  go 
from  one  doctor  to  another  and  never  accept 
the  fact  that  the  child  is  brain  damaged. 
It  may  be  the  only  way  to  convince  them 
that  there  are  irreparable,  irreversible 
changes  in  the  brain. 

The  first  patient  we  discussed  today  had 
a pneumoencephalogram  and  I think  there 
were  very  valid  medical  indications  for  that 
one.  That  child  was  perfectly  well  up  until 
the  time  he  had  this  acute  infection  and 
then  he  did  very  poorly  immediately  after- 
wards. We  know  that  certain  infections, 
especially  H.  influenzes  are  sometimes  fol- 
lowed by  subdural  effusions.  If  such  are 
found,  the  child  may  be  helped. 

DR.  JORDAN:  I would  like  to  ask  you 
one  question  here.  Do  you  think  Jimmy 


should  be  checked  for  the  need  of  glasses? 

MISS  TAYLOR:  Is  this  child’s  brain  dam- 
age diffuse  or  localized? 

DR.  JORDAN:  Diffuse,  isn’t  it? 

DR.  LASATER:  Yes. 

DR.  JORDAN:  But  it  involves  only  a cer- 
tain area  to  the  extent  that  it  handicaps 
him,  wouldn’t  you  say? 

DR.  BOONE:  Well,  it  could  be  both  ways, 
couldn’t  it;  diffuse,  but  more  localized  in 
some  areas  than  in  others.  Would  that  be 
possible? 

DR.  JORDAN:  I would  like  to  ask  Dr. 
Lasater  to  talk  a little  bit  more  about  the 
outcome  of  these  children.  The  statement 
has  often  been  made  that  if  prematures 
don’t  get  hemorrhage  or  infection  they  have 
as  good  a chance  as  anyone  else  to  be  per- 
fectly normal  individuals.  We  see  so  many 
of  them  in  which  there  had  been  no  obvious 
sign  early  that  they  had  either  any  sort  of 
damage  or  infection  and  later  turn  up  with 
specific  language  difficulties,  and  concep- 
tual difficulties  of  various  kinds.  We  won- 
der whether  percentagewise  a lot  more 
prematures  are  not  handicapped  to  some 
nebulous  degree  that  you  can’t  readily  de- 
fine than  is  generally  realized. 

DR.  LASATER:  In  the  general  scheme  of 
development,  the  more  complicated,  and 
higher  functions,  and  the  structures  that 
subserve  these  functions,  usually  are  the 
last  to  develop  and  I would  imagine  that  the 
“speech  centers”  are  one  of  the  last  things 
that  mature. 

If  the  infant  had  some  reason  for  ar- 
rested development,  at  a very  late  matura- 
tion level,  a disorder  of  speech  or  language 
might  be  his  most  obvious  disability. 

DR.  BOONE:  And  from  the  standpoint  of 
the  child’s  behavior  the  parents  would  be- 
come concerned  about  school  age  when 
speech  and  perceptual  functions  become 
more  important. 

DR.  LASATER:  I think  there  has  been 
very  little  in  the  way  of  actual  pathologic 
correlation  of  developmental  speech  prob- 
lems, reading  disabilities,  etc. 

DR.  JORDAN:  I’ll  be  very  brief  in  my 
portion  of  this.  Most  everything  has  been 
covered.  I wanted  to  emphasize  that  I 
thought  he  was  aphasic,  using  that  word 
again.  He  certainly  understood  gesture 
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commands  quite  well.  You  heard  the  birth 
weight.  There  was  one  added  thing  here. 
The  reason  for  the  prematurity  may  have 
been  the  fact  that  later  it  was  found  that  at 
the  time  of  the  hysterectomy  which  Miss 
Taylor  mentioned,  it  was  found  that  the 
mother  had  a bicornuate  uterus.  When 
the  child  was  born  they  noted  that  the 
placenta  was  malformed. 

On  examination,  the  patient  was  small  for 
his  age.  He  was  quite  cooperative.  The 
only  way  he  demonstrated  any  compre- 
hension to  me,  was  that  he  blew  out  the 
cigarette  lighter.  He  made  no  sounds  at 
all.  I lit  the  cigarette  lighter  and  he 
promptly  came  over  and  blew  it  out.  I 
questioned  hearing  because  he  turned  par- 
tially toward  the  sound,  but  he  didn’t  really 
seem  to  hear.  I didn’t  really  think  this  boy 
was  retarded,  considering  his  prematurity 
and  the  fact  that  he  obviously  has  a specific 
language  difficulty.  We  went  ahead  and 
placed  him  on  a tranquilizer  just  to  see  what 
would  happen  because  his  mother  stated 
that  he  had  not  been  sleeping  well.  We 
have  seen  some  of  these  children  not  only 
toned  down  but  begin  to  go  to  sleep  quicker 
and  sleep  all  night  much  better  than  they 
had  been  doing  previously.  This  was  on 
the  seventh  of  April  that  we  placed  him  on 
the  tranquilizer.  We  put  him  on  ten  mgms. 
of  Thorazine  three  times  a day.  I saw  him 
again  on  the  28th  of  April  and  the  mother 
said  that  he  was  sleeping  much  better,  but 
that  there  had  been  little  change  in  his 
daytime  activity. 

MISS  FOLEY:  What  are  the  recommenda- 
tions? 

DR.  JORDAN:  Well,  I would  say  we 
should  try  a different  tranquilizer  since  ap- 
parently he  is  getting  a better  night’s  sleep 
but  no  change  in  his  daytime  activity.  The 
sleep  was  the  objective  and  it  has  helped. 

DR.  REESE:  I doubt  seriously  he  would 
be  getting  a better  night’s  sleep  while  at 
the  same  time  getting  along  less  well  with 
other  people.  I would  be  inclined  to  doubt 
that  it  is  due  to  the  medication. 


DR.  JORDAN:  Briefly  then,  Dr.  Boone, 
what  would  you  say  on  our  diagnosis? 

DR.  BOONE:  I was  sort  of  counting  noses 
here,  I think  most  people  are  in  favor  of 
something  like  “not  retarded,  tentative.” 
Does  that  suit  everybody? 

DR.  JORDAN:  I have  gotten  that  impres- 
sion. too.  Does  anybody  differ  with  that? 

MRS.  DIERKS:  What  do  you  think  about 
another  hearing  examination  for  him? 

MR.  CARNEY:  It  has  been  suggested. 

DR.  REESE:  He  has  already  had  a GSR. 

DR.  JORDAN:  What  did  they  say  about 
the  GSR? 

MR.  CARNEY : Recommended  a re-check. 
We  recommend  that  he  be  included  in  the 
new  summer  class  for  pre-school  children 
with  language  disorders  for  experience  in 
socialization  and  group  activities. 

DR.  JORDAN:  All  right  then  we  have 
two  diagnoses:  Not  retarded,  tentative  and 
secondly,  aphasia  or  whatever  you  want  to 
call  it.  Etiology — Around  prematurity, 

we’ll  say.  That’s  rather  nonspecific  but 
that’s  all  we  have  to  hang  our  hat  on.  Tenta- 
tive wouldn’t  you  say?  We  can’t  call  pre- 
maturity the  etiology,  but  it’s  a perinatal 
event  anyway. 

DR.  REESE:  The  effect  of  the  placenta 
with  a bicornuate  uterus,  why  not  just  say 
prenatal,  defective  mechanical  development. 

DR.  JORDAN:  It  is  all  tied  in  together, 
pre  and  peri,  I’d  say,  wouldn’t  you? 

DR.  LASATER:  Yes. 

DR.  JORDAN:  Now  for  a summary  of 
the  recommendations  on  this  child.  If  there 
is  any  addition  or  change  please  feel  free 
to  speak  up.  1.  Continue  tranquilizer.  2. 
Obtain  ophthalmological  evaluation  at  the 
Service  Out-Patient  Clinic  EENT  Hospital. 
3.  Repeat  hearing  evaluation.  4.  Enroll 
child  in  pre-school  class  at  Memphis  Speech 
and  Hearing  Center  for  the  summer.  5. 
Family  counselling.  Social  worker  to  offer 
appointments.  6.  Re-evaluation  here  in  six 
months.  If  family  should  return  to  Ohio 
suggest  special  facilities  to  mother  and 
send  clinic  and  center  reports. 
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Viral  Hepatitis  Complicating 
Toxemia  of  Pregnancy 

J.  R.  Teabeaut,  II,  M.D.,  B.  Everett,  M.D., 

E.  Spiotta,  M.D.* 

A 35  year  old  Negress  was  admitted  to  the 
Obstetrical  Service  of  the  John  Gaston  Hospital 
on  July  27,  1951,  for  lower  abdominal  pain  and 
headache. 

In  October,  1949,  she  was  found  to  have  a cys- 
tocele,  rectocele  and  chronic  cervicitis. 

She  was  examined  on  May  24,  1951,  in  the 
Obstetrical  Clinic,  and  found  to  be  5 months 
pregnant  (Gravida  VII.  Para  V,  Ab  1),  with 
swollen  feet  and  ankles,  B.  P.  154/110  and  a preg- 
nancy weight  gain  from  150  to  183  pounds.  Dur- 
ing the  next  2 months  she  was  followed  in  the 
Obstetrical  Clinic  on  a low  salt  diet  and  mag- 
nesium sulfate  daily  by  mouth.  Her  blood  pres- 
sure remained  elevated;  she  gained  to  188  pounds, 
and  her  headaches  became  more  severe.  Urin- 
nalysis  was  negative  throughout. 

Because  of  these  prenatal  abnormalities  and  the 
onset  of  fever  and  lower  abdominal  pain  which 
radiated  to  both  sides,  she  was  hospitalized. 

Physical  Examination.  T.  103  F,  P.  68,  R.  26, 
B.P.  194/128.  Heart  and  lungs  were  normal.  The 
7 months  uterine  fundus  had  a fetal  heart  rate  at 
160  per  min.  in  the  right  upper  quadrant.  Vague 
generalized  abdominal  tenderness  without  spe- 
cific character  was  present.  No  peripheral  edema 
was  noted.  Examination  of  the  optic  fundi  was 
negative. 

Laboratory  data.  Hgb.  was  10  Gm.;  urine  p.H 
6.0.  sp.  gr.  1.000,  albumin,  sugar,  acetone  and 
microscopic  were  negative.  N.P.N.  63  mg.,  total 
serum  proteins  6.2  Gm.,  albumin  3.7  Gm.  per 
lOOcc. 

Treatment  and  Course.  The  patient  was  given 
glucose  intravenously,  barbiturate  sedation,  am- 
monium chloride,  magnesium  sulfate,  sulfadiazine 
and  penicillin.  By  the  second  hospital  day  her 
temperature  had  returned  to  normal  and  the 
homogenous  density  seen  by  x-ray  in  the  left 
costrophrenic  angle  had  disappeared.  Therefore, 
sulfadiazine  was  discontinued.  She  was  drowsy 
but  asymptomatic,  had  an  excellent  urinary  out- 
put. B.P.  140/100  and  a urine  concentration  test 
revealed  sp.  gr.  1.028. 

By  the  9th  hospital  day  the  patient  had  be- 
come lethargic,  icteric,  and  had  nausea,  vomit- 
ing and  hiccuping.  Weight  was  169  lbs.,  B.P. 
120/100,  N.P.N.  98  mg.  and  serum  chlorides  360 
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mg.  per  lOOcc.  CO,-  24  vol.  %,  and  icterus  index 
80.  She  was  transferred  to  the  medical  service 
where  a chest  x-ray  showed  no  cardiac  enlarge- 
ment or  lung  abnormalities.  The  liver  and  spleen 
were  not  palpable.  There  was  no  peripheral 
edema.  The  patient  was  deeply  icteric,  lethargic 
and  confused.  The  urinary  output  had  decreased 
to  400  cc./24  hr.;  the  urine  was  dark  and  cloudy. 
P.C.V.  was  40,  WBC  25,  150,  with  P.M.N.  70%, 
lymphs.  25%,  monos.  5%;  serum  bilirubin  was 
total  13.2  mg.,  direct  5.9  mg.  per  100  cc.;  N.P.N. 
was  112  mg.,  and  BUN.  39  mg.  per  100  cc.  On 
the  12th  hospital  day  she  spontaneously  delivered 
a premature  stillborn  infant  and  her  temperature 
rose  to  102.5  F.  It  continued  to  be  elevated 
reaching  105.5  F.  terminally.  The  patient  died 
on  August  13,  1951,  on  the  16th  hospital  day  with 
an  N.P.N.  of  140  mg.,  and  chlorides  of  46.0  mg. 
per  100  cc.,  and  a CO,  of  34  vol.  %. 

DR.  B.  EVERETT;  The  patient  probably 
has  not  had  toxemia  with  her  previous  preg- 
nancies, since  she  has  had  several  preg- 
nancies without  untoward  event.  Further, 
because  the  onset  of  her  hypertension  dur- 
ing the  present  illness  was  so  early  in  the 
pregnancy,  I suspect  that  she  has  hyper- 
tensive vascular  disease.  Occasionally 
eclampsia  does  begin  early,  but  this  pa- 
tient’s signs  and  symptoms  seem  more  in 
keeping  with  a “garden”  variety  type  of 
hypertension  not  controlled  adequately  on 
clinical  regimen.  Then  she  had  an  acute 
episode  of  superimposed  illness. 

One  should  not  overlook  some  type  of 
acute  surgical  problem  such  as  appendicitis, 
mesenteric  vessel  thrombosis  or  pelvic  in- 
flammatory disease.  I do  not  believe  she 
was  sufficiently  acutely  ill  to  have  any  of 
these  and  her  course  was  too  prolonged. 
Gallbladder  disease  certainly  has  to  be  con- 
sidered, as  does  a twisted  ovarian  cyst.  A 
septicemia  could  lead  to  an  hemolytic 
jaundice,  but  I presume  the  dark  colored 
urine  contained  bile,  the  van  den  Bergh 
test  was  direct,  the  hematocrit  remained 
stable  and  there  was  an  absence  of  spiking 
fever  which  one  could  expect  with  ruptured 
abscess,  peritonitis  or  septicemia. 

Further,  while  there  may  be  jaundice 
with  hemolytic  septicemia,  usually  it  is  mild 
and  not  as  severe  as  this  patient  had.  The 
obstetrical  complications  of  such  a medical 
nature  usually  cause  bleeding  and  fetal 
death.  This  brings  us  to  jaundice  produc- 
ing diseases.  I have  an  inclination  to  feel 
that  this  patient  had  a medical  disease  com- 
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plicating  pregnancy.  There  is  no  evidence 
to  support  an  obstructive  type  of  jaundice 
following,  for  example,  pancreatic  car- 
cinoma or  gallbladder  disease  with  stones. 
We  have  already  commented  on  the  pos- 
sibility of  hemolytic  jaundice  and  the  rea- 
sons for  rejecting  that  diagnosis.  This 
leaves  some  form  of  hepatocellular  jaun- 
dice, the  most  common  of  which  is  acute 
viral  hepatitis.  Usually  the  pregnant  pa- 
tient with  hepatitis  does  well.  There  are 
some  other  laboratory  studies  I should  like 
to  have, — alkaline  phosphatase,  cholesterol, 
prothrombin  time,  although  there  was  no 
bleeding  tendency,  and  bile  studies  on  stool 
and  urine.  The  relatively  normal  white 
cell  differential  count  and  the  lack  of  fever 
until  terminally  are  in  keeping  with  viral 
hepatitis.  My  interpretation  of  the  case  is: 

1.  Hypertensive  vascular  disease 

2.  Normal  pregnancy 

3.  Acute  viral  hepatitis 

DR.  STERN:  Thank  you,  Dr.  Everett.  For 
your  information  you  were  the  staff  at- 
tendant to  this  patient  in  1951  during  her 
illness.  Because  the  patient  was  trans- 
ferred to  the  medical  service,  I have  asked 
Dr.  Spiotta  to  comment  on  the  case. 

DR.  E.  SPIOTTA:  I shall  not  discuss  the 
differential  diagnosis,  but  would  like  to 
suggest  that  the  patient  may  have  had 
sulfadiazine  intoxication.  She  received  6 
Gm.  of  sulfa  drugs  per  day  for  approxi- 
mately three  days  with  ammonium  chloride. 
This  is  not  excessive  but  apparently  intoxi- 
cation does  not  necessarily  depend  on  quan- 
titative intake.  Three  complications  of  in- 
toxication  may  result:  (1)  hemolytic 
anemia,  (2)  toxic  hepatitis,  and  (3)  renal 
failure,  all  of  which  are  suggested  in  the 
current  case.  Another  thing  that  disturbs 
me  in  this  case  is  the  presence  of  hyperten- 
sion and  evidence  of  renal  insufficiency,  if 
the  N.P.N.  of  63  mg.  is  valid,  before  she 
developed  jaundice.  She  was  edematous. 
Edema  and  hypertension,  whether  occurring 
early  or  late  in  the  pregnant  patient  are 
features  of  toxemia  and  the  urine  need  not 


be  abnormal.  I am  inclined  toward  tox- 
emia with  liver  and  renal  failure  as  my 
diagnosis. 

DR.  J.  R.  TEABEAUT:  The  patient  was  edem- 
atous at  necropsy.  The  heart  weighed  312  Gm. 
and  was  normal.  (In  a patient  whose  normal 
weight  was  around  140  pounds  this  heart  is  nor- 
mal weight  and  indicates  that  the  hypertension 
had  not  existed  at  a significant  level  for  very 
long.) 

The  kidneys  weighed  150  Gm.  each,  were  of 
smooth  surface  and  bile  stained.  There  was  the 
impression  of  stiffening  of  glomerular  basement 
membranes.  Some  arterioles  showed  mild  hyalin 
thickening.  There  were  severe  nonspecific  renal 
tubular  epithelial  changes  of  cloudy  swelling, 
colloid  droplet  retention,  fatty  degeneration,  hy- 
alin and  protein  granular  casts  in  tubular  lumens. 
Leucine-like  crystals  commonly  found  in  renal 
tubules  in  instances  of  liver  necrosis  were  pres- 
ent; no  sulfa  crystals  were  seen.  These  renal 
findings  are  consistent  with  essential  hyperten- 
sion of  mild  degree  or  short  duration,  and  non- 
specific tubular  damage.  Scattered  diffusely 
throughout  the  liver  were  mononuclear  inflam- 
matory infiltrations,  mild  bile  duct  proliferation 
and  focal  necrosis  of  liver  cells.  Fine  bile  thrombi 
were  present.  No  evidence  of  infection  was  seen 
in  the  pelvic  organs.  The  main  necropsy  findings 
were  those  of  viral  hepatitis  which  probably  had 
existed  longer  than  three  weeks.  In  attempting 
to  analyze  all  of  the  data,  it  seems  we  can  say 
that  the  patient  had  hypertensive  vascular  disease 
before  she  became  pregnant.  Three  or  four  weeks 
before  death  she  developed  acute  viral  hapatitis 
of  only  moderate  severity  which  persisted  and 
led  to  hepatic  insufficiency.  Finally,  renal  failure 
predominately  of  tubular  type  supervened  to 
cause  death.  Histologically,  the  renal  lesion  is 
not  specific  and  perhaps  some  general  diagnostic 
term  as  hepatorenal  syndrome  should  be  used. 
My  own  opinion  is  that  the  renal  failure  repre- 
sents a feature  of  toxemia  in  this  patient. 
Anatomic  Diagnosis: 

Arteriolonephrosclerosis,  mild  (hypertensive 
vascular  disease) 

Acute  viral  hepatitis 

Acute  renal  tubular  degeneration  (toxemia  of 
pregnancy) 

DR.  EVERETT:  Could  you  tell  us  the  results  of 
the  autopsy  on  the  fetus. 

DR.  TEABEAUT:  The  fetal  tissues  showed  con- 
siderable autolysis.  There  was  no  evidence  of 
hepatitis.  An  anatomic  cause  of  death  was  not 
determined. 
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A letter  has  been 
sent  by  the  President 
of  the  American  Med- 
ical Association  to 
approximately  140 
thousand  doctors, 
urging  a grass  roots 
offensive  to  defeat 
the  Forand  Bill.  This 
letter,  urging  defeat 
of  the  successor  to 
the  Wagner-Murray-Dingell  bill,  went  out 
at  a time  when  doctors  would  have  the  op- 
portunity to  talk  with  their  Congressmen 
and  Senators  when  they  were  home  during 
the  Easter  Holiday. 

The  importance  of  this  action  ties  in  with 
my  remarks  at  the  President’s  Banquet  dur- 
ing our  annual  meeting  at  Gatlinburg.  As 
we  carry  on  our  practices  and  try  to  keep 
up  with  the  demands  of  our  patients  and 
the  advances  in  medicine,  we  feel  that 
nothing  more  can  be  expected  of  us.  Know- 
ing our  way  of  practice  is  the  best,  we  ex- 
pect it  not  to  change.  However,  it  can 
change,  and  is  changing  and  will  change 
more  in  the  future.  These  changes  will  not 
be  determined  by  ourselves  or  by  our  pa- 
tients, but  by  the  general  pattern  of  politi- 
cal and  economic  life. 

To  a great  extent,  this  change  is  de- 
termined by  various  welfare  boards  and 
management-labor  contracts.  It  is  de- 
termined by  the  State  Government,  the 
State  Welfare  Board,  Rehabilitation,  the 
State  Legislature  and  the  Medical  Practice 
Act.  It  is  determined  by  the  Insurance 
Companies  and  other  State  and  Federal 
groups.  It  is  determined  through  the  De- 
partment of  Defense,  the  Veterans  Admin- 
istration, Social  Security  and  the  many 
amendments  to  this  bill  which  are  now  be- 
fore the  National  Congress. 

Senator  Wayne  Morse,  Democrat  from 
Oregon,  recently  made  a floor  speech  urging 
enactment  of  a companion  bill  to  the  Forand 
Bill. 

Senator  Morse’s  bill  would  amend  the 
social  security  act  as  follows: 

(1)  Provide  hospital  and  nursing  home 


care  and  surgical  benefits  identical  with 
those  in  the  Forand  Bill;  (2)  increase  the 
wage  base  and  rate  for  social  security  pay- 
roll taxes,  and  (3)  increase  social  security 
benefits.  By  substituting  a table  for  the 
present  laws  formula  to  determine  the  bene- 
fits, this  bill  would  increase  the  minimum  to 
$40  per  month,  the  maximum  family  bene- 
fit from  $200  to  $346.50,  and  the  maximum 
individual  primary  benefit  from  the  present 
$108.50  to  $173.20.  Also,  a more  liberal 
“drop  out  period”  would  be  provided.  The 
wage  base  on  which  tax  is  levied  would  be 
increased  from  the  present  $4200  to  $6000, 
and  the  rate  increased  to  3V2%  for  employer 
and  employee  and  5 14 cf  for  the  self-em- 
ployed, for  the  1959-60  period.  By  1975,  the 
respective  rates  would  be  5V2%  and  814 %. 
The  bill  also  would  increase  U.  S.  Public 
Assistance  payments  by  25%. 

The  above  further  bears  out  my  previous 
statement  that  we  are  going  to  hear  more 
and  more  about  all  of  these  infringements 
in  the  coming  year.  It  is  in  these  many 
fields,  where  in  my  opinion,  organized  med- 
icine must  wage  a full  fight  to  the  finish.  It 
is  in  these  fields,  where  we  as  doctors  must 
act  and  work  for  organized  medicine  NOW. 

Our  county,  state  and  national  medical 
associations  cannot  do  this  job  alone,  al- 
though they  can  spearhead  the  efforts  of 
our  profession.  Our  medical  associations 
can  do  for  us  what  we  want  only  if  we,  in- 
dividually, tell  them  our  views  and  work  in- 
dividually to  accomplish  them. 

This  matter  is  mentioned  only  briefly  be- 
cause I believe  that  many  of  the  legislative 
measures  now  before  Congress  are  the  most 
pressing  that  we  have  ever  faced  as  a pro- 
fession. 

The  practice  of  medicine  as  we  know  it 
has  been  lost  in  several  foreign  countries 
and  is  being  seriously  attacked  in  our  coun- 
try today. 


James  C.  Gardner 
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EDITORIAL 

*■ 


RADIOACTIVE  IODINE  IN  THE  TREATMENT 
OF  HEART  DISEASE 

The  improvement  in  our  understanding  of 
the  pathologic  physiology  of  congestive 
heart  failure  and  angina  pectoris  has  re- 
sulted in  a very  effective  approach  to  the 
problems  of  treatment  of  these  two  condi- 
tions. Newer  preparations  of  digitalis,  the 
understanding  of  the  importance  of  sodium 
restriction  in  the  food  and  drink,  more 
capable  diuretics,  employment  of  mechani- 
cal means  to  rid  the  body  of  retained  fluid, 
have  all  added  together  to  an  established 
efficient  regimen  which  the  physician  now 
has  in  combating  congestive  heart  failure. 
Less  efficient  but  yet  effective  agents  make 
the  life  of  the  patient  with  angina  pectoris 
more  tolerable. 

However,  there  still  remains  a small 
group  of  patients  who  continue  to  have  dif- 
ficulties in  spite  of  the  above  procedures. 

To  help  these  unfortunates  the  idea  was 


promoted  years  ago  to  relieve  the  burden 
on  the  circulation  by  lessening  the  over- 
all metabolic  responsibilities  by  removal  of 
the  thyroid  gland.  Total  thyroidectomy 
was  carried  out  on  several  groups  of  pa- 
tients with  debatable  beneficial  results.  The 
criticism  was  vested  in  the  fact  that  post- 
operative myxedema  presented  a compli- 
cating therapeutic  problem  of  no  little  mag- 
nitude. 

In  recent  years  radioactive  iodine  has 
been  given  to  incapacitated  euthyroid  car- 
diac patients  with  interesting  results.  Blum- 
gart  and  his  co-workers',  in  1954,  analyzed 
the  results  obtained  by  this  method  in  879 
patients  in  46  major  medical  clinics.  Al- 
though the  amount  of  radioactive  iodine  em- 
ployed varied,  the  accepted  and  recom- 
mended amount  was  usually  20  millicuries 
at  weekly  intervals  for  3 weeks,  then  re- 
peated at  2 month  intervals  until  hypothy- 
roidism becomes  evident. 

In  this  series  75'  < of  609  patients  with 
angina  pectoris  showed  worthwhile  im- 
provement. Among  270  patients  with  con- 
gestive failure,  60%  were  definitely  im- 
proved, while  17%  showed  marked  improve- 
ment, and  46%  showed  moderate  improve- 
ment. 

Most  of  the  patients  needed  small  doses 
of  desiccated  thyroid  (6  to  18  mg.)  to  ad- 
just for  the  symptoms  of  severe  hypothy- 
roidism. 

More  recently  Harper  and  his  co-workers- 
reported  a currently  treated  group  of  29  pa- 
tients with  refractory  angina  pectoris, 
among  whom  58%  were  improved.  Among 
55  patients  with  refractory  congestive  fail- 
ure excellent  results  were  obtained  in  42%  , 
and  good  results  in  23% . Almost  one-third 
were  not  benefitted  at  all. 

In  round  figures,  three-fourths  of  patients 
with  angina  pectoris  and/or  congestive  fail- 
ure were  benefitted  by  the  use  of  radio- 
iodine. 

It  is  important  to  be  quite  selective  in 

'Blumgart,  H.  L.,  Freedberg,  A.  S.,  and  Kur- 
land, G.  S.:  The  Treatment  of  Incapacitated  Eu- 
thyroid Cardiac  Patients  with  Radio-active  Io- 
dine, Tr.  A.  Am.  Physicians  67:86,  1954. 

-Harper,  H.  T.,  Brown,  S.  W.,  and  LaMotte, 
I.  F.:  The  Use  of  Radio-iodine  in  the  Cardiac  Pa- 
tient, South.  M.  J.  50:612,  1957. 
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choosing  proper  patients  for  treatment.  The 
ideal  patient  is  one  who  either  has  had 
severe  angina,  which  has  been  relatively 
stationary  or  only  slightly  progressive  over 
a period  of  one  to  two  years,  or  one  with 
congestive  failure  who  shows  evidence  of 
some  cardiac  reserve.  The  disability  should 
be  severe  enough  to  prevent  the  earning  of 
a livelihood  or  preclude  adequate  rest.  The 
response  to  careful  medical  supervision 
should  have  proved  unsatisfactory  in  spite 
of  full  patient  cooperation,  such  as  dietary 
observation  and  restriction  of  tobacco.  The 
patient  responds  best  who  is  not  hypothy- 
roid, either  by  clinical  interpretation  or  as 
concluded  by  study  of  the  basal  metabolism 
rate,  the  protein-bound-iodine  level,  the  up- 
take of  radioactive  iodine,  and  the  study  of 
the  serum  cholesterol.  It  is  obvious  that  a 
recently  administered  iodine-containing 
agent,  such  as  gallbladder  dye,  pyelograms, 
stable-iodine,  or  intra-spinal  or  intra- 
thoracic  contrast  media,  would  jeopardize 
this  method  of  therapy  for  weeks  or  even 
months. 

As  one  looks  at  these  results  it  is  evi- 
dent that  there  is  an  occasional  patient  who 
qualifies  for  this  type  of  specialized  treat- 
ment. It  is  possible  that  in  the  future  in- 
creasing experience  with  the  various  surgi- 
cal procedures  aimed  at  increasing  coronary 
blood  flow  may  further  limit  the  applica- 
bility of  radioiodine,  at  least  in  the  treat- 
ment of  the  patient  with  refractory  angina 
pectoris. 


ACTIONS  OF  THE  A.M.A. 

HOUSE  OF  DELEGATES 

These  are  times  of  rapidly  changing  con- 
cepts and  philosophies  in  the  social  struc- 
ture of  our  land.  There  is  not  a facet  of 
industrial,  business,  agricultural  or  profes- 
sional activity  which  has  not  felt  and  is  not 
feeling  these  pressures.  They  are  irrepress- 
ible. Naturally,  therefore,  the  House  of 
Delegates  of  the  A.M.A.  had  its  share  of 
these  modern  trends  and  pressures  brought 
before  it  for  its  attention.  Among  these 
were  the  following,  some  of  which  have 
been  considered  on  these  pages  in  the  past. 

The  U.M.W.A.  Fund  came  in  for  more 


criticism  as  in  the  recent  past.  The  House 
refused  to  accept  a postponement  of  action 
relative  to  third  party  agreements  pending 
further  study  of  such  relationships.  It  took 
action  to  force  the  Headquarters  Staff  to 
proceed  immediately  in  a campaign  to  edu- 
cate the  public  relative  to  “the  benefits  to 
be  derived  from  preservation  of  the  Ameri- 
can right  to  freedom  of  choice  of  physicians 
and  hospitals.  . . 

A number  of  resolutions  dealt  with  the 
inclusion  of  self-employed  physicians  in  So- 
cial Security, — varying  from  the  inclusion 
of  all  on  a national  basis  to  state-by-state 
participation.  The  House,  however,  re- 
jected these  to  reaffirm  “unequivocal  oppo- 
sition” to  the  inclusion  of  doctors,  agreeing 
that  “American  physicians  always  have 
stood  on  the  principle  of  security  through 
personal  initiative.” 

Since  75  per  cent  of  hospitalization  in 
the  V.A.  hospitals  during  1957  was  for 
nonservice-connected  disabilities,  and  since 
Congress  is  allegedly  searching  for  econo- 
mies, the  House  urged  that  Congress  take 
action  in  restricting  hospitalization  of  vet- 
erans to  service-connected  disabilities. 

The  controversial  subject  of  Medicare 
also  was  the  subject  of  discussion  and  it  was 
agreed  that  the  bill  as  written  does  not 
specify  fixed-fee  schedules.  Furthermore, 
it  was  agreed  that  the  individual  states 
should  decide  upon  the  type  of  contract  ac- 
cepted. 

The  House  of  Delegates  of  the  A.M.A.  is 
a democratic  body  as  American  as  is  the 
Congress  or  the  state  legislature,  with  free- 
dom of  expression  and  disagreement, — well 
shown  by  the  introduction  of  conflicting 
resolutions  and  voting  that  is  far  from  the 
unanimous.  The  basic  concepts  involved  in 
these  controversial  topics  are  in  general 
fundamental  to  good  medical  care  and  for 
the  good  of  the  populace.  Since  this  is  true, 
one  cannot  help  but  be  disturbed  and  cha- 
grined by  editorials  such  as  appeared  in  the 
San  Francisco  Chronicle  on  June  30,  1958. 
It  was  topped  by  a cartoon  of  a knight  la- 
belled “A.M.A.”  tilting  at  a windmill  desig- 
nated “Modern  Medical  Payment  Plans.” 
Riding  beside  “Don  Quixote”  was  “Sancho,” 
on  his  donkey,  and  labelled  “Public  Rela- 
tions Advisors.”  The  editorial  follows: 
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The  Political  Doctors  of  the  AMA 

As  we  say  good-by  to  the  doctors  who  have 
been  visitors  in  San  Francisco  during  the  Ameri- 
can Medical  Association’s  convention,  our  thoughts 
and  feelings  are  mixed. 

Last  week’s  reports  of  splendid  advances  in 
medical  research  made  exciting  reading;  they  cap- 
tured our  lay  imagination  and  inspired  our  grati- 
tude. The  operation  on  Tommy  Hunter’s  heart 
made  all  who  watched  it  the  debtors  of  the  won- 
derfully skillful  people  who  performed  it. 

Yet  while  we  were  edified  by  the  scientific 
achievements  of  the  medical  profession,  its  socio- 
political proceedings  left  us  limp  and  pale  and 
gasping  for  breath.  Any  layman  reconciled  to  the 
20th  Century  could  hardly  help  wondering  if  the 
heart  that  beats  beneath  the  white  coat  does  not 
beat  with  longing  for  the  return  of  the  19th. 

The  social  viewpoint  revealed  by  the  AMA’s 
House  of  Delegates  was  old-fashioned  and  stuffy 
and  foundered  under  cliches.  In  their  resolutions 
on  public  affairs  the  doctors  fell  miles  behind  the 
other  scientific  professions.  The  explanation  for 
this,  we  suppose,  i,s  that  the  intending  medico’s 
training  is  never  really  broadening  after  he  leaves 
high  school.  Specialization  atrophies  his  oppor- 
tunity to  acquire  a social  understanding.  Thus, 
when  the  rubber  gloves  are  removed  and  the 
plenary  session  is  in  order,  a group  of  rather  ig- 
norant and  discontented  lobbyists  for  the  status 
quo  ante  McKinley  responds  to  the  knock  of  the 
gavel.  The  clarity  of  mind  that  defeated  polio 
is  left  at  home  in  the  laboratory  and  the  spokes- 
men for  medicine  address  themselves  to  issues 
that  bring  them  income  tax  problems. 

When  the  delegates  shouted  their  opposition  to 
the  idea  of  extending  medical  care  to  the  aging 
beneficiaries  of  Social  Security,  when  they  raised 
their  hands  to  deny  people  the  right  to  choose 
closed-panel  medical  programs,  when  they  de- 
clined to  permit  their  own  members  to  elect  old- 
age  coverage  under  Social  Security,  an  image  was 
created.  Somehow  it  was  not  in  character  with 
the  image  of  the  selfless,  white-bearded,  minister- 
ing physician  that  public  relations  counsels  have 
taught  us  to  venerate. 

Reading  such  an  editorial  is  a painful  ex- 
perience, but  it  must  be  read  so  one  may 
contemplate  its  propaganda  effect  as  well 
as  to  speculate  upon  the  “why”  of  such 
scurrilous  misrepresentation.  Does  it  rep- 
resent the  bitter  viewpoint  of  one  news- 
paper? Does  it  represent  another  example 
of  newspapers  sadistically  pillorying  a mi- 
nority group  as  they  are  wont  to  do  not 
infrequently?  Or  does  this  high-light  some 
deficiency  in  our  “public  relations”  in  terms 
of  educating  the  public?  One  wonders  if 
a “daily  column”  by  a commentator  could 
be  syndicated  to  newspapers  to  educate  the 


public  on  matters  medical.  One  wonders 
if  interesting  stories  on  medical  subjects 
would  find  a place  in  popular  lay  maga- 
zines. Would  such  educational  measures 
mticipate  editorials  of  the  type  quoted? 

R.  H.  K. 


■ 

DEATHS 


Dr.  Casa  Collier,  72,  Memphis,  died  May  11  at 
a Memphis  Nursing  Home. 

Dr.  W.  S.  Martin,  77,  Memphis,  died  May  17th 
at  Collins  Chapel  Hospital. 

Dr.  Robert  T.  Smith,  57,  Nashville,  died  May 
16th  at  Hubbard  Hospital  as  the  result  of  a heart 
ailment.  He  was  medical  director  at  Hubbard 
Hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  on  May  27th  at  the  Oak  Ridge 
Hospital.  The  program  was  entitled, 
“Mental  Health  Center  As  a Psychiatric 
Agency”  and  the  principal  speakers  were 
Dr.  John  Wolaver,  Director,  Knoxville 
Mental  Health  Center,  and  Dr.  Kenneth  L. 
Crounse,  Director  of  Oak  Ridge  Mental 
Health  Center. 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society’s  May  6th  meeting  consisted 
of  a dinner  given  at  the  Chattanooga  Golf 
and  Country  Club,  where  Mr.  Carlysle  A. 
Bethel,  vice-chairman  of  the  board  and 
senior  trust  officer  of  the  Wachovia  Bank 
and  Trust  Company  of  Winston-Salem, 
N.  C.,  was  the  principal  speaker.  His  sub- 
ject was  “Wills,  Trusts  and  Taxes.” 

The  June  3rd  meeting  was  held  in  the 
Interstate  Building  with  the  following 
scientic  program:  “Emergency  Nephrec- 

tomy” by  Dr.  Dewitt  B.  James;  “Delirium 
Tremens”  by  Dr.  Maurice  Pruitt;  and  two 
interesting  case  reports  by  Dr.  Gene  H. 
Kistler  and  Dr.  Carl  A.  Hartung. 

The  June  18th  meeting  consisted  of  the 
annual  outing  and  barbecue  held  at  the 
Chattanooga  Rod  and  Gun  Club. 
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Memphis-Shelby  County  Medical  Society 

The  Society  held  its  monthly  meeting  on 
April  1st,  at  the  auditorium  of  the  Institute 
of  Pathology.  The  scientific  program  con- 
sisted of  a paper  by  Dr.  George  T.  Pack,  of 
the  Memorial  Hospital,  New  York  City,  on 
“Cancer  of  the  Stomach.” 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  met  on  June  10th  at  St. 
Thomas  Hospital,  following  a dinner.  Mr. 
William  A.  Klaser,  of  Evansville,  Indiana, 
and  a professional  business  consultant, 
spoke  on,  “Efficient  Office  Management  and 
Operation.” 

Sullivan-Johnson  County  Medical  Society 

The  May  21st  meeting  of  the  Society  was 
held  in  the  General  Shelby  Hotel  at  Bristol, 
following  a dinner.  Dr.  Robert  W.  Kistner, 
of  Harvard  University  School  of  Medicine, 
was  the  guest  speaker.  He  was  introduced 
by  Dr.  W.  C.  Grigsby,  Jr.,  of  Bristol,  and 
spoke  on,  “Endometrosis,  a Female  Condi- 
tion of  the  Pelvic  Region.” 

Tri-County  Medical  Association 

The  Society  members  and  Ladies  Auxil- 
iary met  for  dinner  at  the  Atkins  Grill  in 
Sweetwater  on  May  15th. 

Dr.  Corrie  Blair  gave  a talk  for  the 
auxiliary  on  the  American  Medical  Educa- 
tion Foundation. 
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What's  Going  On  in  Washington 

The  Washington  scene  is  becoming  more 
active  so  far  as  proposals  of  interest  to  the 
profession  are  concerned.  Hearings  on  the 
Forand  Bill  and  other  Social  Security  meas- 
ures began  on  June  16.  These  will  be 
watched,  and  any  decisions  will  be  reported. 

It  is  understood  that  some  effort  is  being 
made  to  change  the  Medicare  law  so  as  to 
eliminate  free  choice  of  physician  and  hos- 
pital. Any  important  developments  will  be 
reported. 

The  American  Medical  Association  has 
supported  legislation  for  a continuation  of 


the  Hill-Burton  hospital  construction  pro- 
gram and  at  the  same  time  recommended 
federal  guarantee  of  hospital  and  nursing 
home  loans  under  an  arrangement  similar 
to  that  used  by  Federal  Housing  Admin- 
istration. The  Association’s  testimony  was 
presented  at  a hearing  before  the  Health 
Subcommittee  of  the  House  Interstate  Com- 
merce Committee. 

The  A.M.A.  favored  the  following 
changes: 

1.  Eliminate  both  diagnostic-treatment, 
and  public  health  centers  from  benefits. 

2.  Eliminate  the  mandatory  priority  given 
rural  communities. 

3.  Shift  emphasis  toward  facilities  for  the 
chronically  ill  and  nursing  homes,  and  to- 
ward the  modernization  and  renovation  of 
old  hospitals. 

4.  Eliminate  all  categorical  grants  and 
substitute  one  single  appropriation  for  all 
eligible  facilities,  thus  making  it  easier  for 
states  to  make  the  best  use  of  total  money. 

The  American  Medical  Association  has 
also  endorsed  legislation  for  federal  grants 
to  help  build  and  equip  medical  and  dental 
schools,  but  has  advised  Congress  that  it 
opposes  any  financial  incentive  to  increased 
enrollment  that  might  tempt  schools  to  ac- 
cept more  students  than  they  could  prop- 
erly train.  The  American  Association  of 
Medical  Colleges  has  informed  the  health 
subcommittee  of  the  House  Interstate  Com- 
merce Committee  that  the  country’s  85  med- 
ical schools  will  require  $275  million  for  re- 
habilitation and  new  construction  in  the 
next  few  years;  about  $25  million  is  needed 
for  rehabilitation. 

Forand  Bill  Hearings 

Hearings  on  the  Forand  bill  and  other 
proposed  amendments  to  the  Social  Secur- 
ity program  were  held  June  16-27  before 
the  House  Ways  and  Means  Committee. 
Announcement  that  Congress  would  reopen 
the  Social  Security  act  came  May  29,  cli- 
maxing weeks  of  uncertainty  when  it  was 
not  known  whether  the  hearings  would  be 
held  this  session,  or  when  they  would  start. 
The  Forand  bill,  by  far  the  most  important 
medical  issue  in  the  hearings,  would  amend 
the  Social  Security  act  to  provide  for  sur- 
gery and  120  days  of  hospital  and  nursing 
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home  care  annually  for  social  security  re- 
cipients, to  be  financed  by  increased  OASD1 
payroll  taxes. 

Major  changes  proposed  in  the  Forand 
bill  are: 

1.  Give  the  13  million  persons  now  eligi- 
ble for  OASI  benefits  (and  others  to  fol- 
low them)  free  surgery  and  hospital-nurs- 
ing home  care  for  120  days  a year. 

2.  Raise  the  OASI  payroll  taxes  by  one- 
half  per  cent  for  employer  and  employee 
and  three-quarters  of  one  per  cent  for  self- 
employed  and  raise  the  wage  base  to  be 
taxed  from  the  first  $4,200  of  income  to 
$6,000. 

3.  Increase  dollar  benefits  for  all  bene- 
ficiaries. 

The  Secretary  of  HEW  would  (through 
negotiation)  set  charges  for  physicians,  hos- 
pitals and  nursing  homes,  and  only  those 
agreeing  to  participate  would  be  eligible 
to  care  for  patients.  Eventually  Forand 
benefits  could  be  extended  to  younger  age 
groups,  resulting  in  total  national  compul- 
sory health  insurance.  This  program  would 
spell  the  end  of  voluntary  health  insur- 
ance, which  has  made  such  remarkable 
progress.  The  bill  was  drafted  by  the  AFL- 
CIO  without  any  assistance  from  the  medi- 
cal or  allied  professions.  The  AMA  and  the 
Tennessee  State  Medical  Association  now 
are  busily  engaged  in  a positive  program  of 
action  to  improve  the  health  care  of  the 
aged. 

Insurance  Coverage  Increased 

The  Health,  Education  and  Welfare  De- 
partment of  the  U.S.  has  reported  that  pri- 
vate major  medical  insurance  coverage  has 
increased  almost  20  times  in  five  years — 
from  700,000  persons  in  1952  to  an  estimated 
13  million  at  present. 

Council  to  Improve  Health  of  Aged 
Formed  by  Four  Groups 

A Joint  Council  to  Improve  the  Health 
Care  of  the  Aged  has  been  established  by 
the  American  Medical  Association,  the 
American  Hospital  Association,  the  Amer- 
ican Dental  Association  and  the  American 
Nursing  Home  Association. 

The  Council,  which  has  been  under  con- 
sideration for  sometime  by  the  sponsoring 


groups,  is  made  up  of  three  representatives 
of  each  sponsoring  organization.  Its  ob- 
jectives are:  (1)  To  identify  and  analyze 
the  health  needs  of  the  aged.  (2)  To  ap- 
praise available  health  resources  for  the 
aged.  (3)  To  develop  programs  to  foster 
the  best  possible  health  care  for  the  aged 
regardless  of  their  economic  status. 

One  of  the  Council’s  first  jobs  will  be  the 
determination  of  the  exact  problems  of  the 
aged.  Although  studies  have  been  made  in 
the  past  several  years  by  organizations  mak- 
ing up  the  Council,  research  will  be  intensi- 
fied and  projects  for  meeting  the  problem 
will  be  activated  as  rapidly  as  possible. 

The  need  for  new  programs  in  this  field 
has  come  about  because  of  the  constantly 
increasing  life  expectancy.  In  1935  life  ex- 
pectancy averaged  60.2  years.  The  most  re- 
cent figure  indicates  it  to  be  70.0  years.  One 
of  the  principal  immediate  projects  of  the 
council  will  be  the  development  of  pro- 
grams and  facilities  to  be  tailored  to  the 
health  needs  and  finances  of  the  aged. 


Vanderbilt  Medical  Society 

The  regular  May  meeting  of  the  Society 
was  held  in  the  amphitheatre  of  Vanderbilt 
Hospital.  A paper  on,  “Addiction  to 
Meprobanate”  was  given  by  Drs.  Otto  Billig 
and  B.  L.  Burris  of  the  Department  of  Psy- 
chiatry. Dr.  Robert  Quinn  gave  a paper  on 
“Immunological  Aspects  of  Rheumatic 
Fever.”  Case  histories  of  two  patients  suf- 
fering from  “land  scurvy”  were  given. 

TSMA  Postgraduate  Education  Symposium 
Presented  in  West  Tennessee 

The  TSMA’s  committee  on  Postgraduate 
Education  presented  the  subject  “Common 
Urological  Problems”  in  three  West  Tennes- 
see centers  during  June.  The  symposiums 
were  held  at  Jackson  on  June  3,  Paris  on 
June  4 and  Bi'ownsville  on  June  5th.  The 
panel  consisted  of  Dr.  DeWitt  B.  James,  Dr. 
Robert  W.  Miles,  and  Dr.  Joseph  V.  Lavee- 
chia,  Jr.,  all  of  Chattanooga.  The  courses 
were  arranged  by  the  Symposium  Com- 
mittee on  Postgraduate  Education  of  the 
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Tennessee  State  Medical  Association.  The 
programs  are  designed  for  general  practi- 
tioners as  well  as  other  specialists.  Each 
symposium  is  approved  by  the  American 
Academy  of  General  Practice  for  four  hours 
of  Category  I Credit. 

Cancer  Symposium 

A cancer  symposium  was  conducted  for 
East  Tennessee  physicians  on  May  23rd  at 
Knoxville  under  auspices  of  the  Knox 
County  Unit  of  the  American  Cancer  So- 
ciety. Participating  on  the  program  were: 
Capt.  William  M.  Siliphant,  director  of  the 
Armed  Forces  Institute  of  Pathology;  Dr. 
G.  H.  Glinck,  chief  of  Endocrine  Pathology 
Section  of  the  Armed  Forces  Institute  of 
Pathology;  Dr.  John  deJ.  Pemberton,  emer- 
itus head  of  Section  of  Surgery  for  Mavo 
Clinic;  Dr.  Juan  Angel  Del  Regato,  director 
of  Penrose  Cancer  Hospital,  Colorado 
Springs,  Colo.;  and  Dr.  G.  A.  Andrews,  chief 
of  clinical  services  of  the  Medical  Division 
of  the  Oak  Ridge  Institute  of  Nuclear 
Studies. 

Oxygen  Meet  at  Chattanooga 

The  States  first  Inhalation  Therapy  Insti- 
tute was  held  on  June  2-3  at  the  Baroness 
Erlanger  Hospital  in  Chattanooga.  Doctors, 
oxygen  technicians,  nurses  and  students 
from  five  southeastern  states  attended  the 
sessions. 

Dr.  Edwin  R.  Levine  of  New  York,  thor- 
acic surgeon,  was  the  principal  speaker. 
Other  speakers  included  Dr.  George  Gib- 
son, chief  of  staff;  Dr.  George  Sivils,  Ten- 
nessee Tuberculosis  Hospital;  Dr.  Frank 
Brannen,  Anesthesiologist  Associates,  Chat- 
nooga,  and  Dr.  David  Waterman,  thoracic 
surgeon  of  Knoxville. 

Symposium  for  Doctors  Conducted  at 
UT  Hospital 

Prenatal  care  and  problems  were  re- 
viewed for  general  practice  physicians  at  a 
symposium  on  Selected  Problems  in  Obstet- 
rics and  Gynecology  at  the  University  of 
Tennessee  Memorial  Research  Center  and 
Hospital  at  Knoxville,  May  30-31st. 

The  two-day  program  was  the  third  in  a 
series  of  postgraduate  training  courses  for 
medical  doctors  offered  at  the  UT  Hospital. 


Attending  physicians  and  members  of  the 
obstetrics  and  gynecology  department  staff 
lectured  at  the  symposium.  Topics  in- 
cluded prenatal  care,  premarital  counseling, 
disorders  and  diseases  which  may  strike  the 
expectant  mother,  and  the  latest  techniques 
used  in  childbirth.  Sponsored  by  the  UT 
Hospital  Department  of  General  Practice, 
the  symposium  was  accepted  by  the  Amer- 
ican Academy  of  General  Practice  for  post- 
graduate credit.  Other  sponsoring  agencies 
were  the  Tennessee  Valley  Academy  of 
General  Practice  and  the  UT  Graduate 
School  and  College  of  Medicine. 

Tennessee  Medical  Foundation 

The  Board  of  Directors  and  members  of 
the  Committee  on  Health  and  Medical  Care 
of  the  Tennessee  Medical  Foundation  met 
in  Nashville  at  the  TSMA  headquarters  on 
May  18th.  Dr.  Roy  McDonald,  Oneida, 
president,  presided. 

The  chairman  of  the  Committee  on  Health 
and  Medical  Care  reported  that  Dr.  J.  L. 
Walker  had  opened  an  office  in  Middles- 
boro,  Ky.,  and  in  addition  was  caring  for 
the  patients  in  the  clinic  at  Pruden  Valley. 

The  meeting  consisted  largely  of  the  dis- 
cussion relative  to  the  Foundation’s  pro- 
gram for  the  future  and  efforts  to  enlarge 
the  membership.  Members  of  the  Board 
adopted  a motion  to  request  the  Board  of 
Trustees  of  the  Tennessee  State  Medical 
Association  to  reaffirm  its  faith  in  the  Foun- 
dation program  and  to  request  that  the 
Foundation  activities  be  continued.  A num- 
ber of  questions  were  presented  relative  to 
assistance  to  hospitals  in  rural  areas  and 
many  of  these  matters  were  discussed  dur- 
ing the  meeting. 

A motion  was  adopted  wherein  the 
Foundation’s  program  is  designed  to  main- 
tain and  elevate  the  quality  of  medical 
services  in  Tennessee  and  a survey  is  to  be 
made  to  define  the  current  medical  needs 
in  Tennessee.  A second  motion  was  adopted 
wherein  the  committee  on  Health  and  Med- 
ical Care  is  to  be  enlarged  to  carry  out  such 
a survey. 

During  the  meeting  the  financial  re- 
sources for  the  operation  of  the  Foundation 
were  discussed.  It  was  suggested  that  con- 
tact be  made  with  leading  pharmaceutical 
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houses  requesting  financial  assistance  for  a 
five-year  period.  The  president  was  asked 
to  appoint  a committee  to  study  the  mech- 
anism of  approach  to  pharmaceutical  houses. 

The  organization  of  a speakers  bureau 
was  studied.  The  speakers  would  appear 
before  the  county  medical  societies  in  fur- 
ther efforts  to  promote  membership  and 
the  program  of  the  Tennessee  Medical 
Foundation. 

University  of  Tennessee 
College  of  Medicine 

Federal  and  State  funds  totaling  nearly 
$4  million  may  be  sought  by  the  University 
of  Tennessee  for  construction  of  additional 
units  to  the  Medical  Center.  The  money 
would  be  used  for  an  addition  to  the  radiol- 
ogy facilities,  a new  clinical  medical  teach- 
ing and  research  building,  additions  to  the 
chemistry-physiology  building,  and  a new 
physical  medicine  building. 

4c 

A new  three-year  $40,547  grant  will  en- 
able specialists  at  the  University  of  Ten- 
nessee Memorial  Research  Center  and  Hos- 
pital to  study  how  a virus  goes  about  caus- 
ing skin  tumors  in  rabbits.  The  grant,  sec- 
ond major  award  given  the  Research  Center 
since  it  opened  last  January,  comes  from 
the  Jan  Coffin  Childs  Memorial  Fund  for 
Medical  Research. 

Middle  Tennessee  Medical  Association 

The  one  hundred  twenty-seventh  semi- 
annual Meeting  was  held  on  May  15,  at  the 
Hillcrest  Country  Club,  Pulaski,  with  Dr. 
George  L.  Smith  of  Winchester  as  presi- 
dent. The  following  program  was  given: 
“Tablets  for  Diabetes,’’  by  Dr.  Addison  B. 
Scoville,  Jr.,  Nashville;  “Large  Bowel 
Polyps,”  by  Dr.  Herschel  Graves,  Nashville; 
“Adrenal  Cortex  and  Pituitary  Kinetics,” 
by  Dr.  Hulon  A.  Lott,  of  Baton  Rouge,  La., 
Clinical  Instructor  in  Medicine  at  L.S.U. 
School  of  Medicine;  “Neurosurgical  Relief 
of  Intractable  Pain,”  by  Dr.  Peter  Wallace, 
Nashville;  “The  Etiology,  Diagnosis  and 
Treatment  of  Acne  Vulgaris,”  by  Dr.  James 
R.  Hamilton,  Nashville;  and  “Penetrating 
Wounds  of  the  Abdomen,”  by  Dr.  Jefferson 
Pennington,  Nashville. 


The  Wallace  Hospital 

On  June  14,  the  Wallace  Hospital  of  Mem- 
phis celebrated  its  50th  Anniversary.  The 
guest  speaker  was  Rabbi  James  A.  Wax, 
who  has  been  interested  and  active  in  the 
State’s  Mental  Health  Program.  A buffet 
supper  was  served  on  the  lawn  outside  the 
hospital,  and  all  Memphis  physicians  were 
invited. 
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Dr.  Robert  Metcalfe,  Crossville,  delivered  the 
principal  address  before  the  graduating  nurses 
class  of  the  Uplands  Cumberland  Medical  Center. 

Dr.  John  L.  Armstrong,  Somerville,  has  been 
elected  vice  president  of  the  Tennessee  Academy 
of  General  Practice. 

Dr.  H.  W.  Qualls,  Memphis,  has  been  re-ap- 
pointed for  another  four-year  term  on  the  Board 
of  Medical  Examiners. 

Dr.  John  B.  Youmans,  Nashville,  represented 
the  Association  of  American  Medical  Colleges  be- 
fore the  senate  appropriations  subcommittee  on 
health,  education  and  welfare. 

Dr.  William  W.  Tribby,  Memphis,  president  of 
the  Lions  Club,  addressed  the  group  describing 
various  medical  specialties  and  his  connection 
with  each  as  a pathologist. 

The  following  Memphis  physicians  were  elected 
to  the  respective  specialty  society  offices: 

Dr.  J.  W'esley  McKinney,  president  of  the  Ten- 
nessee Academy  of  Ophthalmology  and  Otolaryn- 
cology;  Dr.  William  F.  Mackey,  secretary  of  the 
Tennessee  State  Obstetrics  and  Gynecologic  So- 
ciety; Dr.  John  R.  Hall,  secretary  of  the  Tennes- 
see Thoracic  Society;  Dr.  William  E.  Denman, 
vice  president  of  the  Tennessee  Chapter  of  the 
American  College  of  Chest  Physicians;  Dr.  Earl 
P.  Bowerman,  vice  president  of  the  Tennessee 
Chapter  of  American  Trudeau  Society. 

Dr.  C.  J.  Ruilmann,  Nashville,  recently  ad- 
dressed the  University  of  Tennessee  Chapter  of 
Alpha  Omega  Alpha  medical  fraternity. 

Dr.  Robert  Brashear,  Knoxville,  was  a recent 
speaker  before  the  National  Athletic  Trainers  As- 
sociation convention  at  Miami  Beach,  Florida.  His 
subject  was  “Shoulder  Injuries,  Operations  and 
Rehabilitation.” 

Dr.  Charles  Harold  Alper,  Chattanooga,  re- 
cently appeared  on  a TV  program  “Your  Doctor 
Speaking.”  His  subject  was  “Treating  Deafness.” 

Dr.  George  Meneely,  Nashville,  presided  re- 
cently at  the  annual  convention  of  the  American 
College  of  Cardiology. 

Dr.  H.  L.  Monroe,  Erwin,  was  honored  by  the 
Board  of  Directors  of  the  Unicoi  County  Memorial 
Hospital. 
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Dr.  James  C.  Overall,  Nashville,  was  presented 
a silver  pitcher  by  the  Nashville  Pediatric  Society 
in  recognition  of  his  being  president-elect  of  the 
American  Academy  of  Pediatrics. 

Dr.  Taylor  Farrar,  Shelbyville,  has  been  ap- 
pointed to  the  Shelbyville  Housing  Authority. 

Dr.  J.  J.  Range,  Johnson  City,  has  been  elected 
secretary-treasurer  of  the  Tennessee  Radiological 
Society. 

Dr.  Daniel  A.  Brody,  Memphis,  has  been  elected 
president  of  the  Cardiac  Electrophysiology  Group, 
a branch  of  the  American  Federation  for  Clinical 
Research. 

Dr.  Dale  Allen,  White  Pine,  was  master  of  cere- 
monies at  a recent  meeting  of  the  Area  No.  16, 
Tennessee  Licensed  Practical  Nurses  Association. 

Dr.  Walter  J.  Johnson,  Pulaski,  has  been  ap- 
pointed by  the  Governor  to  the  Board  of  Medi- 
cal Examiners.  Serving  with  him  are  Dr.  Spencer 
Y.  Bell  of  Knoxville  and  Dr.  M.  T.  Tipton  of 
Union  City. 

Dr.  J.  S.  Ruflin,  Covington,  has  been  elected 
president  of  the  West  Tennessee  Medical  and 
Surgical  Association. 

Elected  as  officers  of  the  staff  at  St.  Mary’s  Hos- 
pital at  Humboldt,  are  the  following  physicians: 
Dr.  Edward  C.  Barker,  Trenton,  president;  Dr. 
John  W.  Ellis,  Dyer,  vice  president;  Dr.  Albert  II. 
Kick,  Humboldt,  secretary. 

Dr.  Frederic  Tremaine  Billings,  Jr.,  Nashville, 
has  been  installed  as  president  of  the  Middle  Ten- 
nessee Heart  Association.  He  succeeds  Dr.  Robert 
Quinn  of  Nashville. 

Dr.  Tea  AeufT,  Knoxville,  presented  the  Ameri- 
can Cancer  Society  Film  “The  Warning  Shadow” 
at  a recent  meeting  of  the  Sertoma  Club. 

Dr.  James  C.  Roberts,  Jr.,  Knoxville,  has  been 
named  associate  pathologist  and  director  of  in- 
tern and  resident  training  at  Baptist  Hospital. 

Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga,  has 
been  named  president  of  the  Chattanooga  Guid- 


ance Clinic.  Dr.  Augustus  McCravey,  Chatta- 
nooga, is  vice-president  of  the  clinic. 

Dr.  G.  Turner  Howard,  Jr.,  Knoxville,  showed 
a film  entitled  “Plastic  Repair  of  Cleft  Palate  and 
Harelip”  at  the  meeting  of  the  Second  District 
Dental  Assistants  Association  recently. 

Doctors  Virgil  M.  Howie  and  James  B.  Helme 
announce  their  association  in  the  practice  of  pedi- 
atrics, in  Nashville. 

Doctors  Henry  B.  Brackin  and  Henry  B. 
Brackin,  Jr.,  announce  the  removal  of  their  office 
to  1918  Church  Street,  Nashville,  for  the  practice 
of  psychiatry. 


Newly  Licensed  Physicians  in  Tennessee 

Dornette,  William  H.  L.,  Memphis 
Arbogast,  James  E.,  Salem,  Virginia 
Jones,  Laurence  W.,  Clarksville,  Ind. 

Norris,  Margaret  S.,  Nashville 
Balchum,  Ellen  G.,  Nashville 
Adkins,  Henry  L.,  Memphis 
Stein,  Tisha,  Nashville 
Richardson,  Lionel  L.,  Brooklyn,  N.  Y. 

Winters,  Harry  H.,  Monroe,  La. 

Bellomy,  Bruce  B.,  Staten  Island,  N.  Y. 

AMA  Sets  August  27-28  tor 
Public  Relations  Institute 

Be  sure  to  circle  the  dates  of  Wednesday  and 
Thursday,  August  27  and  28,  on  your  calendar 
for  the  American  Medical  Association’s  1958  Pub- 
lic Relations  Institute  at  the  Drake  Hotel,  Chi- 
cago. The  meeting  will  be  of  particular  interest 
to  state  and  county  medical  society  executives, 
public  relations  personnel  and  public  relations 
chairmen.  Further  details  will  be  announced 
later. 


REID’S 


VITAMIN  DROPS 

Each  cc.  contains: 

Vitamin  A palmitatc  4,500  U S P Unit? 
Vitamin  0 calciferol  1.000  USP  Units 
Ascorbic  Acid  (Cl  75  mg 

REID  LABORATORIES,  INC.  ATLANTA  14,  GEORGIA 
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A ton  or  two  of  metal  hurtling  down  the  highway  at  60  to  70  miles  an  hour  may  be  a lethal  weapon 
for  the  rider  within  its  metal  walls  or  for  the  one  struck  by  this  massive  missle.  If  not  immediately 
lethal,  it  commonly  leaves  a bruised  and  broken  body.  Few  doctors  escape  responsibility  for  such 

victims  at  one  time  or  another. 

Symposium:  Automobile  Accidents 

INTRODUCTION 


H.  L.  MONROE,  M.D.,  Erwin,  Tenn. 


In  view  of  the  increasing  frequency, 
severity,  and  multiplicity  of  wounds  suf- 
fered in  automobile  accidents,  it  was 
thought  by  the  program  committee  that  this 
symposium  would  be  timely. 

In  this  day  of  more  powerful  and  faster 
automobiles,  the  injuries  suffered  by  victims 
in  wrecks  are  far  more  extensive  and 
serious.  The  all  too  frequent  clinical  pic- 
ture seen  in  the  emergency  room  is  an  un- 
conscious, bloody,  and  dirty  victim  with  ob- 
vious extensive  lacerations  and  fractures. 
He  probably  is  a stranger  and  no  one  knows 
anything  about  his  past  history  or  back- 

*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  21,  1958,  Gatlinburg, 
Tenn. 


ground.  Is  he  unconscious  from  hemor- 
rhage, head  injury,  drugs,  alcohol,  diabetic 
coma,  or  has  he  suffered  a stroke?  Since 
the  final  outcome  of  any  treatment  depends 
so  much  upon  what  is  done  immediately,  I 
think  it  is  incumbent  upon  us  as  doctors  to 
be  exceedingly  careful  in  our  initial  evalua- 
tion of  the  situation.  I do  not  like  to  refer 
to  this  as  “first  aid”  but  as  “initial  treat- 
ment,” because  the  success  of  later  definitive 
treatment  may  be  in  direct  proportion  to  the 
correctness  of  the  initial  treatment. 

The  members  of  our  panel  are  doctors 
whose  ability  in  their  respective  fields  is 
well  known  to  all  of  us  and  it  is  with 
pleasure  that  I introduce  to  you  our  first 
speaker.  Dr.  Charles  Trabue  of  Nashville. 


ABDOMINAL  INJURIES* 

CHARLES  C.  TRABUE,  M.D.,  Nashville,  Tenn. 


Injury  of  abdominal  viscera  may  be  due  to 
either  a penetrating  or  a nonpenetrating 
wound.  The  emergency  treatment  of  the 
two  types  of  wounds  is  essentially  the  same. 
In  many  cases  the  necessity  of  operative  in- 
tervention will  be  obvious  while  in  others, 
particularly  some  of  the  nonpenetrating 
wounds,  observation  will  be  required  to 
make  this  decision.  In  either  case  the  pa- 
tient should  be  transported  at  once  to  a 
hospital  where  observation,  diagnostic  pro- 
cedures and  surgery,  if  indicated,  can  be 

*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  21,  1958,  Gatlinburg, 
Tenn. 


carried  out  immediately.  Moderate  seda- 
tion should  be  followed,  in  those  cases 
where  shock  is  present  or  impending,  by 
the  administration  of  blood  or  plasma  ex- 
panders during  the  period  of  transportation. 

Good  surgical  judgment  is  required  to  de- 
termine how  much  time  should  be  spent  on 
diagnosis  and  preparation  of  the  patient, 
and  to  decide  just  when  immediate  surgical 
intervention  is  imperative.  If  there  are 
signs  of  continuing  blood  loss  with  a non- 
penetrating injury,  there  is  little  to  gain  by 
delay  of  surgery  after  adequate  blood  re- 
placement has  been  carried  out.  A plain 
x-ray  film  of  the  abdomen  and  either  a 
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lateral  decubitus  or  upright  picture  may  be 
of  value  in  determining  the  presence  of  air 
escaped  from  a perforated  hollow  viscus. 
Such  films  will  also  locate  any  foreign 
body.  It  is  well  to  bear  in  mind  that  the 
degree  and  duration  of  shock  are  the  most 
lethal  factors  in  abdominal  injuries.  Infec- 
tion, which  formerly  was  responsible  for  so 
many  deaths,  is  now  less  often  of  impor- 
tance because  of  the  advent  of  effective  anti- 
biotic therapy.  Therefore,  the  degree  and 
duration  of  shock  must  be  considered  as  the 
most  important  factor  in  determining  the 
optimum  time  for  the  operation. 

If  there  is  doubt  concerning  the  necessity 
of  operation,  it  is  far  better  to  explore  than 
to  allow  an  intra-abdominal  hemorrhage  or 
perforation  to  go  untreated.  This  question 
becomes  more  difficult,  but  of  the  same  im- 
portance, if  there  are  other  severe  injuries. 
Any  penetrating  wound  from  a free  flying 
object,  which  has  its  point  of  entry  any- 
where between  the  shoulders  and  the  knees 
must  be  suspected  of  causing  abdominal  in- 
jury. Evidence  of  intra-abdominal  injury 
as  manifested  by  localized  pain,  tenderness, 
and  rigidity,  or  by  obvious  evidence  of  blood 
loss,  or  shock,  may  preclude  the  necessity 
of  x-rays  and  other  diagnostic  studies. 

Having  decided  to  operate,  the  choice  of 
anesthetic  is  important.  There  is  seldom  an 
indication  for  spinal  anesthesia  in  these 
cases.  A light  Pentothal  induction  followed 
by  endotracheal  ether  or  cyclopropane  is 
usually  preferable.  Additional  muscle  re- 
laxants  may  be  helpful  to  the  surgeon.  The 
incision,  of  course,  is  chosen  to  give  access 
to  the  organs  which  are  most  likely  to  be 
injured.  It  is  by  no  means  necessary  to  in- 
clude the  entry  wound  in  the  operative  in- 
cision and  actually,  if  the  wound  needs  de- 
bridement, it  is  probably  better  to  treat  it 
separately.  If  there  is  evidence  of  massive 
hemorrhage  and  no  hint  as  to  whether  the 
liver  or  the  spleen  is  injured,  it  is  better  to 
make  the  incision  on  the  left  side.  Some 
surgeons  prefer  the  transverse  incision 
which  can  be  extended  across  the  midline 
when  necessary. 

The  operative  treatment  of  abdominal  in- 
juries may  be  considered  in  three  groups: 
wounds  of  hollow  viscera,  wounds  of  solid 
viscera  and  wounds  of  blood  vessels. 


Injuries  of  Hollow  Viscera 

The  small  intestine  is  the  most  frequently 
injured  hollow  viscus  and  the  large  in- 
testine is  next  in  frequency.  Together  they 
comprise  over  a third  of  such  injuries.  In 
wounds  of  the  small  intestine  simple  closure 
of  the  perforation  suffices  in  most  instances. 
However,  when  two  or  more  wounds  occur 
in  proximity  resection  may  give  a more  sat- 
isfactory result  with  less  chance  of  narrow- 
ing the  bowel  lumen.  The  entire  intestine 
from  the  ligament  of  Treitz  to  the  ileocecal 
valve  must  be  picked  up  and  very  syste- 
matically searched  for  wounds.  If  a dozen 
wounds  are  meticulously  closed  and  only 
one  wound  is  overlooked  the  operation  will 
have  been  for  naught  and  the  patient  will 
most  likely  die.  Penicillin  and  streptomycin 
are  frequently  used  intraperitoneally  and 
routinely  used  intramuscularly.  Neomycin 
intraperitoneally  is  very  effective,  but  is  too 
toxic  for  routine  use. 

The  problem  of  repair  of  injuries  of  the 
colon  may  be  quite  different.  During  World 
War  II  it  was  learned  that  exteriorization  of 
the  injured  colon  was  often  safer  than  pri- 
mary suture.  Sutured  wounds  of  the  colon 
are  far  more  prone  to  break  down,  leak  and 
cause  fatal  peritonitis  than  are  wounds  of 
the  small  intestine,  because  of  the  poorer 
circulation  of  the  bowel  wall  and  the  high 
content  of  pathologic  bacteria.  It  is  for  this 
reason  that  the  safest  way  to  manage  the 
majority  of  wounds  of  the  colon  is  by  the 
mobilization  of  the  injured  loop  so  that  the 
perforation  may  be  brought  out  through  the 
wound  beyond  the  level  of  the  skin. 

A compromise  procedure  which  I have 
used  with  satisfaction  is  the  closure  of  the 
perforation  of  the  bowel  wall  and  its  ex- 
teriorization. If  the  closure  leaks  then  one 
simply  has  a colostomy  to  deal  with.  If  it 
does  not  leak,  it  may  very  readily  be 
dropped  back  in  the  abdomen  after  7 to  10 
days,  and  the  wound  closed.  This  method 
provides  the  safety  of  a colostomy  without 
many  of  its  disadvantages. 

On  the  other  hand  if  the  wound  is  small, 
the  interval  since  injury  is  short,  and  the 
surgeon  is  not  only  skilled  but  also  possessed 
of  good  surgical  judgment,  he  may  reason- 
ably choose  to  close  the  wound  primarily. 

Wounds  of  the  cecum  and  ascending 
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colon,  if  exteriorized,  present  the  difficult 
problems  of  liquid  feces  similar  to  those  of 
an  ileostomy.  Therefore,  primary  resection 
and  ileocolostomy  may  at  times  be  the  pro- 
cedure of  choice.  Wounds  of  the  lower  sig- 
moid and  rectum  cannot  be  exteriorized  and 
must  be  treated  by  closure  of  the  wound 
and  the  establishment  of  a diverting  colos- 
tomy at  a higher  level.  If  the  injury  is  be- 
low the  peritoneal  reflection,  the  area  of  in- 
jury should  be  drained  through  a separate 
incision  made  between  the  anus  and  the 
coccyx. 

Wounds  of  the  duodenum,  particularly  its 
retroperitoneal  portion,  may  be  difficult  to 
detect  and,  if  untreated,  are  universally 
fatal.  For  this  reason,  if  any  doubt  at  all 
exists,  the  duodenum  should  be  reflected  for 
examination  by  division  of  its  right  lateral 
peritoneal  reflection. 

The  stomach  is  quite  frequently  injured. 
Wherever  such  a possibility  exists  the 
stomach  should  be  mobilized  by  division  of 
the  gastrocolic  ligament  to  allow  visualiza- 
tion of  the  posterior  wall.  Simple  closure 
of  the  wound  followed  for  a few  days  with 
nasogastric  suction  is  proper  treatment. 

An  injured  gallbladder  may  be  either 
sutured  or  removed.  The  common  bile  duct 
if  injured  may  be  repaired  over  a T-tube 
drainage.  Injuries  of  the  urinary  bladder 
are  diagnosed  by  a cystogram.  The  urinary 
bladder  may  be  sutured  and  drainage  estab- 
lished through  a Foley  catheter  in  the 
urethra  and  a rubber  wick  in  the  space  of 
Retzius.  The  ureter  is  rarely  injured  but 
should  be  meticulously  repaired  and  in- 
traluminal drainage  established  with  a 
urethral  catheter  brought  out  through  the 
flank.  Wounds  of  the  kidney  are  treated, 
where  possible,  by  suture  repair  of  the 
damage,  and  flank  drainage.  However,  if 
the  injury  is  extensive  or  if  hemorrhage  is 
severe,  nephrectomy  may  be  mandatory. 

Wounds  of  Solid  Viscera 

The  treatment  of  injuries  of  the  spleen 
may  be  stated  completely  in  two  words, — 
always  splenectomy.  And  this  includes  the 
simple  subcapsular  hemorrhage,  since  this 
is  sure  to  rupture  later.  Suture  or  packing 
of  the  spleen  is  never  to  be  considered. 
Hemorrhage  from  the  spleen  may  be  de- 


layed for  hours  or  days  and  this  possibility 
must  always  be  borne  in  mind. 

The  liver  is  injured  more  frequently  than 
any  other  organ  in  the  abdomen.  This  per- 
centage is  increased  considerably  if  only 
nonpenetrating  wounds  are  considered. 
Liver  wounds  are  usually  treated  satis- 
factorily by  sutures  of  catgut  placed  deeply 
and  at  some  distance  away  from  the  edge  of 
the  laceration.  Gelfoam  placed  in  the  lacera- 
tion and  within  the  loop  of  the  suture  may 
help  to  control  an  ooze.  It  is  imperative  to 
prevent  bile  leakage  if  possible,  and  the 
abdomen  should  be  drained  in  all  cases. 
Gauze  packs,  placed  to  control  liver  hemor- 
rhage, are  to  be  avoided. 

Major  Vascular  Injuries 

Wounds  of  the  mesentery  are  fairly  fre- 
quent. Either  arteries  or  veins  may  be  in- 
jured to  the  point  of  circulatory  impairment 
of  the  corresponding  loop  of  bowel.  Such 
an  injury  may  even  require  intestinal  re- 
section and  anastomosis.  More  often  the 
injury  may  be  treated  by  simple  ligation  of 
the  torn  vessel,  and  closure  of  the  mesenteric 
defect  to  prevent  herniation.  The  develop- 
ment of  a hematoma  in  the  leaves  of  the 
mesentery  must  be  avoided  as  this  alone 
may  cause  necrosis  by  venous  pressure. 

Wounds  of  major  vessels  such  as  the  aorta, 
vena  cava,  iliac  and  superior  and  inferior 
mesenteric  arteries  are  often  immediately 
fatal.  On  the  other  hand,  present  day  meth- 
ods and  materials  for  vascular  grafts  make 
it  more  imperative  than  ever  that  immedi- 
ate exploration  be  done  where  severe  irre- 
versible shock  suggests  such  an  injury. 
Simple  suture  of  the  artery  or  vein  is,  of 
course,  the  operation  of  choice  if  this  can 
be  done  without  too  much  constriction  of 
the  vessel.  The  presence  of  a retroperitoneal 
hematoma  is  an  indication  for  exploration 
of  this  area  to  rule  out  major  vascular  dam- 
age. Every  hospital  should  now  keep  avail- 
able and  ready  for  instant  use  a set  of 
special  blood  vessel  instruments  and  syn- 
thetic vascular  grafts. 

Summary 

In  conclusion,  there  are  several  outstand- 
ingly important  principles  to  be  kept  r 
mind.  Steps  to  prevent  or  treat  shock 


314 


SYMPOSIUM:  AUTOMOBILE  ACCIDENTS 


August,  1958 


should  be  instituted  immediately,  either  on 
or  before  arrival  at  the  hospital.  During 
this  period  diagnostic  attempts  are  made 
to  determine  the  extent  and  the  organs  in- 
jured, by  the  evaluation  of  the  history, 
physical  findings,  blood  studies  and  x-ray 
examinations.  Surgery  is  preferably  de- 


ferred until  shock  is  controlled,  unless  this 
seems  to  have  reached  an  irreversible  stage. 
The  incision  should  be  adequate  for  very 
complete  exploration.  Probably  the  sur- 
geon’s very  gravest  responsibility  is  that  no 
injury  be  overlooked  before  closure  of  the 
abdomen. 


HEAD  INJURIES* 

M.  PRANK  TURNEY,  M.D.,  Knoxville,  Tenn. 


It  is  not  within  the  scope  of  this  panel  to 
discuss  in  detail  the  pathophysiologic  mech- 
anisms associated  with  craniocerebral 
trauma.  Our  audience  is  represented  by  all 
branches  of  the  healing  arts  and,  therefore, 
not  concerned  with  neurosurgical  theories 
or  special  technics.  Our  moderator  has  re- 
quested a discussion  on  care  of  patients  in 
the  emergency  room  who  have  sustained 
trauma  to  the  head,  with  suggestions  as  to 
what  to  look  for,  what  to  do,  and  what  not 
to  do. 

The  patient  who  has  sustained  an  injury 
to  the  head  may  have  a lacerated  scalp,  a 
skull  fracture,  a hematoma  between  the 
skidl  and  brain,  or  intrinsic  brain  damage. 
Frequently  there  results  a combination  of 
several  of  these  lesions.  The  paramount  con- 
sideration is  the  degree  or  extent  of  brain 
damage,  whether  there  exists  space  occupy- 
ing intracranial  lesions,  and  what  can  be 
done  to  enhance  the  patient’s  recovery. 
Lacerations  of  the  scalp  and  skull  fractures, 
per  se,  relatively  insignificant  if  uncompli- 
cated, do  not  effect  the  prognosis  and  will 
be  discussed  first. 

Scalp  Lacerations 

Lacerations  of  the  scalp  are  obvious 
lesions.  One  must  be  aware  of  the  abundant 
vascular  supply  of  the  scalp  and  the 
exasanguinating  potentialities  of  extensive 
lacerations.  Consideration  must  be  given  the 
protective  barrier  against  infection,  offered 
by  the  dermis  and  the  galea.  The  thera- 
peutic principles  involved  in  such  lesions 
are:  cleanliness,  inspection,  hemastasis  and 
approximation  of  the  denuded  parts.  The 
hair  should  be  shaved  widely  about  any 


■ Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  21,  1958,  Gatlinburg, 
Tenn. 


laceration;  all  foreign  material  must  be 
carefully  removed;  devitalized  tissue  should 
be  excised;  and  the  wound  should  be 
thoroughly  irrigated  with  at  least  one  liter 
of  saline  until  clean.  The  use  of  Phisohex 
during  this  process  has  proved  helpful.  All 
lacerations  requiring  suture  should  be 
visually  inspected  to  exclude  an  underlying 
compound-depressed  and/or  comminuted 
fracture  of  the  skull.  Hemastasis  is  accom- 
plished by  proper  through  and  through 
suture  of  the  scalp.  Since  the  major  arterial 
supply  to  the  scalp  lies  immediately  super- 
ficial to  the  galea,  it  is  essential  that  the 
galea  be  incorporated.  Such  a suture,  using 
an  occasional  vertical  mattress  suture,  will 
give  adequate  approximation  and  hemasta- 
sis. A “tie,”  or  “buried  suture,”  is  not 
necessary  and  should  not  be  used.  The 
frequently  used  fine,  small  superficial  skin 
suture  has  no  place,  is  not  needed  for  ap- 
proximation, and  is  not  hemostatic.  Such 
bleeding,  if  permitted,  offers  an  excellent 
culture  media  for  infection.  But  infection 
of  a scalp  laceration  should  not  occur  if 
treated  as  suggested.  The  possibility  of  a 
cervical  spinal  fracture  should  be  considered 
when  the  trauma  to  the  scalp  is  located  in 
the  midfrontal  or  frontotemporal  region, 
particularly  in  an  unconscious  patient  or 
one  complaining  of  discomfort  in  the  neck. 

Fractures 

Linear  and  comminuted  fractures  of  the 
skull  are  of  no  clinical  significance,  require 
no  treatment,  and  only  represent  additional 
evidence  that  the  patient  received  a blow 
to  the  head  sufficient  to  interrupt  the  con- 
tinuity of  the  skull.  These  are  usually  diag- 
nosed by  roentgenograms,  which  are  fre- 
quently displayed  by  lawyers  to  impress  a 
jury.  Said  “x-rays”  serve  no  other  purpose 
except  to  disturb  the  family  and  the  patient 
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when  such  information  is  submitted  to  their 
consternation. 

Compound  fractures  into  paranasal 
sinuses  causing  leakage  of  cerebrospinal 
fluid  from  cranial  orifices  do  not  require 
roentgenograms  for  diagnosis  and  are  ap- 
parent when  such  drainage  is  visualized. 
Frequently  such  fractures  are  not  demon- 
strable on  the  films.  Treatment  of  this 
condition  requires  the  use  of  antibiotics  to 
prevent  intracranial  sepsis.  Drainage 
should  be  encouraged  until  it  spontaneously 
subsides.  The  loss  of  chlorides  by  this 
process,  if  significant,  should  be  replaced  by 
appropriate  intravenous  fluids  or  increase  in 
salt  diet.  The  patient  must  be  warned 
against  “blowing  the  nose”  for  fear  of  pro- 
ducing an  intracranial  pneumocele  or  forc- 
ing contaminated  material  into  the  cranium. 
Persistent  cerebrospinal  fluid  drainage  re- 
quires surgical  correction. 

Generally  speaking,  all  depressed  skull 
fractures  should  be  elevated.  The  need  for 
elevation  depends  upon  the  relation  of  the 
depression  to  functionally  important  areas 
of  the  brain,  the  extensiveness  of  the  defect, 
and  the  cosmetic  deformity. 

Compound  fractures  should  be  handled 
with  sound  surgical  principles,  he.,  cleansing 
and  debridement.  Compound,  comminuted, 
depressed  fractures  associated  with  lacera- 
tion of  the  dura  and  brain  constitute  one  of 
the  few  neurosurgical  emergencies  and  are 
easily  and  readily  recognized  in  the  emer- 
gency room.  Any  laceration  of  the  scalp 
with  cerebrospinal  fluid  drainage  must  be 
so  considered. 

Craniocerebral  Trauma 

We  are  not  too  concerned  with  lacerations 
of  the  scalp  and/or  skull  fractures  since 
they  do  not  kill,  nor  are  they  accompanied 
by  appreciable  morbidity.  We  are  vitally 
concerned  with  injury  to  the  brain.  The 
extent  and  severity  of  brain  injury  is 
largely  determined  at  the  time  of  trauma. 
If  the  force  of  the  blow  to  the  head  is  rela- 
tively slight,  the  injury  may  be  slight  and 
one  might  expect  prompt  recovery  without 
sequelae.  If  the  blow  is  severe,  the  brain 
injury  might  be  severe  and  death  ensue. 
There  are  no  constant  factors  in  head  in- 
juries, particularly  in  craniocerebral  trauma 


occurring  in  automobile  wrecks.  One  sees 
all  degrees  of  severity.  Following  injury 
to  the  head  on  occasion,  there  occurs  intra- 
cranial bleeding  produced  by  a tear  of  a 
blood  vessel  between  the  skull  and  dura 
( epidural  hematoma) , tear  of  a cortical  vein 
or  veins  draining  into  the  major  venous 
sinuses  producing  bleeding  into  the  sub- 
dural space  (subdural  hematoma),  and 
bleeding  into  the  brain  itself  (intracerebral 
hematoma).  These  hematomas  rarely  exist 
without  some  brain  damage.  A so-called  un- 
complicated subdural  or  epidural  hematoma 
is  a rare  occurrence;  there  usually  is  some 
degree  of  cerebral  contusion  and/or  lacera- 
tion. Cerebral  commotion  frequently  is  the 
only  causative  agent  with  severe  trauma  to 
the  head. 

Diagnosis 

It  is  the  responsibility  of  the  physician  to 
determine  the  degree  of  brain  injury, 
whether  there  exists  generalized  cerebral 
contusion-laceration  that  cannot  be  helped 
by  operation,  or  whether  there  exists  an  in- 
tracranial hematoma  of  clinical  significance 
to  indicate  operation.  Unfortunately,  ab- 
normal neurologic  signs,  such  as  reflex 
changes,  do  not  afford  too  much  help  in 
determining  the  presence  of  an  intracranial 
collection  of  blood.  All  abnormal  findings 
should  be  noted  at  the  original  examina- 
tion and  these  followed  carefully  so  that 
any  progression  or  new  focal  signs  may  be 
recognized  and  evaluated. 

Hemiplegia  occurring  at  the  time  of  a con- 
tact blow  to  the  head,  in  closed  injuries,  is 
indicative  of  cerebral  contusion-laceration 
and  is  usually  contrecoup.  Surgery  has 
little  if  anything  to  offer.  The  delayed, 
progressive  hemiparesis,  however,  can  only 
be  the  result  of  an  active  process  and  justi- 
fies investigation. 

By  far  the  most  important  factor  in  evalu- 
ating the  degree  of  brain  damage  is  the  con- 
scious state.  This  is  an  index  of  assessing 
on  the  basis  of  the  traumatic  insult  to  the 
brain  itself,  regardless  of  surface  lesions 
that  might  be  present.  Most  patients  when 
rendered  unconscious  from  a blow  to  the 
head  look  extremely  sick.  One  cannot  de- 
termine the  extent  of  cerebral  insult  when 
seeing  them  shortly  after  such  an  injury 
The  conscious  level  should  be  frequently 
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checked  throughout  the  course  of  their  dis- 
ease for  proper  evaluation,  since  treatment 
will  depend  upon  alterations  of  this  state. 
On  the  basis  of  the  conscious  state,  cases 
may  be  divided  into  groups  that  indicate 
certain  intracranial  processes  have  devel- 
oped. 

Group  I 

Minimal  insult  to  the  brain  with  momentary  or 
relatively  short  loss  of  consciousness  immediately 
following  injury  followed  by  recovery  without 
sequelae.  Except  in  some  compensable  or  liabil- 
ity cases  this  group  should  be  classified  as  cerebral 
concussion. 

Group  II 

Minimal  insult  to  brain,  short  or  no  loss  of 
consciousness  immediately  following'  injury.  A 
few  hours  to  (rarely)  days  develop,  usually 
rapidly,  evidence  of  cerebral  dysfunction.  This 
may  be  manifest  by  progressive  stupor  to  coma, 
abnormal  focal  neurological  signs,  i.e.,  hemiparesis, 
dilated  pupil,  and  usually  subgaleal  hematoma  on 
the  side  of  the  lesion.  This  group  must  be  con- 
sidered as  having  a rapidly  expanding  intra- 
cranial lesion.  Operation  is  urgent  to  exclude 
epidural  or  intracerebral  hematomas.  These 
lesions  are  arterial  in  origin. 

Group  III 

Minimal  insult  to  the  brain  with  momentary  or 
no  loss  of  consciousness  immediately  following  in- 
jury. A few  days  to  months  later  develop  evi- 
dence of  cerebral  dysfunction.  This  situation  is 
indicative  of  a subdural  hematoma. 

Group  IV 

Moderate  cerebral  insult,  probably  several  hours 
of  unconsciousness,  followed  by  stupor  and,  in 
some,  signs  of  focal  alteration  in  the  brain,  grad- 
ually improving  within  a few  days,  relative 
lucidity  for  a few  days  to  weeks  followed  by 
gradual  lapse  into  stupor,  often  hemiparesis,  coma, 
and  death,  if  not  operated.  This  clinical  course 
would  suggest  cerebral  contusion-laceration  as- 
sociated with  a subdural  hematoma.  Surgery  is 
mandatory. 

Group  V 

Profound  cerebral  disturbances  immediately  fol- 
lowing accident  with  prolonged  unconsciousness 
associated  with  hyperthermia,  cyanosis,  rapid 
labored  respiration,  downhill  course,  and  death 
within  two  to  three  days  or  a protracted  vegeta- 
tive state.  This  group  represents  those  with 
generalized  cerebral  contusion-lacerations  and 
cannot  be  benefited  by  surgery. 

There  are  many  and  varied  clinical 
courses  found  when  dealing  with  large  num- 
bers of  traumatic  cases.  The  multiplicity 


of  intracranial  lesions  produced  by  cranio- 
cerebral trauma  does  not  permit  delineation 
of  a syndrome  that  would  be  typical  of  a 
subdural,  epidural,  or  intracerebral  hema- 
toma. There  is  no  typical  picture  of  any  of 
the  intracranial  hematomas  although  cer- 
tain features  as  outlined  above  demand  sur- 
gical investigation.  The  number  of  sur- 
gically significant  lesions  that  develop  fol- 
lowing cranial  trauma  is  comparatively 
rare.  At  Kings  County  Hospital  (1)  from 
1932  to  1957,  there  have  been  seen  46-574 
patients  who  have  had  head  injuries  re- 
quiring hospitalization.  Of  these,  there 
were  verified  at  operation  or  autopsy  171 
epidural  hematomas,  873  subdural  hema- 
tomas, and  153  intracerebral  hematomas. 
The  majority  of  patients  coming  to  autopsy 
died  because  of  severe  brain  damage  and 
multiplicity  of  traumatic  lesions.  No  at- 
tempt has  been  made  to  separate  those  in 
which  the  hematoma  was  thought  to  be  the 
major  lesion.  These  findings  represent  the 
number  of  hematomas  found,  of  at  least  20 
grams,  regardless  of  the  severity  of  brain 
laceration  or  other  bodily  injuries.  They 
do  not  imply  that  the  hematomas  were  the 
main  problem.  The  actual  surgical  lesions 
would  therefore  be  less  than  is  suggested. 
The  number  of  cases  operated  upon  as  com- 
pared to  the  total  found  at  autopsy  is  not 
available  at  this  time.  If  one  disregards  ex- 
tensive brain  damage  and  all  other  injuries, 
and  uses  these  figures  to  determine  the  in- 
cidence of  intracranial  hematomas  that 
might  be  expected  in  all  head  injuries,  the 
figure  will  be  1,197  - or  2.5  percent.  Cer- 
tainly  the  percentage  of  patients  who  could 
be  benefited  by  operation  would  be  much 
less  than  in  this  series.  These  cases  would 
again  emphasize  that  we  are  dealing  with 
brain  insult  and  should  not  attempt  to  dis- 
cuss hematomas  as  acute,  subacute,  and 
chronic.  The  accuracy  of  these  figures  has 
not  been  hampered  by  the  political  lay  cor- 
oner. Under  the  medical  examiner’s  system 
practically  one  hundred  percent  of  autopsies 
can  be  assumed  in  all  cases  of  trauma  or 
suspected  foul  play.  In  our  commonwealth, 
replacing  the  lay  politician  by  the  compe- 
tent pathologist  would  vastly  alter  our  pres- 
ent vital  statistics. 

It  might  be  said  that  any  patient  having 
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sustained  a blow  to  the  head,  rendered  un- 
conscious or  not,  who  does  well,  having 
shown  definite  improvement  but  who  later 
begins  to  deteriorate,  with  cerebral  dys- 
function, should  be  considered  as  harboring 
an  intracranial  hematoma.  It  may  also  be 
stated  that  it  is  useless  to  subject  a patient 
who  has  been  rendered  unconscious,  has 
remained  in  a coma  since  injury,  manifests 
cerebral  dysfunction  without  any  evidence 
of  response  or  signs  of  improvement,  to 
needless  and  meddlesome  surgery. 

Treatment 

The  treatment  of  patients  who  have  sus- 
tained craniocerebral  insult  is  conservative 
until  they  develop  symptoms  and  signs  in- 
dicating the  existence  of  one  or  more  of  the 
surgical  lesions.  They  are: 

1.  Significantly  depressed  skull  fracture 

2.  Epidural  hematoma 

3.  Subdural  hematoma 

4.  Intracerebral  hematoma 

Operation  is  urgent  in  all  but  the  sub- 
dural hematoma  and  occasionally  the  de- 
pressed skull  fracture.  There  is  little  to  be 
gained  by  early  operation  directed  at  a sub- 
dural hematoma.  These  are  usually  venous 
in  origin  and  do  not  constitute  an  emer- 
gency. It  is  believed  that  if  this  type  of 
subdural  collection  cannot  be  tolerated  for 
three  to  five  days,  it  is  of  secondary  impor- 
tance and  surgery  would  not  benefit  the 
patient.  Cerebral  contusion-laceration  is 
probably  the  major — -if  not  the  only — lesion 
causing  his  difficulty.  Experience  has  fos- 
tered this  contention. 

What  to  Do 

There  are  general  therapeutic  measures 
to  be  employed  in  the  treatment  of  all  pa- 
tients with  craniocerebral  trauma.  These 
are: 

I.  Maintain  adequate  respiratory  airways. 

A.  This  may  be  accomplished  by  thorough 
and  frequent  suction  of  the  nasal  pas- 
sages and  trachea  with  a rubber  catheter 
inserted  down  to  the  bronchial  level.  If 
the  patient  has  a cough  reflex,  this  will 
probably  be  sufficient. 

B.  Maintain  dependent  position  of  the  mouth 
so  that  secretion  will  run  out.  Do  not 
permit  patient  on  his  back. 

C.  If  suction  cannot  be  used  because  of  lar- 
yngeal spasm  or  other  cause,  a trache- 
otomy should  be  performed. 


II.  Maintain  nutrition,  fluid,  and  electrolyte 

balance. 

A.  Supplement  intake  by  intravenous  fluids 
for  the  first  24  to  48  hours. 

B.  If  the  patient  is  not  able  to  take  feedings 
after  this,  use  Levin  tube  feeding. 

III.  Control  body  temperature. 

A.  Do  not  permit  the  temperature  to  get 
above  101.5  rectally  by  use  of  ice  bags, 
ice,  alcohol  baths,  fan,  or  aspirin. 

B.  Cover  the  patient  to  a minimum. 

IV.  Indwelling  catheter. 

A.  If  the  patient  is  incontinent,  this  will 
help  prevent  soiling,  skin  necrosis,  and 
contamination  of  skin  lesions. 

B.  Output  can  be  measured. 

V.  Mechanical  restraints. 

A.  If  the  patient  is  extremely  restless,  the 
hands  may  be  wrapped  “boxing  glove” 
type  so  that  he  cannot  remove  the  ca- 
theter, dressings,  or  Levin  tube. 

B.  A canvas  restraint  about  the  waist  will 
usually  be  sufficient  with  rails  on  both 
sides  of  the  bed.  Patients  do  not  fight 
this  as  they  do  the  wrist  and  ankle  re- 
straints. 

VI.  Sedation. 

A.  Sodium  Luminal  2.5  grains  p.r.n.  will 
usually  suffice.  If  not,  chloryl  hydrate 
may  be  used  rectally.  Keep  sedation  to 
a minimum  so  that  the  conscious  state 
can  be  evaluated. 

B.  Do  not  give  heavy  sedations  such  as 
morphine  or  Demerol  under  any  circum- 
stances. 

VII.  Check  conscious  state  frequently. 

A.  Response  to  verbal  stimuli. 

B.  Response  to  painful  stimuli,  noting  any 
change  for  better  or  worse  and  move- 
ments of  the  extremities. 

VIII.  Frequent  change  of  position. 

A.  The  head  should  be  elevated  about  20 
degrees  to  facilitate  venous  drainage 
from  the  brain. 

B.  The  patient  should  be  turned  side  to  side 
at  least  every  2 hours. 

C.  Never  permit  an  unconscious  patient  to 
remain  on  his  back.  He  will  aspirate 
vomitous  or  mucus,  or  the  tongue  will 
obstruct  passages. 

IX.  Check  vital  signs  every  one  hour  or  more 

often  while  unconscious. 

A.  Note  change.  It  makes  little  difference 
whether  pulse  is  slow  or  fast;  a change 
from  one  to  the  other  is  significant.  This 
is  true  generally  of  other  vital  signs. 

B.  Shock  is  rarely  if  ever  caused  by  cere- 
bral injury.  If  this  is  present  look  else- 
where for  cause. 

X.  Observe  for  development  of  paresis,  face 

and  extremities. 

A.  This  can  be  done  while  checking  re  - 
sponse to  painful  stimuli. 
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B.  The  patient  may  “favor”  one  extremity 
over  another. 

XI.  Antibiotics  as  therapeutic  and  prophylactic 
measures. 

If  a patient  has  lacerations  and/or  bleed- 
ing from  the  cranial  orifices,  antibiotics 
should  be  used. 

What  Not  to  Do 

There  are  several  “DON’TS”  that  should 

be  re-emphasized. 

I.  Don't  give  morphine  or  Demerol. 

II.  Don’t  dehydrate  the  patient  or  give  hyper- 
tonic solutions. 

III.  Don't  struggle  with  the  patient  to  get  X-ray 
studies  of  the  skull. 

IV.  Don’t  move  the  patient  when  suspecting  cer- 
vical fracture;  get  a portable  lateral  X-ray 
film  of  the  spine. 

V.  Don’t  permit  unconscious  patient  to  be  on 
his  back. 

VI.  Don’t  permit  the  patient  to  obstruct  his  air- 
ways. 

VII.  Don’t  permit  fever  to  get  out  of  control. 

VIII.  Don’t  employ  catheter  suction  of  airways 
via  nose  in  the  presence  of  traumatic  cere- 
brospinal fluid  rhinorrhea. 

IX.  Don't  permit  so  many  visitors  that  nursing 
care  cannot  be  accomplished. 

X.  Don’t  consider  skull  fracture  a cause  of 
death. 

XI.  Don’t  try  to  explain  “shock”  on  the  basis  of 
cerebral  trauma:  exception — very  young  pa- 
tients. 

XII.  Don't  take  all  severely  injured  patients  to 
the  operating  room  for  burr  holes — “for  un- 
determined injury  to  the  brain.”  This  may 
prove  remunerative  but  not  gratifying. 

Summary  and  Conclusion 

The  proper  management  of  head  injuries 
requires  that  the  physician  determine 


whether  there  exists  a surgical  lesion. 
These  are;  significantly  depressed  skull 
fractures,  epidural,  subdural  or  intracere- 
bral hematomas.  These  alone  can  be  bene- 
fited by  operation.  There  are  no  other 
surgically  amenable  lesions  directly  result- 
ant from  contact  trauma  to  the  head.  Other 
pathologic  processes,  such  as  contusion- 
laceration  of  the  brain,  call  for  the  institu- 
tion of  supportive  measures.  Since  brain 
damage  frequently  complicates  the  operable 
lesion,  such  treatment  will,  in  the  majority 
of  cases,  be  required  to  supplement  the 
surgical  therapy. 

The  significance  of  skull  fracture  has  been 
discussed  and  measures  suggested  as  to  the 
proper  handling’  of  scalp  laceration. 

Diagnostic  clinical  features  have  been 
briefly  referred  to  with  emphasis  on  the  im- 
portance of  the  conscious  state  in  evaluation 
of  the  patient  in  regard  to,  “what  to  look 
for,”  “what  to  do,”  and  “what  not  to  do” 
have  been  briefly  outlined  but  I hope  not 
under  emphasized. 

Surgical  methods  of  diagnosis  and  treat- 
ment are  not  within  the  scope  of  this  com- 
munication, nor  have  any  of  the  instru- 
mental diagnostic  aids  been  mentioned.  An 
attempt  has  been  made  to  present  some 
practical  ideas  that  might  be  of  aid  to  the 
clinician  in  his  evaluation  of  the  patient 
who  has  sustained  a head  injury. 

1.  Browder,  Jefferson:  State  University  of  New 
York  College  of  Medicine  at  New  York  City.  De- 
partment of  Neurosurgery.  Personal  communica- 
tion. 


CHEST  INJURIES* 


JOHN  R.  HALL,  M.D., 

Any  physician  may  be  called  upon  to 
handle  traumatic  thoracic  emergencies  at 
any  time.  In  many  instances  there  will  not 
be  sufficient  time  to  obtain  the  services  of 
a thoracic  surgeon  even  if  one  is  available. 
Many  times  the  life  or  death  of  the  patient 
may  depend  upon  the  initial  management. 
Consequently,  it  behooves  us  all,  whether 
we  are  particularly  interested  in  this  sub- 
ject or  not,  to  review  the  problems  peculiar 
to  the  chest  at  times. 

Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  21,  1958,  Gatlinburg, 
Tenn. 


Memphis,  Tenn. 

Anatomic  and  Physiologic  Considerations 

In  the  consideration  of  thoracic  trauma  a 
brief  review  of  the  basic  physiology  of  the 
chest  and  its  contents  is  of  prime  impor- 
tance. The  chest  wall  consists  of  the  ribs 
and  accessory  muscles  of  respiration  which, 
along  with  the  diaphragm,  functions  to  com- 
plete inspiration.  The  inner  side  of  the 
chest  wall  is  lined  by  a thin  membrane 
known  as  the  parietal  pleura.  This  parietal 
pleura  is  reflected  over  the  mediastinum, 
around  the  hilum  of  the  lung  and  extended 
over  the  surface  of  the  lung  as  the  visceral 
pleura.  The  visceral  and  parietal  pleuras 
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are  normally  in  apposition,  the  visceral 
pleura  sliding  easily  over  the  parietal  pleura 
with  respiration.  The  area  between  the 
visceral  and  parietal  pleura  is  referred  to 
as  the  pleural  space.  This  actually  is  a mis- 
nomer because  when  the  chest  is  function- 
ing normally  physiologically  there  is  no 
space  but  is  rather  a potential  space.  The 
lung  itself  is  an  organ  which  is  constantly 
trying  to  contract,  because  of  the  elastic 
fibers  within  the  lung  parenchyma  and  be- 
cause of  the  surface  tension  of  the  secretions 
lining  the  tracheobronchial  tree.  The  con- 
stant tendency  of  the  lung  to  contract  cre- 
ates a negative  pressure  within  the  poten- 
tial pleural  space  which  normally  is  — 8 to 
— 12  cm.  of  water.  The  heart  itself  lies  sus- 
pended approximately  in  the  midline  in  a 
flexible,  serous  bag  or  pericardium.  Its 
flexibility  and  its  location  between  the  pos- 
terior portion  of  the  sternum  and  the  an- 
terior bodies  of  the  vertebrae  render  it 
peculiarly  susceptible  to  trauma.  The  re- 
turn of  the  blood  into  the  right  heart  is  at 
least  in  part  dependent  upon  maintaining  a 
negative  pressure  within  the  pleural  space. 
With  this  physiologic  bottle  as  a back- 
ground, let  us  proceed  to  some  specific  tho- 
racic injuries. 

Treatment 

First  let  us  briefly  consider  the  open  or 
sucking  wound  of  the  chest.  This  situation 
is  not  commonly  associated  with  automobile 
accidents.  In  this  condition  the  continuity 
of  the  chest  wall  and  the  parietal  pleura  is 
interrupted  either  by  a lacerating,  avulsing 
or  penetrating  wound.  The  negative  pres- 
sure within  the  potential  pleural  space  is 
automatically  made  atmospheric,  the  lung 
contracts,  the  contralateral  lung  is  com- 
pressed and  there  may  be  a shifting  or 
flooding  of  the  mediastinum.  The  physio- 
logic conditions  within  the  chest  wall  are 
grossly  disturbed,  and  unless  proper  initial 
treatment  is  immediately  carried  out  these 
patients  are  in  grave  danger  of  losing  their 
lives. 

The  basic  treatment  of  the  open  or  suck- 
ing wound  of  the  chest  is  to  close  the  open- 
ing by  whatever  method  may  be  available. 
In  many  instances  debridement  with  pri- 
mary suturing  is  possible.  If  this  is  not 
feasible  the  wound  may  be  packed  with 


vaseline  gauze.  It  is  very  important  to  use 
large  plugs  and  to  have  each  one  secure  so 
that  it  cannot  be  sucked  into  the  chest.  It 
is  most  embarrassing  to  have  a sponge  turn 
up  in  an  empyema  some  weeks  or  months 
later.  Thus  we  have  now  converted  our 
open  or  sucking  wound  into  a closed  chest 
injury  and  it  may  be  handled  as  such. 

The  fractured  rib  is  the  entity  which 
is  probably  most  frequently  encountered. 
There  may  be  single  or  multiple  ribs  in- 
volved, with  or  without  concomitant  in- 
jury of  the  clavicle,  sternum,  or  thoracic 
spine.  If  the  ribs  are  fractured  with  direct 
violence  concentrated  over  a small  area  the 
rib  fragments  may  be  driven  inward  and 
there  is  a tendency  for  them  to  lacerate  the 
underlying  pleura  and  lung.  If  the  trauma 
is  sustained  in  an  anteroposterior  direction, 
the  ribs  tend  to  buccal  outward  often  break- 
ing several  but  with  a lesser  likelihood  of 
penetration  of  underlying  structures.  The 
middle  and  lower  ribs  are  the  ones  most 
commonly  involved  in  fractures.  The  first 
rib  is  uncommonly  fractured  in  an  automo- 
bile accident.  However,  we  recently  saw  a 
patient  in  whom  the  subclavian  artery  was 
lacerated  by  a fractured  first  rib  sustained 
in  an  automobile  accident. 

The  most  common  symptom  from  a frac- 
tured rib  is  pain.  This  pain  is  usually  well 
localized  and  is  exaggerated  by  coughing  or 
straining.  Patients  with  such  a condition 
tend  to  splint  the  involved  area  so  respira- 
tion is  limited  and  may  be  grunting  in 
character.  Because  of  this  splinting  and 
the  hesitancy  in  coughing,  patients  with 
uncomplicated  rib  fractures  may  develop 
pneumonia  secondary  to  retained  secretions. 

The  time  honored  treatment  for  rib  frac- 
tures has  been  immobilization  with  adhe- 
sive plaster  or  the  rib  belt.  While  this  is 
the  most  convenient  method  of  treatment  it 
is  not  the  most  physiologic.  Bronchial 
drainage  is  further  suppressed  and  pneu- 
monia frequently  ensues.  A block  of  the 
intercostal  nerves  of  the  involved  ribs  and 
one  or  two  above  and  below  is  a much  more 
physiologic  treatment  as  it  relieves  the  pain 
and  allows  him  to  cleanse  his  tracheobron- 
chial tree.  The  intercostal  nerve  lies  just 
beneath  the  lower  margin  of  the  rib  and  can 
very  easily  be  injected  with  5 to  10  cc.  of 
lr<  procaine.  Several  injections  may  be 
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necessary  before  the  pain  is  completely 
abolished. 

When  a sufficient  number  of  ribs  are  frac- 
tured, either  unilaterally  or  bilaterally,  to 
disrupt  the  stability  of  the  chest  wall  an 
entirely  different  situation  exists.  With  an 
unstable  or  soft  portion  of  the  chest  wall  a 
situation  known  as  paradoxical  respiration 
is  precipitated.  In  this  condition  the  soft 
portion  of  the  chest  wall  moves  inward  with 
inspiration  and  balloons  outward  with  ex- 
piration. This  is  opposite  to  the  normal 
physiologic  motion,  hence  the  term  para- 
doxical respiration.  With  paradoxical  res- 
piration breathing  is  impaired,  oxygen  ex- 
change is  decreased  and  coughing  is  im- 
possible. 

If  the  area  of  instability  is  unilateral  the 
treatment  of  choice  is  immobilization  of  the 
involved  area  by  taping  or  by  sandbags. 
When  the  areas  of  instability  are  bilateral, 
a condition  known  as  flail  chest  exists.  If 
these  patients  are  to  survive  the  treatment 
must  be  immediate  and  vigorous.  The 
treatment  here  once  again  is  immobilization 
of  the  chest  wall.  This  is  most  easily  done 
with  towel  clips  placed  around  the  sternum 
and  attached  to  overhead  traction.  Five 
pounds  is  usually  sufficient  for  the  normal 
adidt  male. 

It  is  probably  wise  to  do  a tracheotomy 
immediately  on  every  patient  with  a flail 
chest.  The  tracheotomy  is  a simple  pro- 
cedure and  may  prove  life  saving.  In  the 
first  place  it  eliminates  some  700  to  900  cc. 
of  dead  space  air  which  must  be  moved  by 
the  patient.  Secondly,  it  provides  a con- 
venient portal  of  entry  for  oxygen,  deter- 
gents, bronchodilators  and  other  medica- 
tions. Thirdly,  it  provides  a convenient 
method  for  maintaining  good  bronchial  toi- 
let with  suction.  Since  using  the  trache- 
otomy almost  routinely  we  have  seen  a most 
satisfying  decrease  in  morbidity  and  mor- 
tality in  these  patients. 

Every  patient  sustaining  direct  or  blunt 
trauma  to  the  chest  should  be  considered  as 
a potential  candidate  for  a cardiac  contu- 
sion. This  is  because  of  the  position  of  the 
heart  between  the  sternum  and  vertebral 
bodies  and  the  flexibility  of  the  heart 
with  direct  violence.  Cardiac  contusion  or 
bruised  myocardium  may  be  diagnosed  with 
the  aid  of  the  electrocardiogram.  It  is  our 


routine  to  make  an  EKG.  immediately  upon 
admission  on  every  patient  sustaining  this 
type  of  injury.  The  initial  EKG.  serves  as 
a baseline  and  is  compared  with  one  made 
72  hours  later.  Cardiac  contusion  occurs 
much  more  frequently  than  formerly  sus- 
pected. If  such  a condition  is  found  to  exist 
it  is  treated  much  in  the  same  manner  as  a 
myocardial  infarct. 

A condition  which  frequently  accompa- 
nies closed  injuries  of  the  chest  is  hemo- 
thorax. This  is  the  accumulation  of  blood 
within  the  pleural  cavity.  Usually  it  is 
secondary  to  laceration  of  the  lung  by  a 
fractured  rib  but  may  be  caused  by  rupture 
of  vessels  of  the  mediastinum,  heart  or  peri- 
cardium. Because  of  the  low  pulmonary 
pressure  and  the  natural  tendency  of  the 
lung  tissue  itself  to  contract,  bleeding  is 
usually  self-limited.  If  a systemic  vessel  is 
ruptured  or  a major  pulmonary  vessel  is 
torn,  hemorrhage  may  continue  and  open 
thoracotomy  with  surgical  repair  may  be 
necessary.  This  decision  can  only  be  made 
with  careful  evaluation  and  observation  of 
the  patient’s  clinical  course.  The  majority 
of  cases  of  hemothorax  may  be  handled  by 
multiple  aspirations  by  needle.  It  is  wise 
to  place  antibiotics  in  the  pleural  cavity 
after  each  aspiration  since  blood  in  the 
pleural  cavity  is  a most  susceptible  medium 
for  invasion  of  bacteria.  The  criteria  for 
the  successful  treatment  of  hemothorax  are 
those  in  which  we  have  a patient  whose 
lung  is  completely  expanded,  whose  pleural 
cavity  is  dry  and  who  has  been  afebrile  for 
at  least  72  hours. 

Occasionally  it  is  impossible  to  remove  all 
the  blood  from  the  pleural  cavity  by  needle 
aspirations  either  because  of  loculation  of 
the  fluid  or  clotting  of  the  blood.  If  this 
situation  exists  an  open  thoracotomy  with 
decortication  should  be  considered.  If  the 
clot  is  allowed  to  remain  it  is  a potential 
source  of  infection,  and  the  eventual  fibro- 
thorax  which  develops  greatly  diminishes 
pulmonary  function.  When  it  is  elected  to 
do  a surgical  decortication,  if  infection  does 
not  ensue,  approximately  6 weeks  after  the 
trauma  is  probably  the  optimum  time.  The 
visceral  peel  is  much  more  easily  removed 
after  this  period  of  time  has  elapsed. 

Another  condition  which  is  frequently 
seen  with  thoracic  trauma  is  the  pneumo- 
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thorax.  This  may  or  may  not  be  accompa- 
nied with  hemothorax.  The  pneumothorax 
may  be  secondary  to  a sucking  wound  of 
the  chest  as  previously  mentioned,  or  it  may 
be  secondary  to  lacerations  or  tears  of  the 
lung  parenchyma.  If  the  wound  is  of  the 
closed  variety  and  the  leak  from  the  lung 
side  continues,  a tension  pneumothorax  may 
develop.  This  is  a true  emergency  and  un- 
less treated  rapidly  and  correctly  the  pa- 
tient may  lose  his  life.  The  lung  on  the 
injured  side  is  collapsed,  the  mediastinum 
is  shifted  to  the  contralateral  side,  and  the 
contralateral  lung  is  grossly  compressed. 
Oxygen  exchange  is  minimal.  The  tension 
may  be  relieved  by  needle  aspirations  while 


an  intercostal  tube  is  quickly  inserted.  This 
is  connected  to  underwater  seal  drainage, 
thus  the  intrathoracic  condition  is  once 
again  rendered  physiologic.  I personally 
feel  much  safer  treating  every  traumatic 
pneumothorax  with  intercostal  tube — drain- 
age attached  to  an  underwater  seal  and  ac- 
tive negative  suction.  With  this  method  of 
treatment  the  lung  is  usually  quickly  re- 
expanded and  there  is  little  likelihood  of 
the  development  of  secondary  pneumo- 
thorax or  a slowly  developing  tension 
pneumothorax.  Occasionally  with  ruptures 
or  tears  of  the  major  bronchus  or  trachea 
an  open  thoracotomy  is  necessary  for  de- 
finitive surgical  treatment. 


ORTHOPEDIC  PROBLEMS* 

THOMAS  J.  ELLIS,  M.D.,  Johnson  City,  Tenn. 


The  orthopedic  problems  involved  in  pa- 
tients injured  in  automobile  accidents  are 
much  too  numerous  to  be  discussed  from 
the  standpoint  of  definite  treatment  and 
solution  of  individual  problems  in  the  time 
alotted  in  such  a panel  discussion  as  this. 
Therefore,  I will  try  to  confine  my  remarks 
to  a consideration  of  a few  of  the  basic 
problems  and  their  solutions. 

Diagnosis 

First,  I would  like  to  consider  the  prob- 
lem of  the  missed  diagnosis.  Oftentimes 
we  are  faced  with  a major  wound  of  an  ex- 
tremity which  absorbs  our  attention,  as 
well  as  that  of  the  patient,  to  the  extent 
that  we  may  easily  miss  some  significant 
injury  elsewhere.  In  an  effort  to  avoid  this 
pitfall,  each  and  every  victim  of  an  auto- 
mobile accident  is  carried  through  a sys- 
tematic routine  examination  in  the  emer- 
gency room.  This  takes  little  time  and 
oftentimes  brings  to  light  other  conditions 
which  might  well  be  overlooked  in  the  press 
of  events  sometimes  attendant  to  waiting 
upon  the  emergency  patient. 

Another  problem  in  the  emergency  room 
is  that  of  transporting  the  injured  patient 
to  the  X-ray  department  where  suitable  X- 
ray  studies  may  be  made.  In  this  regard 
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it  is  my  practice  to  splint  major  fractures 
in  the  emergency  room  prior  to  transporta- 
tion to  the  X-ray  department.  This  is  to 
avoid  further  injury  by  inept  handling  by 
untrained  personnel,  and  also  to  prevent 
further  unnecessary  pain  and  shock  to  the 
patient.  It  is  to  be  emphasized  that  there  is 
no  great  rush  for  X-ray  studies,  and  until 
one  is  quite  satisfied  with  the  general  con- 
dition of  the  patient  X-ray  examinations 
should  be  deferred.  Again,  within  the  X- 
ray  department  another  problem  arises, — 
the  problem  of  adequate  X-ray  studies.  I 
am  sure  all  of  us  have  been  embarrassed  by 
the  short  film  which  shows  very  nicely  a 
fracture  in  the  midshaft  of  the  femur,  only 
to  discover  on  later  films  that  there  is  also 
a fractured  patella  or  a fracture  of  the  con- 
dyle or  even  possibly  a fracture  of  the  hip, 
associated  with  it.  In  an  effort  to  avoid 
this  embarrassing  situation,  it  is  my  prac- 
tice to  insist  upon  visualization  of  the  joints 
above  and  below  a fi'acture  in  an  extremity. 

Treatment 

We  now  come  to  the  stage  of  the  decision 
as  to  definitive  treatment  of  the  presenting 
injury.  In  the  case  of  the  so-called  simple 
fracture,  an  immediate  decision  is  not  nec- 
essary, and  we  have  ample  time  to  decide 
on  the  course  of  treatment.  However,  I 
would  like  to  point  out  that  so-called  minor 
abrasions  or  minor  wounds  at  the  site  of 
any  fracture  should  be  carefully  attended 
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and  treated  as  a surgical  wound,  because  it 
is  possible  that  in  the  next  day  or  two  we 
may  find  it  necessary  to  do  an  open  reduc- 
tion. This  operative  procedure  might  well 
be  delayed  too  long  because  of  secondary 
infection  presenting  in  these  otherwise 
minor  skin  wounds. 

In  the  event  of  a compound  fracture  or  a 
dislocation  the  decision  as  to  treatment  be- 
comes an  emergency  matter. 

Dislocations  should  be  reduced  at  once 
and  should  not  be  allowed  to  await  the 
coming  of  morning  or  the  closing  of  office 
hours.  Even  in  the  unconscious  patient  dis- 
locations usually  are  readily  reducible  by  a 
gentle  traction  and  manipulation,  and  it  is 
my  belief  that  the  relatively  minor  intrinsic 
shock  of  such  a procedure  is  more  than  com- 
pensated for  by  the  reduction  of  shock  at- 
tendant to  a dislocated  joint.  Additionally, 
early  reduction  of  dislocations  may  prevent 
irreversible  circulatory  damage  to  the  ar- 
ticular areas  involved. 

The  compound  fracture  must  be  debrided 
at  the  earliest  possible  moment  and  the 
debridement  must  be  thorough  with  preser- 
vation of  all  possible  bone.  The  fact  that 
a bone  has  been  stripped  of  all  its  attach- 
ments and  may  lie  as  a loose  fragment 
within  the  fracture  site  by  no  means  robs  it 
of  its  importance  to  healing.  The  only  ex- 
cuse for  excising  bone  from  a compound 
fracture  is  that  it  is  so  dirty  with  grime, 
grit,  or  grease  that  this  cannot  be  ade- 
quately cleaned  off,  and  in  this  event  such 
areas  should  simply  be  rongeured  or  cu- 
retted away  back  to  clean  bone.  Early 
closure  of  compound  fracture  wounds,  of 
course,  is  ideal.  Some  wounds  may  be 
safely  closed  primarily,  others  may  be  more 
safely  closed  secondarily.  In  some,  because 
of  loss  of  tissue  or  skin,  immediate  plastic 
repair  is  indicated  either  by  pedicle 
“swings”  or  split  thickness  grafts.  In  other 
situations  the  wound  may  be  so  contami- 
nated as  to  defy  clean  debridement  and  in 
these  the  wound  is  best  left  open.  It  must 
always  be  borne  in  mind  that  the  antibiotics 
will  protect  living  tissue  against  the  inva- 


sion of  infection,  but  will  not  sterilize  de- 
vitalized tissue  or  contaminated  hematomas 
and  there  are  no  absolute  safeguards  against 
infection  unless  a thorough  debridement  of 
all  tissues  is  performed.  The  problem  of 
fixation  in  the  compound  fracture  is  often- 
times a difficult  one  to  solve.  There  are  no 
hard  and  fast  rules  and  the  question  of 
utilization  of  internal  or  external  fixation 
must  depend  upon  the  judgment  of  the  sur- 
geon. In  general,  however,  we  now  con- 
sider it  reasonably  safe  to  use  internal  fixa- 
tion in  the  compound  wound  in  which  we 
are  able  to  do  a good  debridement.  Unless 
we  are  satisfied  with  our  debridement  it  is 
better  to  forego  internal  fixation  to  await 
either  healing  of  the  wound  or  in  deference 
to  some  other  form  of  immobilization. 

Finally,  there  is  the  toughest  problem  of 
all  and  that  is  involved  in  the  cases  in 
which  there  are  multiple  injuries.  The 
orthopedic  problems  involved  in  these  mul- 
tiple injuries  must  be  weighed  in  the  light 
of  the  importance  of  the  associated  injuries. 
We  must  remember  that  not  many  people 
die  from  fractures  per  se  be  they  either 
simple  or  compound.  Therefore,  in  the 
usual  case  the  orthopedic  problems  must 
give  way  in  precedence  to  the  crushing 
chest  injury,  the  ruptured  bladder  or  other 
abdominal  viscus  or  the  severe  head  injury. 
In  such  instances,  one  must  recall  the  old 
tried  and  proven  techniques  of  traction 
splinting  and  give  much  attention  to  the 
compound  wound  as  we  can  feasibly  give, 
depending  upon  the  general  condition  of  the 
patient.  In  some  instances  our  hands  are 
tied  to  the  extent  that  we  must  simply  give 
way  to  the  complications  of  fractures  or 
compound  wounds  and  treat  these  compli- 
cations as  best  we  can  when  the  condition 
of  the  patient  will  permit.  Bear  in  mind, 
however,  that  extensive  reparative  proce- 
dures may  be  done  under  regional  block 
anesthesia;  either  brachial  block  or  com- 
bined sciatic  and  femoral  block  give  good 
anesthesia  and  are  relatively  safe  for  the 
patient. 


August,  1958 


323 


Now  that  the  football  season  is  upon  us,  the  physician  who  has  any  responsibility  for  youths  in  ath- 
letics will  find  this  article  of  help. 


ATHLETIC  INJURIES' 


ROBERT  G.  BRASHEAR,  M.D.,  Knoxville,  Tenn. 


I should  like  to  say  at  the  beginning  that 
the  improvement  in  medical  care  of  athletes 
during  the  past  25  years  has  undoubtedly 
been  the  greatest  thing  that  has  happened 
in  athletics  during  this  time.  As  long  as 
we  have  automobiles  and  athletes,  there 
will  be  injuries,  and  every  athletic  program 
will  need  medical  help. 

I would  beg  each  of  you  who  can  possibly 
give  the  time  to  seriously  consider  associat- 
ing yourself  with  some  high  school  athletic 
program. 

My  talk  will  be  directed  primarily  to  the 
high  school  athletic  program,  although, 
since  I have  long  been  connected  with  the 
University  of  Tennessee  Athletic  Program, 
my  remarks  will  naturally  have  more  of  a 
college  athletic  background. 

We  know  that  all  American  boys  and 
girls,  whether  athletes  or  not,  can  and  do 
get  good  medical  care  once  they  have  be- 
come injured  or  ill.  This,  however,  is  of 
little  value  to  an  athletic  program,  for  once 
the  participant  has  become  physically  unfit 
he  is  no  longer  an  athlete.  In  fact,  until  he 
has  recovered  sufficiently  to  resume  prac- 
tice, we  like  to  refer  to  him  as  a “pinochle 
player.” 

The  team  doctor,  the  trainer  and  the 
coaching  staff  must  form  a team,  having  as 
its  aim  the  prevention  of  illness  and  injury 
to  its  athletes.  The  coaching  staff  on  the 
one  hand,  and  the  doctor-trainer  combina- 
tion on  the  other  hand  must  understand  and 
believe  in  one  another  completely  to  func- 
tion properly  as  a team.  Frequently  it  is 
necessary  for  the  team  doctor  to  fit  himself 
into  the  athletic  program  and  not  force  him- 
self into  it.  Such  fitting  in  may  take  more 
time,  but  the  association  will  likely  be  more 
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lasting.  Every  team  physician  must  acquire 
what  I call  “the  athletic  attitude,”  if  he  is 
to  be  of  real  help  to  the  athletic  program. 
In  acquiring  this  athletic  attitude,  he  must 
have  a clear  understanding  of  the  coach’s 
problems,  and  above  all  he  must  treat  the 
coaches  as  specialists  in  their  field  and 
never  be  dictatorial.  When  a head  coach  is 
given  an  ultimatum  he  loses  face,  as  the 
Chinese  would  say,  and  this  is  bad — bad  for 
human  relations  in  the  family.  We  must 
remember  that  this  coach  is  basically  a com- 
petitor. He  hates  to  lose,  he  must  win;  in 
fact,  he  must  win  to  keep  his  job.  So  it  be- 
comes a “bread  and  butter”  proposition  as 
far  as  he  is  concerned.  Now  no  coach  in  his 
right  mind  wants  to  re-injure  an  injured 
player,  nor  to  permanently  cripple  a fine 
athlete.  Yet,  he  must  have  a Spartan  atti- 
tude, otherwise  about  half  of  his  boys  would 
“goldbrick”  during  the  week  and  only  be 
ready  to  play  on  Saturday. 

The  team  physician  will  serve  basically 
in  two  ways, — first,  as  a consultant,  and 
second,  as  an  active  participant  in  the  pro- 
gram. As  a consultant,  he  can  be  of  great 
help  when  such  subjects  as  diets,  general 
sanitation,  hygiene  and  special  exercises, 
are  being  considered.  Coaches  and  trainers 
should  be  consulted  freely  about  equipment, 
diet,  and  special  exercises,  and  they  will  be 
found  to  be  well  informed  specialists  in 
physical  fitness, — they  have  taught  me 
much.  In  a vast  majority  of  instances  pres- 
ent day  coaches  are  college  graduates  who 
have  majored  in  physical  education  and 
have  spent  their  entire  lives  working  with 
athletes. 

Too  many  high  school  coaches  have  to 
shop  around  for  equipment,  and  they  end 
up  with  “cheap”  athletic  equipment  and 
consequently  more  injuries.  Obviously,  the 
average  doctor  cannot  qualify  as  an  expert 
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on  athletic  equipment,  but  he  does  know 
the  anatomic  parts  to  be  protected  and  can 
be  of  great  help  in  selecting  the  best  equip- 
ment. Our  old  line  equipment  manufac- 
turers spend  thousands  of  dollars  annually 
on  research  and  all  of  them  produce  good 
products.  They  have  produced  a new  head 
gear  which  really  protects  the  head,  and  we 
feel  all  football  linemen  should  use  the  face- 
bar  to  protect  the  nose  and  mouth. 

Incidentally,  the  University  of  Tennessee 
trainer,  with  Dr.  Cecil  Hicks  (one  of  our 
dentists)  has  developed  a mouth  protector 
worth  mentioning.  The  dentist  makes  a 
rubber  mouth  piece  on  an  impression  of  the 
boy’s  teeth  so  that  it  fits  perfectly  and  will 
never  slip  out.  The  whole  team  can  be 
equipped  for  the  cost  of  replacement  of  one 
tooth. 

The  coaching  staff,  as  well  as  the  trainer, 
has  a great  deal  to  do  with  prevention  of 
injury.  First  they  aim  at  development  of 
physical  strength  to  “outlast”  the  opponent, 
and  secondly  they  teach  the  fundamentals 
of  team  play.  By  "drill,  drill,  drill”  they 
teach  skill  and  technic  in  games  which  will 
prevent  injuries. 

It  is  a generally  accepted  fact  that  the 
graceful,  well  coordinated  athlete  is  rarely 
injured.  When  he  is  injured  it  is  usually 
an  athletic  accident  and  not  an  athletic  in- 
jury. In  other  words,  he  will  be  injured 
while  off  balance,  as  he  is  in  a position  of 
incoordination. 

By  way  of  direct  participation  in  the  ath- 
letic program,  a team  physician  really  has 
four  basic  functions:  (1)  the  physical  exam- 
ination of  participants;  (2)  the  supervision 
of  diagnosis  and  treatment  of  injured  or  ill 
participants;  (3)  making  that  very  impor- 
tant decision  of  when  an  athlete  may  re- 
sume practice;  and  (4)  teaching  the  team 
trainer  as  much  as  possible. 

The  initial  physical  examination,  that  is 
in  the  freshman  year,  must  be  very  thor- 
ough. I feel  it  is  essential  that  a careful 
record  of  each  athlete’s  past  history  of  ill- 
nesses and  injuries  be  kept,  including  a 
careful  record  of  his  immunizations.  His 
physical  examination  cannot  be  satisfac- 
torily done  with  any  clothing  on  his  body. 
An  athlete's  vision  and  hearing  must  be  nor- 
mal, or,  if  defective,  the  defect  must  be 
known  and  properly  assessed  and  corrected 


if  possible.  I believe  vision  and  hearing 
have  a great  deal  to  do  with  the  perfect  co- 
ordination that  is  necessary  in  preventing 
injuries  in  athletes.  The  man’s  general  pos- 
ture and  body  build  should  be  recorded  very 
accurately.  In  some  schools  a photograph 
in  the  nude  is  made  of  each  athlete  upon 
admission.  It  is  possible  through  special 
diets  and  exercise  programs,  to  correct  poor 
posture  and  to  strengthen  certain  weak 
areas  in  the  body.  The  feet  must  be  care- 
fully examined.  Here  again  special  exer- 
cises can  do  much  to  overcome  weak  feet 
and  flat  feet. 

Since  you  doctors  deliver  and  treat  future 
athletes  through  infancy  and  childhood,  I 
would  like  to  put  in  a special  plea  that  you 
never  let  a child  grow  up  knock-kneed.  The 
knock-kneed  boy  may  have  a great  athletic 
heart  but  he  will  very  rarely  become  a great 
athlete.  I too  often  hear  the  remark,  “We 
thought  he  would  outgrow  it.”  Actually, 
knock-knee  deformity  is  very  easily  cor- 
rected in  early  childhood  and,  as  far  as  I 
am  concerned,  there  is  no  excuse  for  a little 
boy  growing  up  with  knock-knees.  The 
same  might  be  said  of  some  of  the  less  com- 
mon anomalies. 

In  the  annual  physical  examination  the 
doctor  can  do  much  about  personal  cleanli- 
ness and  hygiene.  It  is  certainly  a well 
known  fact  that  “athlete  foot”  and  furuncu- 
losis, which  are  very  common  and  disabling 
in  athletic  programs,  are  the  natural  result 
of  poor  body  cleanliness. 

The  major  systems  of  the  body,  of  course, 
must  be  carefully  examined  and  assessed. 
If,  in  the  team  physician’s  mind,  there  is 
anything  wrong  with  one  of  the  major  sys- 
tems of  the  body  that  would  render  the  ap- 
plicant physically  unfit  for  athletics,  he 
must  never  disqualify  the  applicant  without 
consultation.  It  is  sometimes  difficidt  for 
a doctor  to  understand  how  important  ath- 
letics can  be  to  a boy  or  girl,  or  to  their 
families.  To  me,  disqualification  of  a man 
for  college  athletics  is  like  disqualifying  a 
man  for  the  study  of  medicine,  or  the  study 
of  law.  Many  truly  great  athletes  have  had 
such  serious  physical  defects  as,  one  eye,  or 
one  arm,  or  two  bad  knees,  and  yet  have 
excelled  in  professional  athletics  and  coach- 
ing. I should  like  to  digress  a moment  to 
tell  you  of  an  incident  that  happened  to  me 
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in  examining  a freshman  class  at  the  Uni- 
versity of  Tennessee  one  year.  I very  nearly 
disqualified  one  of  our  greatest  fullbacks. 
He  was  a great  barrel-chested  young  man 
with  diseased  tonsils,  who  gave  a history  of 
scarlet  fever,  and  of  severe  tonsilitis  every 
winter.  His  heart  was  wider  than  I con- 
sidered normal  and  he  had  a systolic  mur- 
mur. I told  the  boy  I thought  he  had  a “bad 
heart”  and  should  quit  athletics.  However, 
after  he  convinced  me  that  a football  schol- 
arship was  the  only  way  in  which  he  could 
possibly  get  through  the  University,  and 
that  he  had  never  wanted  to  do  anything 
else  in  his  life  except  athletics  and  coaching, 
I decided  to  send  him  to  a good  cardiologist. 
In  due  course  I got  a report  from  this  cardi- 
ologist saying  the  boy’s  heart  was  normal. 
I called  him  and  argued  with  him,  but  he 
insisted  that  this  young  man’s  heart  was 
normal.  I was  not  satisfied  and  spent  some 
more  of  the  Athletic  Association’s  money 
to  send  him  to  another  cardiologist  without 
letting  the  first  one  know  of  this.  Once 
again  I got  the  same  report  that  the  young 
man’s  heart  was  large  because  his  chest  was 
big,  and  that  the  heart  was  normal.  This  is 
one  of  the  reasons  I stress  that  a team  phy- 
sician should  never,  under  any  circum- 
stances, disqualify  an  athlete  from  competi- 
tion without  having  adequate  consultation. 

When  we  say  supervision  of  diagnosis  and 
treatment  of  athletic  injuries,  we  imply 
that  we  have  someone  to  supervise,  and  this 
someone  is  the  trainer.  Many  people,  in- 
cluding many  trainers,  object  to  the  term 
“trainer,”  saying  that  it  suggests  someone 
who  works  with  race  horses.  Be  that  as  it 
may,  the  trainer  is  certainly  a very  impor- 
tant cog  in  the  athletic  wheel,  and  much  is 
being  done  to  dignify  his  position.  The  Na- 
tional Athletic  Trainers  Association  has  ap- 
plied to  the  A.M.A.  for  recognition  as  medi- 
cal technicians,  and  since  they  are  actually 
participating  in  the  practice  of  medicine  as 
surely  as  an  X-ray  technician  is  participat- 
ing, I feel  the  medical  profession  should 
take  them  under  its  wing.  The  standard  of 
education  for  trainers  is  constantly  being 
elevated,  and  special  curricula  have  been 
set  up  in  several  universities  making  it 
possible  for  an  interested  man  to  get  a col- 
lege degree  with  a major  in  athletic  train- 
ing. The  National  Athletic  Trainers  Asso- 


ciation is  in  the  process  of  forming  a board 
of  certification,  and  is  working  toward  mas- 
ter’s and  Ph.D.  degrees  in  athletic  training. 

Many  of  our  major  high  schools  are  con- 
tent to  call  the  high  school  student  who  is, 
perhaps,  physically  inadequate  to  partici- 
pate in  athletics,  their  trainer.  All  I can 
say  of  this  practice  is  that  it  is  better  than 
nothing.  Other  schools  appoint  an  assistant 
coach  and  give  him  the  responsibility  of 
trainer.  This  practice  ordinarily  works  out 
well,  and  is  to  be  commended,  particularly 
since  salaries  for  trainers  are  almost  un- 
heard of  in  our  major  high  schools.  The 
ideal  arrangement,  of  course,  is  to  have  a 
full-time  trainer  who  is  present  in  the  ath- 
letic area  at  all  times,  one  who  is  well  in- 
formed on  the  prevention  of  injuries  and 
illnesses  among  athletes,  and  can,  and  will 
take  proper  care  of  such  athletes  until  they 
can  be  seen  by  the  team  physician.  We  like 
to  think  of  the  trainer  as  being  responsible 
for  the  prevention  of  athletic  injuries  and 
illnesses,  and  of  the  doctor  as  being  respon- 
sible for  the  treatment  of  such.  Naturally, 
the  two  aspects  will  overlap,  and  this  is 
good.  An  interested  doctor  who  is  willing 
to  teach  a trainer  can  ultimately  turn  over 
more  and  more  of  his  treatment  to  the 
trainer.  A team  doctor,  however,  should 
never  be  hypocritical  of  a lay  trainer.  He 
should  remember  at  all  times  this  man’s 
limitations.  He  should  try  to  use  the 
trainer’s  mistakes  as  a part  of  his  education, 
but  he  should  never  be  caustic  in  his  criti- 
cism. 

Deciding  when  an  injured  player  may  re- 
turn to  practice  without  danger  of  per- 
manent injury  is  really  the  most  important 
function  of  the  athletic  team  doctor.  For 
example,  if  the  doctor  takes  the  attitude 
that  the  player  must  be  normal  before  he 
can  return  to  practice,  then  he  is  of  abso- 
lutely no  use  to  the  coaching  staff,  since 
obviously  every  coach  knows  when  a boy  is 
normal.  The  doctor  must  be  willing  to  take 
the  responsibility  for  permitting  injured 
athletes  to  return  to  practice,  or  at  least 
some  part  of  practice,  just  as  soon  as  it  is 
safe.  Naturally,  if  a doctor  must  err,  he 
must  err  on  the  side  of  safety,  but  with  a 
little  experience  it  is  not  difficult  to  deter- 
mine when  an  injured  athlete  can  return  to 
his  practice. 
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A team  doctor  must  realize  that  many  of 
our  athletes,  particularly  college  boys,  get 
their  college  education  through  athletics 
and  intend  to  go  into  professional  athletics 
and  coaching,  and  to  make  their  entire  life 
athletics.  Under  these  circumstances  an 
athlete  should  be  permitted  to  take  some 
chances.  For  example,  the  boy  who  has 
had  serious  surgical  treatment  of  the  knee 
should  be  advised  that  the  safest  thing 
would  be  to  give  up  athletics.  Most  of  these 
boys,  however,  will  be  so  intent  upon  ath- 
letic careers  that  they  will  continue,  and 
so  far  we  have  never  known  one  of  these 
serious  knees  to  be  re-injured. 

In  the  remainder  of  the  time  allotted  me. 
I should  like  to  discuss  some  of  the  medical 
problems  which  ordinarily  confront  team 
physicians.  Since  so  many  problems  con- 
front the  team  physicians.  I plan  to  answer 
questions  which  have  been  put  to  me  by 
my  doctor  friends. 

First,  " When  and  how  should  a major 
joint  be  aspirated ?"  A major  joint  should 
be  aspirated  for  one  of  two  reasons, — first, 
for  diagnosis,  and  second  for  treatment.  For 
instance,  if  there  has  been  a knee  injury 
with  a very  slight  effusion,  aspiration  should 
be  done  for  diagnostic  purposes.  If  the 
fluid  is  clear  or  yellow,  the  diagnosis  of 
a mild  sprain  is  correct.  But.  on  the  other 
hand,  if  one  aspirates  pure  blood,  one  must 
revise  the  diagnosis  and  prognosis,  because 
the  implications  are  more  severe.  For 
treatment  purposes,  when  a knee  joint  is 
stretched  with  blood  or  fluid,  it  should  be 
removed  and  a pressure  dressing  applied. 
This  prevents  stretching  of  the  joint  cap- 
sule. Ordinarily,  when  a knee  is  aspirated, 
about  10  cc.  of  IT  of  plain  Xylocaine  and 
1 cc.  of  Hydrocortone  are  injected  into  the 
joint,  and  even  if  aspirated  again,  the  same 
treatment  is  carried  out.  Before  I leave 
aspiration  of  major  joints,  I would  like  to 
insist  that  this  procedure  be  treated  very 
seriously.  Therefore,  in  my  opinion,  for  the 
aspiration  of  a joint,  whether  in  a football 
dressing  room  or  in  the  operating  room  of 
a hospital,  the  area  of  the  joint  should  be 
scrubbed,  shaved  and  prepared  just  as 
though  one  were  going  to  perform  a major 
operation.  The  area  should  be  draped  with 
sterile  towels  and  the  operator  should  wear 
sterile  gloves.  This  may  seem  too  meticu- 


lous to  some  of  you,  but  actually  I cannot 
stress  it  too  much.  I have  seen  one  sup- 
purative arthritis  which  resulted  from  a 
simple  aspiration  of  the  knee  joint,  and  that 
one  fine  and  healthy  young  athlete  con- 
vinced me  that  we  cannot  be  too  serious 
about  joint  aspiration. 

The  next  question  I would  like  to  discuss 
is,  ‘‘When  can  a severe  sprained  ankle  go 
back  to  practice?”  Naturally,  the  meaning 
of  the  term  “severe”  would  vary  from  one 
doctor  to  another.  Frankly  I never  like  to 
immobilize  a joint,  be  it  athlete  or  other- 
wise. For  the  ankle  which  is  severely  in- 
jured 1 would  suggest  a pressure  dressing, 
crutches,  and  an  ice  pack  as  the  primary 
treatment,  and  by  primary  I mean  immedi- 
ately after  injury  and  continuing  for  sev- 
eral hours  throughout  the  first  night,  if  pos- 
sible. The  following  day,  I usually  aspirate 
the  joint  and  inject  a mixture  of  1%  Xylo- 
caine and  one  ampule  of  Alidase  or  one  of 
the  other  hyaluronidase  preparations.  In 
case  of  an  unusually  severe  sprain  of  the 
ankle,  I will  admit  that  a cast  is  necessary, 
but  remember,  be  it  an  athlete  or  otherwise, 
casts  cause  quick  atrophy  of  adjacent  mus- 
culature. If  I can  inject  an  ankle  with 
Xylocaine  and  strap  it,  and  can  get  an  ath- 
lete running  without  too  much  discomfort 
I would  never  apply  a plaster  cast.  Some 
of  my  orthopedic  friends  apply  a cast  to 
the  knee  for  sprains  of  the  medial  ligament 
of  the  knee.  Frankly,  I abhor  this  practice. 
The  quadriceps  will  lose  two  inches  in  its 
circumference  in  one  week  in  an  ordinary 
sized  boy  if  a cast  is  applied.  I prefer  pres- 
sure dressings  and  crutches,  with  daily 
physical  therapy  until  acute  symptoms  sub- 
side. 

The  next  question  deals  with  the  ordi- 
nary head  injury.  By  this  is  meant  the 
mild  concussion  which  so  frequently  occurs 
in  football.  The  doctor  is  required  to  make 
a decision  as  to  whether  the  boy  who  has 
had  a head  injury  can  resume  the  practice 
or  the  game.  Now  head  injuries  are  serious, 
but  we  must  not  be  too  paternal  in  our  de- 
cisions. This  reminds  me  of  a story  told 
me  by  Coach  Sam  Jones  about  Wilson  Col- 
lins, one  of  the  outstanding  high  school 
coaches  of  the  past.  A boy  had  a head  in- 
jury and  Coach  Collins  ran  out  on  the  field, 
shook  him,  asked  him  if  he  knew  what  day 
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Journal  Advertising 
Shows  Increase 


Membership  Growth 
Of  TSMA 


• Net  income  for  advertising  in  the  JOURNAL  for  the  first 
six  months  of  1958  is  very  encouraging.  When  compared  with 
the  same  period  of  1957,  a gain  of  31.8  per  cent  is  shown. 
Outlook  for  continued  gains  for  the  next  quarter  is  favora- 
ble, but  the  latter  part  of  the  year  may  show  some  decline. 

• With  membership  in  the  Association  standing  at  just  over 
2600  as  of  January  1,  this  year,  a summary  of  growth  since 
1945  shows  a consistent  increase  each  year  of  from  3 to  5 per 
cent.  Projecting  this  into  the  future,  it  is  estimated  that 
within  the  next  three  years,  the  Association  membership 
would  be  in  excess  of  3,000  and  would  probably  consist  of 
between  3,400  and  3,500  members  by  1965. 


TSMA  Officers  to  • The  Board  of  Trustees  of  AMA  has  invited  two  representa- 

Meet  with  AMA  Board  tives  from  the  Tennessee  State  Medical  Association  to  meet 
Of  Trustees  with  them  to  discuss  health  programs  sponsored  by  the  UMWA. 

The  Board  considered  the  directive  of  the  House  of  Delegates 
to  discuss  the  broad  educational  program  to  inform  the  gen- 
eral public  concerning  the  benefits  to  be  derived  from  the 
preservation  and  freedom  of  the  choice  of  physician.  Dr. 
Charles  Smeltzer,  Knoxville,  a delegate  to  the  AMA,  and  Dr. 
B.  M.  Overholt,  Knoxville,  TSMA  vice-president,  represented 
the  Association  before  the  AMA  Board  of  Trustees  on  August 
1st. 


Action  of  AMA  House 
Of  Delegates 


Major  Discussion 
Involved  UMWA 


• The  United  Mine  Workers  of  America  Welfare  and  Retirement 
Fund,  Social  Security  coverage  for  self-employed  physicians, 
relations  with  voluntary  health  organizations,  veterans  med- 
ical care,  the  medicare  program,  the  AMA  Washington  office 
and  over-all  legislative  system,  and  advertising  of  over- 
the-counter  medications,  were  among  the  variety  of  subjects 
acted  upon  by  the  House  of  Delegates  of  the  AMA  during  the 
107th  annual  meeting  held  June  23-27  in  San  Francisco. 

• Major  discussion  of  relations  between  medicine  and  the 
UMWA  Welfare  and  Retirement  Fund  centered  on  a reference 
committee  report  which  concurred  in  a Board  of  Trustees 
opinion  that  final  action  on  two  resolutions  adopted  in  De- 
cember, 1957,  should  be  postponed  until  the  final  report  of 
the  Commission  on  Medical  Care  Plans  is  released. 


Other  Major  Action  • The  nearly  200  members  of  the  House  of  Delegates  debated 

key  issues  for  four  days.  There  were  many  miscellaneous 
actions  approved  but  the  general  theme  aimed  at  better  care, 
and  a determination  seemed  to  relate  major  topics  to  free 
enterprise,  free  choice  and  non-compulsion.  The  House — 

(1)  Directed  immediate  undertaking  of  a program  to  inform 
the  nation  of  free  choice  benefits,  particularly  as  relates 
to  the  United  Mine  workers  medical  plan. 

(2)  Reaffirmed  objection  to  compulsory  social  security 
for  self-employed  physicians. 

(3)  Supported  and  approved  principal  voluntary  health 
agencies. 
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(4)  Urged  Congress  to  restrict  VA  care  to  service-con- 
nected conditions  and  went  further  to  ask  Dean's  Committees 
(consultants  from  clinical  faculties)  to  restrict  their  ac- 
tivities to  VA  hospitals  admitting  only  patients  with  serv- 
ice-connected disabilities. 

(5)  Disapproved  actions  seeking  to  repeal,  modify,  or 
amend  Medicare,  voicing  belief  that  each  state  should  ex- 
ercise full  determination  as  to  fees,  type  of  contract  and 
participation. 

(6)  In  miscellaneous  action,  the  House  finally  endorsed 
hypnosis  as  "a  therapeutic  adjunct";  joined  the  Better  Busi- 
ness Bureau  to  fight  misleading  patent  medicine  advertising; 
added  a new  "state  medical  association,"  the  Virgin  Islands; 
set  up  a study  on  reciprocity  licensure  ; and  adopted  an  in- 
terprofessional code  with  American  Bar  Association. 

• Dr.  Louis  M.  Orr,  Orlando,  Florida,  urologist,  was  named 
president-elect  without  opposition  following  the  inaugura- 
tion of  Dr.  Gunnar  Gundersen  of  Wisconsin  as  the  112th  AMA 
president . 

• Internal  Revenue  Service  has  ruled  that  physicians  em- 
ployed full-time  by  hospitals  need  not  pay  income  tax  on 
money  paid  to  them  by  patients  if  money  is  turned  over  to 
the  hospital.  Such  physicians  must  attach  schedules  to 
their  tax  returns,  setting  forth  sources  of  fees,  amounts 
received,  and  dispositions  thereof. 

9 The  House  Ways  and  Means  Committee  has  agreed  to  favor- 
ably report  a Jenkins-Keogh  bill  to  permit  self-employed  to 
defer  income  taxes  on  money  placed  in  retirement  funds.  For 
complete  information,  read  the  "President's  Letter"  in  this 
issue  of  the  JOURNAL. 

• Films  of  the  AMA  annual  meeting  will  be  available  after 
September  1st  for  showing  at  county  medical  society  meet- 
ings. The  film  entitled  "San  Francisco — 1958"  is  being  pre- 
pared by  the  American  Medical  Association  in  cooperation 
with  Merck,  Sharp  and  Dohme.  The  forty-minute  black  and 
white  presentation  will  feature  abstracts  from  five  daily 
television  programs  and  may  be  secured  either  from  the  AMA 
Film  Library  or  Merck,  Sharp  and  Dohme,  Philadelphia  1,  Pa. 

• An  average  of  one  physician  for  every  670  persons  in  this 
country,  now  exists.  Fourteen  countries  have  one  physician 
for  every  1000  persons  and  twenty-two  countries  have  only 
one  physician  for  every  20,000  or  more  inhabitants. 

• A new  movie  on  social  security,  good  for  showing  at  med- 
ical society  meetings,  may  be  obtained  from  the  Modern  Talk- 
ing Picture  Service,  3 East  54th  Street,  New  York  22,  New 
York. — It  is  free. — The  movie  is  16  mm.  sound. — It  points  up 
and  clarifies  fundamental  on  Social  Security  and  individual 
freedom  of  choice.  Its  title  is  "A  Matter  of  Choice." 

• AMA  membership  of  all  classifications,  as  of  September 
30,  1957,  rose  to  a record  total  of  168,399  members.  In- 
cluded were  145,452  active  members,  6,057  associate  members, 
16,512  service  members,  289  affiliate  members  and  89  hon- 
orary members.  Ninety-two  per  cent  of  the  physician  members 
of  TSMA  also  hold  membership  in  the  American  Medical  As- 
sociation. 

• State  and  County  Medical  Society  Public  Service  Committee 
chairmen,  should  circle  the  dates  of  Wednesday  and  Thursday, 
August  27  and  28.  This  is  the  AMA's  1958  Public  Relations 
Institute  at  the  Drake  Hotel,  Chicago.  The  meeting  will  be 
of  particular  interest  to  state  and  county  medical  society 
personnel,  public  service  committee  chairmen  and  officers  of 
county  medical  societies. 
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To  Form 
Aging  Council 
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AMA  Schedules 
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© Leaders  of  12  statewide  and  local  agencies  met  at  the 
TSMA  building  Sunday,  July  13,  and  agreed  to  organize  a Ten- 
nessee Council  on  Aging.  The  organizational  meeting  was 
called  by  Dr.  Thomas  F.  Frist,  Nashville,  chairman  of  the 
Committee  on  Aging,  a sub-committee  of  the  Public  Service 
Committee . 

Dr.  Frist  pointed  out  to  the  group  that  the  medical  pro- 
fession is  cognizant  of  the  many  problems  which  confront 
persons  in  the  over-65  age  group,  both  those  which  concern 
health  and  medical  care  and  others  not  so  closely  related  to 
this  field. 

Statistics  presented  to  the  group  revealed  that  since 
1890,  the  number  of  Tennesseans  in  this  age  group  has  soared 
from  54,000  to  the  1957  figure  of  278,000,  representing  a 
percentage  increase  of  the  total  population  of  from  3.7%  to 
7.7%.  The  projected  figures  of  the  U.  S.  Bureau  of  the 
Census  put  the  1970  over-65  population  at  361,000,  or  9.3% 
of  the  total  Tennessee  Population. 

• Agency  representatives  attending  the  organizational  meet- 
ing demonstrated  their  keen  interest  and  awareness  of  the 
problem  posed  by  Tennessee's  senior  citizens.  It  was  agreed 
that  the  best  approach  would  be  the  organization  of  a state- 
wide council  which  would  carefully  map  out  its  objectives 
and  vigorously  pursue  recommended  courses  of  action. 

It  was  agreed  that  Dr.  Frist  should  continue  to  serve  as 
pro  tern  chairman,  and  that  he  appoint  sub-committees  to 
draft  plans  for  the  scope  and  purpose,  membership  and  a con- 
stitution and  by-laws  for  the  council.  It  was  also  agreed 
that  the  sub-committees  should  complete  their  assignments  as 
quickly  as  possible  in  order  to  expedite  the  formation  of 
the  council.  Agency  representatives  at  the  meeting  in- 
cluded: William  B.  Barnhart,  Columbia,  President,  Tennessee 
State  Hospital  Association;  Dr.  A.  M.  Ballantine ; Pulaski, 
President,  Tennessee  State  Dental  Association;  Mrs.  Cath- 
erine T.  Anderson,  Knoxville,  President,  Tennessee  State  As- 
sociation of  Nursing  Homes  ; Dr.  R.  H.  Hutcheson,  Commis- 
sioner, Tennessee  Department  of  Public  Health;  Ray  Balester, 
Tennessee  Department  of  Mental  Health;  Frank  Ziegler,  Nash- 
ville Chamber  of  Commerce  ; 

Stanton  E.  Smith,  President,  Tennessee  State  Labor  Coun- 
cil, AFL-CIO ; J.  B.  Woods,  Board  Chairman,  Nashville  Senior 
Citizens,  Inc.  ; Frank  Adae,  Chattanooga,  Tennessee  Hospital 
Service  Association;  Miss  Mary  Elizabeth  Dunn,  Tennessee 
Nurses  Association;  Mrs.  Ora  Shelton,  President,  Tennessee 
Licensed  Practical  Nurses  Association. 

• The  AMA  Committee  on  Aging  of  the  Council  on  Medical 
Service  has  scheduled  a planning  conference  on  medical  so- 
ciety action  in  the  field  of  aging  in  Chicago,  September  13 
and  14.  The  meeting,  called  by  Dr.  J.  D.  McCarthy,  Chairman 
of  the  Council  on  Medical  Service,  will  attempt  to  coordi- 


THIS  to  Continue 
Throughout  August 


TSMA  Survey 
On  M.D.  Contribution 
To  Be  Released  Soon 


Hospitals  Name 
Rising  Costs 
PR  Headache 


Poison  Control 
Program  Underway 
In  State 


nate  activities  of  the  medical  profession  in  the  geriatrics 
field.  In  his  letter  announcing  the  meeting.  Dr.  McCarthy 
says,  "The  national  importance  and  implications  of  the  aging 
problem  to  the  medical  profession  are  matters  of  immediate 
concern  to  all  physicians." 

• THIS,  the  series  of  health  information  programs  currently 
being  presented  on  Sunday  afternoon  at  3:30  in  Nashville  on 
WLAC-TV,  is  slated  to  continue  throughout  August.  Ten  pro- 
grams were  originally  scheduled.  However,  the  Tennessee 
Nurses  Association  has  joined  the  committee,  bringing  mem- 
bership to  11.  Other  agency  members  will  have  an  opportu- 
nity to  request  program  times  for  the  last  three  Sundays  in 
the  month,  should  they  desire  to  present  a second  show  in 
the  series. 

Plans  call  for  the  members  of  the  Television  Health  In- 
formation series  to  hold  an  evaluation  meeting  at  the  con- 
clusion of  the  current  series  to  determine  whether  the  plan 
has  been  successful,  and  whether  the  success  warrants  ex- 
tending the  programming  to  other  TV  cities  in  Tennessee. 

• A survey,  now  being  conducted  by  the  Public  Service  Of- 
fice to  determine  the  extent  to  which  Tennessee  doctors  con- 
tribute to  their  communities  in  terms  of  free  medical  serv- 
ice, donations  to  charity,  etc.,  is  nearly  completed  and  the 
results  will  be  released  soon.  Response  to  the  question- 
naires sent  out  has  been  gratifying.  Doctors  throughout 
Tennessee,  except  in  Shelby  and  Davidson  Counties,  were 
surveyed.  Recent  surveys  conducted  by  the  medical  societies 
in  Shelby  and  Davidson  are  being  utilised  in  the  TSMA  sur- 
vey. The  survey  was  directed  by  the  TSMA  Board  of  Trustees 
at  the  meeting  in  Gatlinburg. 

• The  latest  bulletin  of  the  Public  Relations  Council  of 
the  Tennessee  Hospital  Association  lists  rising  costs  as  the 
major  public  relations  problem  facing  hospitals  throughout 
the  state,  and  suggests  that  the  answer  lies  in  obtaining 
better  public  understanding  of  hospital  costs.  The  article 
cites  the  recent  Pennsylvania  Adjudication,  which  was 
sharply  critical  of  hospitals  and  doctors,  recent  magazine 
articles,  and  published  articles  of  columnists  and  editors 
as  its  basis  for  this  conclusion. 

• The  poison  control  program  for  Tennessee,  a project  of 
the  Public  Service  Committee,  is  in  the  implementation  stage 
throughout  the  state.  Poison  Control  Committees  have  met  in 
each  of  the  cities,  and  are  in  the  process  of  either  estab- 
lishing or  coordinating  facilities  to  comply  with  the  state- 
wide program.  Each  center  will  have  a number  of  counties 
assigned  to  it  and  doctors  within  those  counties  will  be 
notified  of  this  assignment  in  order  to  enable  physicians  to 
take  advantage  of  the  center's  facilities.  Thus,  these 
services  will  be  made  available  to  every  practicing  phy- 
sician in  Tennessee. 
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it  was,  he  said  “Saturday”;  what  game  it 
was,  he  answered  “Central”;  he  asked  the 
player  what  is  six  and  three,  the  player  im- 
mediately said  “nine.”  Coach  Collins 
counted  on  his  fingers  six  and  three,  and 
said,  “Yes,  you  are  right,  you  can  stay  in 
the  game.”  Now,  this  is  a wonderful  way 
in  which  to  reach  a decision  as  to  whether 
a player  can  stay  in  the  game  or  not.  Where 
there  is  any  question  the  player  must  be 
taken  out  and  observed,  and  if  he  is  slow 
in  clearing  up  he  should  be  hospitalized 
overnight  and  be  seen  by  a neurosurgeon. 
The  boy  who  is  easily  and  frequently  ren- 
dered unconscious  must  be  very  carefully 
observed  by  the  neurosurgeon  with  disqual- 
ification in  mind. 

Another  question  which  has  frequently 
been  put  to  me  is  “Who  should  he  X-rayed ?” 
This  is  a rather  broad  question,  but  can  be 
answered  in  general  by  saying  that  any 
athlete  who  has  a joint  injury  should  have 
an  X-ray  examination.  In  some  cases  of 
persistent  pain,  other  areas  of  the  body 
should  routinely  be  studied  by  X-ray  also. 

Another  “must”  in  X-ray  examinations  is 
three  views  of  all  wrist  injuries, — the  spe- 
cial view  to  show  the  carpal  navicular. 
Fractures  of  this  bone  are  very  easily 
missed.  We  must  also  remember  the  fre- 
quent formation  of  myositis  ossificans  fol- 
lowing severe  muscle  injuries  and  particu- 
larly following  dislocation  of  the  elbow. 

A question  that  has  been  put  to  me  very 
many  times  is,  “ How  do  you  re-build  a weak 
muscle?”  Actually,  a weak  muscle  is 
strengthened  in  exactly  the  same  way  that 
a weight  lifter  builds  his  massive  muscula- 
ture, that  is,  by  straining.  Think  of  the 
heart  that  becomes  enlarged;  it  becomes 
enlarged  because  of  strain.  Apply  the  same 
thinking  to  the  biceps.  If  one  would  like 
to  build  up  the  biceps,  one  does  it  by  flex- 
ing the  muscle  and  holding  the  contracture 
as  though  one  were  trying  to  rupture  the 
muscle,  actually  making  the  muscle  do 
more  than  it  can  possibly  do.  After  a few 
seconds  of  straining  the  muscle  begins  to 
ache.  This  aching  simply  means  that  one 


has  used  up  all  the  food  and  oxygen  avail- 
able at  the  time.  The  muscle  is  then  re- 
laxed until  the  ache  clears,  which  tells  us 
that  the  circulation  has  carried  away  the 
waste  products  and  brought  in  more  food 
and  oxygen.  Now  we  strain  again.  In  this 
way,  one  force  feeds  a muscle.  Ordinary 
quick  movements  of  a muscle,  even  though 
continued  to  the  point  of  exhaustion,  never 
increase  the  muscle  mass.  The  reason  for 
this  is  the  muscle  only  uses  the  food  and 
oxygen  it  needs  for  the  minimal  contrac- 
ture. This  basic  physiologic  idea  should  be 
carried  into  every  muscle  building  program. 
Whether  one  is  trying  to  re-build  a weak- 
ened quadriceps  muscle  postoperatively,  or 
whether  one  is  trying  to  develop  a boy’s 
underarm  muscles  for  pole  vaulting,  he 
must  strain  his  muscles  to  the  ultimate  if 
he  is  to  build  muscle  mass.  We  develop 
grace  and  agility  by  hand-ball  and  box- 
ing, by  fancy  diving,  by  the  trampoline 
and  even  by  doing  the  jitter-bug.  We  de- 
velop endurance  by  running  up  and  down 
the  stadium,  but  we  never  develop  muscle 
mass  except  by  strain. 

Discussion 

DON  L.  EYLER,  M.D.,  Nashville:  Not  everyone 
can  be  a team  physician  but  many  of  us  can  par- 
ticipate in  the  routine  physical  examinations  that 
are  so  important  in  maintaining  health  and  pre- 
venting injuries  in  our  high  school  youth.  The 
career  of  an  athlete  often  hinges  on  the  early 
accurate  diagnosis  and  treatment  of  knee  injuries. 
Examination  under  short  general  anesthesia  is 
often  the  only  way  to  get  an  accurate  picture  of 
the  injury.  In  our  experience,  severe  collateral 
ligamentous  injuries  of  the  knee  do  better  if 
treated  by  early  open  operation.  Aspiration  of  a 
knee  joint  is  often  of  diagnostic  value.  If  blood 
is  aspirated,  Hydrocortisone  should  not  be  in- 
stilled. Ankle  sprains  involving  the  distal  tibio- 
fibular ligament  recover  slowly  and  are  often 
complicated  by  soft  tissue  calcification.  The 
prognosis  in  this  injury  is  guarded.  Hyaluronidase 
is  an  excellent  adjunct  to  other  treatment.  This 
injury  should  be  an  exception  to  support  an 
early  use  of  ligamentous  ankle  injuries. 

Dr.  Brashear’s  opinions  are  based  on  many  years 
of  experience  in  treating  athletic  injuries.  You 
and  I can  get  more  experience  by  volunteering 
our  services  to  the  athletic  department  of  one  of 
Tennessee’s  high  schools. 
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CASE  REPORT 

Nematode  Endophthalmitis* 

Walter  H.  Benedict,  M.D.,  M.Sc.  (Oph.), 
Knoxville,  Tenn. 

At  the  55th  annual  session  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Oto- 
laryngology in  1950,  Wilder1  presented  a 
paper  on  nematode  endophthalmitis.  This 
account  concerned  a series  of  46  eyes,  in 
which  she  could  demonstrate  the  presence 
of  a larva  in  24  eyes.  The  larvae  were 
thought  to  be  mostly  of  the  hookworm  fam- 
ily, but  exact  identification  was  not  possible. 
The  24  eyes  were  in  children  aged  3 to  13 
years.  Fourteen  were  in  girls  and  10  in 
boys;  16  eyes  were  right  eyes  and  6 were 
left  eyes  and  2 eyes  were  not  specified.  Im- 
portant to  this  group  of  ophthalmologists 
was  the  fact  that  the  largest  majority  of 
cases  came  from  the  southeastern  United 
States.  According  to  the  map  accompany- 
ing her  article,  there  were  2 cases  from 
Middle  Tennessee. 

The  characteristic  presenting  complaint 
was  the  notation  by  a parent  of  a white  re- 
flex from  the  pupil  of  the  patient.  Exami- 
nation revealed  a pale  mass  with  blood  ves- 
sels on  its  surface  situated  behind  the  lens. 
The  diagnosis  invariably  was  retinoblas- 
toma (in  20  of  the  24  eyes)  which  led  to 
enucleation. 

Case 

On  October  24.  1957,  an  8 year  old  white  girl 
was  brought  to  my  office,  with  the  chief  complaint 
that  she  was  blind  in  the  right  eye.  In  addition, 
the  parents  had  noted  a whitish  pupillary  reflex 
in  the  same  eye.  She  stated  that  about  a month 
previously  the  cocking  lever  on  an  air  rifle  had 
struck  her  on  the  right  lower  lid,  but  the  blow 
was  not  severe  enough  to  require  medical  treat- 
ment. Direct  questioning  then  revealed  that  some 
members  of  the  family  had  noticed  something  pe- 
culiar about  the  eyes  of  this  girl,  and  early  in  the 
spring  of  1957  the  mother  became  aware  of  weak 
vision  in  her  daughter’s  eye.  There  was  no  pain 
or  redness  of  the  eye  and  no  swelling  of  the  lids. 

Examination  of  the  eyes  revealed  vision  of  no 
light  perception  in  the  right  eye  and  20/20-3  in 
the  left  eye.  There  was  a slight  exotropia  of  the 
right  eye  but  the  most  prominent  feature  was  a 
leukoeoria  of  the  right  eye.  (Fig.  1.)  There  was 

*Read  before  the  Meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  22,  1958,  Gatlinburg,  Tenn. 


Fig.  1. 

Fig.  1.  Photograph  of  the  right  eye  shows 
posterior  synechia  and  the  mass  in  the  fundus. 


a posterior  synechia  present  at  7 o’clock,  which 
could  be  seen  with  the  unaided  eye.  Examination 
with  the  slit  lamp  and  corneal  microscope  re- 
vealed an  early  band  keratitis  just  inside  the 
limbus  with  a clear  central  cornea.  The  posterior 
synechia  was  seen  to  be  firm  and  actually  ex- 
tended from  about  6 to  9 o’clock.  There  was  no 
A.R.  and  no  K.P.  The  leukoeoria  was  caused  by 
a whitish  grey  membrane  situated  behind  the 
lens.  This  membrane  had  an  old  sheet-like 
hemorrhage  on  it  and  a few  blood  vessels  were 
also  present  on  its  surface.  It  could  not  positively 
be  identified  as  retina.  Tactile  tension  revealed 
softness  of  the  eyeball;  translumination  of  the 
globe  was  unreliable  because,  although,  light 
could  be  seen  through  the  pupil,  it  could  have 
been  transmitted  anterior  to  the  membrane  and 
not  be  coming  from  within  the  depths  of  the 
globe. 

The  left  eye  was  perfectly  normal  in  all  re- 
spects. 

The  clinical  diagnosis  was,  (1),  leukoeoria,  sec- 
ondary to  probable  metastatic  retinitis,  old;  or, 
(2),  total  old  complete  retinal  detachment,  cause 
unknown;  or,  (3),  intraocular  tumor. 

X-ray  studies  of  the  skull  and  orbits  revealed  no 
radiographic  abnormalities.  Pediatric  consulta- 
tion revealed  no  physical  disease  of  any  kind  and 
the  laboratory  tests  on  the  blood  and  urine  were 
normal.  The  W.B.C.  count  was  9,200;  the  dif- 
ferential count  revealed  7%  eosinophiles.  A sec- 
ond differential  count  a week  later,  in  the  hos- 
pital, was  reported  with  an  eosinophile  count  of 
4%. 

She  was  seen  in  consultation  by  several  other 
ophthalmologists,  some  of  whom  thought  this  was 
a necrotizing  retinoblastoma  which  would  account 
for  the  posterior  synechia,  but  others  felt  that  it 
was  not.  All  of  us  agreed,  however,  that  the 
globe  should  be  removed  and  this  was  carried  out 
uneventfully  6 days  after  she  was  first  seen. 
Postoperatively,  she  developed  an  orbital  hemor- 
rhage which  absorbed  completely  and  in  15  days 
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she  was  ready  for  her  prosthesis.  It  developed, 
however,  that  she  had  a paresis  of  the  levator 
palpebra  muscle,  which  finally  disappeared  after 
about  5 or  6 weeks,  with  no  specific  treatment. 

After  the  eye  was  removed,  it  was  opened  by 
making  a callotte  on  the  nasal  side  in  the  anterio- 
posterior diameter.  (Fig  2.)  There  was  a funnel 


Fig.  2. 

Fig.  2.  Photomicrograph  of  the  right  eye  cut  in 
cross  section  shows  the  organized  retina  and 
vitreous  mass. 

shaped  detachment  of  the  retina  with  a conglo- 
merate mass  situated  just  behind  the  lens.  Further 
inspection  at  the  pathology  laboratory  revealed  a 
central  cystic  space  in  the  anterior  third  of  the 
necrotizing  mass  enclosed  by  the  detached  retina. 

Microscopic  sections  proved  that  the  whitish 
mass  was  retina  with  inflammatory  changes  of 
organization.  There  was  evidence  of  fibrosis  and 
old  hemorrhage  with  the  lens  capsule  adherent  to 
the  main  lesion.  There  was  no  evidence  of  spe- 
cific infection  or  neoplasm.  Eosinophiles  were 
prominently  displayed  in  part  of  the  reaction. 
Specific  stains  for  acid-fast  bacilli  were  negative; 
examination  for  birefringent  matter  was  negative 
and  no  evidence  of  fungi,  toxoplasma  or  other 
microorganisms  were  seen.  The  sections  and  the 
rest  of  the  globe  were  sent  to  the  Armed  Forces 
Institute  for  Pathology  for  consultation.  (Fig.  3.) 


Fig.  3. 

Fig.  3.  Photomicrograph  of  an  area  in  the  vitreous 
mass  shows  a focus  of  granulation  and  eosinophile 
reaction  surrounding  the  dead  nematode. 


There  further  sections  were  made  and  examined 
by  Dr.  Zimmerman  whose  report  stated  in  part, 
there  was  a,  “demonstration  of  a number  of 
granulomatous  lesions  within  the  organized 
vitreous  and  the  presence  of  a much  greater  de- 
gree of  eosinophilia  than  was  evident  in  the 
original  slide.  In  one  of  the  areas  of  necrosis, 
fragments  of  a disintegrating  parasite  were  found. 

“Experience  based  on  similar  cases  in  which 
the  parasites  were  sufficiently  well  preserved  to 
permit  identification  has  led  to  the  assumption 
that  these  cases  of  nematode  endophthalmitis  oc- 
curring in  children  are  probable  all  due  to 
Toxocara  canis.” 

Discussion 

Toxocara  canis  is  a dog  ascarid.-'  Its 
presence  in  the  human  is  uncommon,  but 
when  it  does  occur  it  usually  causes  a con- 
dition known  as  visceral  larva  migrans. 
This  comes  about  through  the  ingestion  of 
the  infective  eggs  of  the  parasite.  The  eggs 
hatch  in  the  duodenum,  and  the  larvae  pene- 
trate the  intestinal  wall  to  migrate  into  the 
mesenteric  portal  system  blood  stream  to 
other  tissues  where  they  are  trapped.  In 
the  natural  host  (dog)  pulmonary  migra- 
tion is  required  before  the  larva  reaches  the 
intestine  again  to  develop  into  an  adult 
worm.  Since  the  human  body  is  an  un- 
suitable host,  however,  the  larva  does  not 
complete  its  normal  cycle.  It  is  caught  by 
phagocytic  cells  which  cause  a granuloma 
to  develop  around  each  invader.  The  eye 
and  brain  are  frequent  organs  invaded,  al- 
though the  liver  is  the  most  common  organ 
involved. 

Beaver  and  associates/  in  1952,  published 
3 cases  of  children  having  chronic  eosino- 
philia in  one  of  whom  they  found  a larva 
in  a liver  biopsy.  This  parasite  was  identi- 
fied as  T.  canis  because  of  its  morphology. 
Furthermore,  infected  pet  dogs  were  present 
in  the  family  and  T.  canis  eggs  were  found 
in  the  dirt  of  the  yard,  some  of  which  these 
children  ate.  These  authors  were  able  to 
inject  mice  with  both  T.  canis  and  T.  cati 
eggs,  and  after  three  and  a half  months 
lesions  were  noted  in  the  viscera.  Hence 
the  name  visceral  larva  migrans.  They  were 
able  to  distinguish  this  parasite  from  the 
human  ascaris  because  of  its  distinct  spear 
shaped  head.  T.  cati,  the  cat  ascaris,  is 
smaller  than  T.  canis  but  otherwise  is  sim- 
ilar in  body  structure. 

Eosinophilic  granulomas  and  abscesses  are 
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the  characteristic  cellular  reaction  around 
the  parasite.  Wilder'  has  shown  that  there 
is  also  some  giant  cell  formation  and  plasma 
cell  infiltration  as  well.  She  has  also  shown 
that  the  larva  enters  the  eye  probably 
through  the  short  posterior  ciliary  arteries. 
There  is  considerable  choroidal  reaction  and 
in  a few  instances  she  has  demonstrated  the 
scarred  tracks  the  larva  left  after  its  pro- 
gression through  the  retina  into  the  vitreous. 

There  is  no  specific  treatment  for  visceral 
larva  migrans  except  removal  of  the  gran- 
uloma in  the  case  of  hepatitis  or  the  eye,  as 
in  this  case.  Prognosis  is  good,  since  the 
larvae  are  unable  to  complete  their  life 
cycle  and  die  in  the  eosinophilic  granuloma 
they  cause.  Since  reinfection  is  possible, 
the  best  control  against  this  disease  is  the 
constant  de-worming  of  household  pets  at 
regular  frequent  intervals. 


Summary 

Nematode  endophthalmitis  is  demon- 
strated by  a case  report  in  an  8 year  old 
white  girl  who  exhibited  nothing  more 
than  painless  blindness  in  her  right  eye. 
Leukocoria  was  a prominent  feature.  T. 
cams  is  implicated  as  the  cause  in  this  case 
and  its  relationship  to  visceral  larva 
migrans  is  discussed. 
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CASE  REPORT 

Iron  (Ferrous  Sulfate)  Poisoning 

M.  M.  Young,  M.D.,  Crossville,  Tenn. 

It  is  believed  that  this  report  of  a non- 
fatal  case  of  ferrous  sulfate  poisoning 
should  be  of  interest,  particularly  to  general 
practitioners  and  pediatricians. 

P.  V.,  an  18  month  old  female  child  was  brought 
to  the  Uplands  Cumberland  Medical  Center  in 
extremis  on  December  3,  1957. 

A history  was  obtained  of  the  ingestion  of  an 
undetermined  number  of  red  candy-coated  tablets 
the  nature  of  which  was  not  at  first  known.  These 
tablets  had  been  prescribed  for  the  mother  by  a 
physician  in  Muncie,  Indiana  about  18  months 
previously.  A long  distance  call  was  immediately 
made  to  this  physician  who  referred  to  his  record 
on  the  mother  and  informed  us  that  the  tablets 
were  ferrous  sulfate. 

The  child  had  been  well  until  the  day  of  admis- 
sion except  for  a slight  cold.  A history  was  ob- 
tained of  normal  birth  and  development.  She  had 
been  breast  fed  until  about  16  months  of  age. 
She  had  had  no  supplementary  vitamins  since  the 
first  two  or  three  months  of  life.  However,  her 
general  diet  had  been  good  and  she  was  a good 
eater.  She  was  said  to  have  had  “flu”  about  one 
month  prior  to  admission.  The  past  medical  his- 
tory was  otherwise  negative. 

The  mother  reported  that  the  child  had  become 
extremely  ill  within  30  minutes  after  ingestion  of 
the  iron  tablets.  Taken  first  to  the  office  of  a 
physician  in  an  adjoining  town,  she  was  referred 
here  immediately  for  hospitalization.  She  had 
had  two  convulsions  prior  to  admission.  Although 
the  child  arrived  at  the  hospital  in  slightly  more 
than  an  hour  after  ingestion  of  the  ferrous  sulfate 
tablets,  she  was  obviously  in  an  extremely  pre- 
carious state  on  arrival  at  the  hospital. 

Physical  examination  on  admission  revealed  an 
extremely  ill  child  who  was  scarcely  breathing. 
The  skin  was  cold  and  cyanotic,  respiration  was 
shallow  and  slow.  She  was  vomiting  frequently 
and  passing  frequent  watery  stools.  Her  eyes 
were  sunken.  The  pupils  reacted  to  light.  The 
pulse  rate  was  180  at  the  time  of  admission.  Ex- 
amination of  the  abdomen  revealed  hyperperistal- 
sis. 

Laboratory  findings  were  not  remarkable.  Hgb. 
was  12.6  Gm.  on  the  day  of  admission  and  was  the 
same  on  the  following  day.  The  hematocrit  was 
42%,  the  W.B.C.  count  18,000  and  the  differential, 
P.M.N.  66%,  lymphs  31%,  monos.  2%,  P.M.E. 
1%.  Urinalysis  revealed  a trace  of  albumin  and 
a trace  of  acetone  on  the  second  hospital  day.  It 
was  impossible  to  do  a C02  combining  power  at 
the  time  the  child  was  hospitalized. 

Course.  The  child  was  given  an  injection  of 
Coramine  immediately  and  oxygen  was  adminis- 
trated. She  was  given  sodium  bicarbonate  solu- 
tion orally  and  fluids  by  hypodermoclysis.  Ve- 
noclysis  was  given  as  well  as  a small  blood  trans- 
fusion, and  continuous  I.V.  fluids  for  about  48 


hours.  On  the  second  hospital  day  the  patient 
was  greatly  improved.  She  was  still  vomiting, 
however.  The  stools  were  tarry  in  consistency 
and  black  in  appearance.  By  the  third  hospital 
day  she  was  much  better  and  playing.  Vomiting 
had  ceased  and  the  bowel  actions  were  normal. 
Since  she  appeared  quite  well  on  the  fourth  hos- 
pital day,  she  was  dismissed  to  her  home. 

Comment 

Ferrous  sulfate  poisoning  has  a very 
rapid  and  fulminating  onset  after  ingestion 
of  an  appreciable  number  of  tablets.  Ac- 
cording to  the  literature,  as  few  as  10  to  15 
ferrous  sulfate  candy-coated  tablets,  of  the 
5 grain  size,  may  be  fatal.  Symptoms  occur 
within  30  to  60  minutes  after  ingestion. 
“Owing  to  variation  in  solubility  of  prepa- 
rations, danger  may  exist  for  at  least  34 
hours.  Acute  gastroenteritis,  dependent 
upon  the  size  of  the  dose,  vomiting,  di- 
arrhea, dehydration,  collapse,  shock  and 
coma  ending  in  death  may  occur.  A severe 
acidosis  may  also  be  present.  The  diarrhea 
may  be  initially  watery,  then  bloody,  and 
then  tarry.  The  intensity  of  the  dehydra- 
tion, shock  and  acidosis  is  such  that  50%  of 
the  reported  cases  have  been  fatal.  Late 
changes  are  the  sequels  of  severe  shock  and 
dehydration.”*  Hemorrhagic  periportal  ne- 
crosis of  the  liver  may  also  occur  and  be  a 
cause  of  death. 

Treatment  should  include  administration 
of  sodium  bicarbonate  solution  orally  or  by 
lavage  to  produce  insoluble  ferrous  carbon- 
ate. Administration  of  magnesium  sulfate 
to  produce  cartharsis  is  also  recommended, 
but  is  probably  unnecessary  and  even  in- 
advisable, since  diarrhea  usually  ensues  as 
a result  of  the  poisoning.  BAL.  is  without 
effect.  The  usual  measures  including  ad- 
ministration of  fluids  and  blood  to  combat 
the  shock,  dehydration  and  acidosis  are  in- 
dicated. 

It  is  possible  and  likely  that  the  first  re- 
action of  the  physician  who  has  never  seen 
a case  of  iron  sulfate  poisoning  would  be 
similar  to  that  of  the  author,  and  of  the 
physician  who  prescribed  the  iron  sulfate 
tablets  for  the  mother  of  the  child  in  this 
case — that  is,  that  the  effects  of  the  inges- 
tion of  ferrous  sulfate  tablets  probably 
would  not  be  too  serious. 

For  this  reason  I believe  it  worth  while 
to  publish  this  report. 


:!:Nelson:  Textbook  of  Pediatrics,  6th  Ed. 
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Vanderbilt  University  Hospital* 

Precocious  Puberty  Due  to  Third 
Ventricle  Tumor 

DR.  CHOBOT:  Our  first  case  for  today  is  K.  H., 
a 6 year  old  white  girl.  The  first  few  months  of 
her  life  are  not  remarkable  except  that  the  family 
noted  her  to  be  somewhat  retarded  for  her  age. 
At  6 months  of  age,  strabismus  was  noted  in  her 
right  eye.  An  ophthalmologist  was  consulted  who 
advised  a muscle  operation.  The  family  refused 
this  and  no  further  treatment  was  attempted. 

She  was  referred  to  a neurosurgeon  in  Louis- 
ville, Ky.,  in  November,  1956,  because  of  head- 
aches, nausea,  vomiting  and  ataxia.  They  under- 
stand at  that  time  there  was  a questionable 
papilledema.  (We  are  not  sure  of  this  point.)  At 
this  time  a ventriculogram  was  done,  no  air  was 
seen  in  the  third  ventricle.  A Torkildsen  shunt 
procedure  was  carried  out.  Following  this  the 
child  still  showed  ataxia  and  trembling  move- 
ments in  the  arms  and  legs. 

In  February,  1957,  a second  ventriculogram  was 
done  because  of  continued  headaches,  nausea, 
vomiting  and  ataxia.  At  this  time  air  was  seen 
in  the  third  ventricle  and  the  family  was  in- 
formed that  the  child  did  not  have  a third  ven- 
tricular tumor.  A pneumoencephalogram  was  per- 
formed which  showed  good  filling  of  both  lateral 
ventricles  from  below.  The  diagnosis  as  that 
time  was  questionable,  and  the  child  was  dis- 
charged from  the  hospital. 

Over  the  last  year  the  child  has  shown  con- 
tinued ataxia.  In  the  past  6 months  she  has  be- 
gun to  develop  bilateral  symmetrical  enlarge- 
ment of  the  breast  and  she  has  now  begun  to  de- 
velop slight  pubic  hair.  During  the  last  3 months 
she  has  gained  about  15  lbs.  in  weight,  with  a 
distribution  of  that  in  an  adult  female.  She  has 
become  increasingly  modest,  is  hesitant  in  her 
bathroom  habits  around  others. 

Physical  examination  at  this  time  shows  ataxia, 
and  external  strabismus  of  the  right  eye.  Her 
Hindi  show  no  papilledema.  Her  mental  ability 
is  slightly  retarded  but  still  quite  good,  consider- 
ing her  past  history. 

DR.  GRANT  LIDDLE:  From  an  endocri- 
nologic  standpoint  this  child  presents  a prob- 
lem of  precocious  puberty  with  distinct 
mammary  development,  which  can  be 
taken  as  unequivocal  evidence  of  estrogen 
levels  in  excess  of  those  normally  seen  at 
the  age  of  6 years.  The  differential  diag- 
nosis of  precocious  puberty  includes  the 
following  conditions. 


*From  the  Departments  of  Surgery  and  Medi- 
cine, Vanderbilt  Medical  School,  Nashville,  Tenn. 


1.  Lesions  in  the  neighborhood  of  the  hy- 
pothalamus: Precocious  puberty  should  al- 
ways prompt  one  to  look  for  evidence  of 
neurologic  lesions  in  the  general  region  of 
the  hypothalamus.  The  presence  of  internal 
hydrocephalus,  erosion  of  the  sella  turcica, 
diabetes  insipidus,  somnolence,  polyphagia, 
disorders  of  temperature  or  blood  pressure 
regulation,  visual  field  defects,  or  ataxia 
would  strongly  suggest  a hypothalamic 
lesion  as  the  cause  of  the  precocious 
puberty.  In  the  present  case  the  precocious 
puberty  was  preceded  by  internal  hydro- 
cephalus, ataxia,  and  roentgen  evidence  of 
a filling  defect  in  the  third  ventricle;  so 
there  seems  little  reason  to  doubt  that  the 
etiology  of  the  precocious  puberty  is  re- 
lated somehow  to  a neurologic  lesion.  Al- 
though it  was  once  felt  that  tumors  of  the 
pineal  body  were  in  some  way  specifically 
related  to  precocious  puberty,  it  is  now  be- 
lieved there  is  nothing  specific  about  the 
pineal  in  this  regard  but,  rather,  that  any 
type  of  tumor  (or  cyst,  vascular  malforma- 
tion or  congenital  neurologic  malformation) 
which  involves  the  floor  of  the  third  ven- 
tricle may  be  associated  with  sexual 
precocity.  Presumably  the  neurologic- 
lesion  brings  about  precocious  secretion  of 
pituitary  gonadotropins  which  in  turn  acti- 
vate the  gonads.  In  a few  cases  reported  in 
the  literature,  children  with  hypothalamic 
lesions  and  sexual  precocity  have  been 
found  to  have  adult  levels  of  follicle  stimu- 
lating hormone  in  the  urine.  Our  patient 
has  not  attained  adult  levels  of  gonadotropin 
excretion,  but  it  should  be  noted  that  her 
pubertal  development  is  still  rather  min- 
imal. (Bone  age  is  not  advanced,  and  there 
has  been  no  menstruation  following  with- 
drawal of  a potent  progestational  com- 
pound, suggesting  that  the  endometrium  has 
not  yet  developed  very  much.)  Treatment 
of  this  disorder  is  clearly  within  the 
province  of  the  neurosurgeon.  There  is  no 
specific  endocrine  therapy. 

2.  Polyostotic  fibrous  dysplasia  (Albright’s 
syndrome) : This  may  be  associated  with 
sexual  precocity.  This  syndrome  is  char- 
acterized by  bone  cysts  and  irregular  areas 
of  cutaneous  pigmentation  ( cafe  au  lait 
spots),  neither  of  which  was  present  in  the 
patient  under  consideration. 

3.  N euro  fibromatosis  (von  Recklinghaus- 
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en’s  disease) : This  also  may  be  associated 
with  sexual  precocity.  None  of  the  char- 
acteristic features  of  the  disorder  (neuro- 
fibromas, cafe  au  lait  spots,  or  bone  cysts) 
were  present  in  this  patient. 

4.  Ovarian  tumor:  Such  a tumor  is  an 
extremely  rare  cause  of  sexual  precocity. 
Generally  an  ovarian  tumor  causing  sexual 
precocity  is  large  enough  to  be  palpable  on 
rectal  examination,  and  exploratory 
laparotomy  as  a routine  diagnostic  pro- 
cedure is  not  justified.  If  an  ovarian  tumor 
is  present,  of  course,  its  surgical  removal 
should  arrest  the  course  of  the  sexual  pre- 
cocity. 

5.  Ingestion  of  estrogens:  This  may  be 
either  inadvertent  or  mischievous  and  is 
sometimes  a cause  of  precocious  puberty.  A 
year  ago  Dr.  Randolph  Batson  of  our  De- 
partment of  Pediatrics  saw  a two  year  old 
girl  with  remarkable  breast  development 
and  advanced  bone  age.  All  of  her  en- 
docrine studies  were  normal.  Dr.  Batson 
ultimately  learned  that  the  child  had  had 
access  to  her  grandmother’s  estrogenic  med- 
ications. 

6.  Constitutional  precocious  puberty:  Cer- 
tainly this  is  far  more  common  than  any  of 
the  conditions  mentioned  above.  Occasion- 
ally it  appears  in  more  than  one  member 
of  a family.  The  etiology  is  unknown.  How- 
ever, it  appears  that  the  precocity  involves 
the  entire  hypothalamo-hypophyseal — 
gonadal  system  and  not  merely  the  gonads. 
Except  for  sociopsychologic  problems  which 
may  arise,  the  condition  is  entirely  benign. 
Since  the  diagnosis  is  based  upon  the  ex- 
clusion of  the  disorders  mentioned  above, 
it  is  advisable  to  re-examine  the  child  peri- 
odically in  search  of  additional  manifesta- 
tions of  the  above  disorders,  which  may 
have  appeared  since  the  diagnosis  of  “con- 
stitutional” precocious  puberty  was  first  es- 
tablished. 

7.  Congenital  virilizing  adrenal  hyper- 
plasia: This  endocrinopathy  must  be  consid- 
ered in  the  differential  diagnosis  of  sexual 
precocity  in  the  male,  but  should  pose  no 
particular  problem  in  cases  such  as  the  pres- 
ent one  in  which  the  clinical  endocrinologic 
abnormalities  are  entirely  those  of  estrogen 
excess  rather  than  androgen  excess.  An 
excess  of  adrenal  androgen  in  the  young 
female  is  generally  associated  with  clitoral 


hypertrophy  and  early  appearance  of  pubic 
and  axillary  hair.  The  breasts  remain  hy- 
poplastic. Urine  17-ketosteroids  are  ex- 
tremely high  but  can  be  reduced  to  normal 
levels  by  the  administration  of  hydro- 
cortisone-like steroids. 

To  summarize,  then,  this  6 year  old  girl 
presented  clinical  signs  of  increased 
estrogen  secretion;  this  is  equivalent  to  say- 
ing that  she  exhibited  precocious  puberty. 
Accessory  evidence  that  she  has  a tumor  or 
cyst  in  the  region  of  the  third  ventricle 
makes  it  almost  certain  that  disordered  hy- 
pothalamic function  is  responsible  for  the 
sexual  precocity. 

DR.  WILLIAM  MEACHAM:  I sup- 

pose everybody  realizes  this  is  a rather  com- 
plex sort  of  problem.  To  summarize  her 
case,  this  little  girl  at  the  age  of  4,  in  1956, 
showed  evidence  of  an  expanding  lesion  in 
the  head.  An  air  study  showed  hydro- 
cephalus and  it  was  felt  that  this  was  caused 
by  a tumor  in  the  third  ventricle  because  of 
failure  of  air  to  go  into  the  third  ventricle. 
The  surgeon  who  did  the  operation  for- 
warded these  films.  A shunting  procedure 
was  done  since  the  ventricular  block  was 
the  only  clinical  problem.  There  was  un- 
certainty about  the  actual  existence  of  a 
tumor  and  radiation  was  not  recommended 
since  it  was  planned  to  repeat  the  air  stud- 
ies at  a later  date.  This  was  done  some  three 
months  later  and  some  air  entered  the  third 
ventricle.  Following  this,  it  was  concluded 
that  an  actual  tumor  probably  was  not  pres- 
ent. Subsequent  developments,  of  course, 
have  shown  evidence  favoring  such  a lesion, 
mainly  in  the  form  of  the  ataxia  and  sexual 
precocity. 

This  little  girl  has  been  active  and  bright 
during  our  period  of  observation.  Her  par- 
ents do  not  feel  that  she  is  significantly  re- 
tarded. Here  are  our  repeat  air  studies  done 
two  days  ago.  There  is  now  definite  dis- 
tortion of  the  third  ventricle  with  elevation 
of  its  floor  in  the  middle  and  posterior  parts. 
Tumors  commonly  seen  in  this  location  are 
spongioblastomas,  hamartomas  and  tera- 
tomas. Neither  these  nor  the  pinealomas 
are  hormone  secreting  tumors.  The  present 
plan  is  to  proceed  with  radiation  therapy, 
using  cobalt.  If  the  child  shows  progres- 
sive improvement  it  can  be  attributed  to 
the  radiation.  On  the  other  hand,  if  there 
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is  no  change  it  must  be  assumed  that  she  has 
a cyst,  teratoma  or  some  lesion  that  is  radio- 
resistant. If  the  clinical  condition  then 
justifies  further  measures,  a surgical  ap- 
proach will  be  taken. 

Eighteen  Year  Management  of  a Spinal 
Cord  Ependymona 

DR.  CHOBOT:  Mr.  G.  B.  is  34  years  of  age  at 
this  time.  His  history  dates  back  to  age  16  at 
which  time  he  began  to  notice  pain  in  the  back  and 
both  legs.  Through  the  ensuing  two  year  period, 
he  began  to  develop  progressive  weakness  in  the 
legs  and  at  age  of  18  was  unable  to  walk.  At  this 
time  he  was  admitted  to  Johns  Hopkins  Hospital 
where  Dr.  Walter  Dandy  performed  a laminectomy 
with  partial  removal  of  an  ependymoma.  Follow- 
ing this  the  patient  did  well.  He  was  able  to  get 
up  and  walk  and  actually  returned  to  work. 

In  1948,  following  18  months  of  progressive 
weakness  in  his  legs,  he  was  admitted  to  Vander- 
bilt University  Hospital  where  a decompressive 
laminectomy  was  done  over  an  expanded  ependy- 
moma of  the  cauda  equina.  Following  this,  he 
received  a course  of  x-ray  therapy.  He  did  not 
improve  very  rapidly  and  was  given  another 
course  of  x-ray  therapy  in  September,  1948.  Fol- 
lowing this  he  began  to  improve  and  again  re- 
turned to  work. 

He  did  well  until  3 years  prior  to  admission  at 
which  time  the  weakness  again  recurred  and  an- 
other course  of  x-ray  therapy  was  given  at  this 
hospital.  Again  he  improved  and  returned  to 
work,  only  to  get  weak  again  approximately  a 
year  ago.  This  has  progressed  until  he  was  un- 
able to  work  in  October  of  1957,  and  in  December 
of  1957  he  was  given  another  course  of  x-ray 
therapy  at  a hospital  in  Baltimore.  This  did  not 
result  in  any  appreciable  improvement  and  the 
patient’s  weakness  progressed. 

He  was  admitted  to  this  hospital  in  March  of 
this  year  in  an  almost  total  paraplegic  state.  He 
was  unable  to  move  his  left  leg  at  all  and  his 
right  thigh  muscles  to  a small  extent.  He  had 
lost  sensation  up  to  the  iliac  crest  on  the  left  and 
in  the  midthigh  on  the  right.  He  had  no  sphincter 
tone  at  all. 

DR.  CULLY  COBB:  X-ray  studies  had 
been  made  at  Maryland  University  last  De- 
cember. A myelogram  was  attempted;  they 
were  able  to  get  only  1 cc.  of  dye  into  the 
lumbar  cul  de  sac  so  an  additional  small 
quantity  of  dye  was  put  into  the  cisterna 
magna.  The  myelogram  was  sent  here  and 
tevealed  two  small  puddles  of  the  dye,  one 
at  about  T-ll  and  the  other  at  the  upper 
level  of  his  original  laminectomy.  You  can 


see,  in  addition  to  the  opaque  medium,  dila- 
tation of  the  lumbar  spinal  canal  up  to  3 
or  4 times  its  normal  A-P  and  lateral  di- 
mensions. Neither  one  of  the  collections  of 
dye  moved  with  any  freedom  as  far  as  we 
can  tell  by  additional  plain  x-ray  films.  An 
exploration  was  carried  out  in  the  assump- 
tion that  an  additional  formation  of  tumor 
had  occurred  at  the  level  of  the  previous 
location  and  possibly  above,  since  his 
sensory  level  was  now  as  high  as  about 
D-10.  The  original  site  of  operation  was 
opened  first.  Tumor  tissue  was  found  but 
the  tumor  was  not  tightly  enclosed  in  the 
dilated  spinal  canal.  The  operation  was 
then  extended  upward  and  to  above  the 
upper  limit  of  the  previous  operation  where 
the  laminae  had  not  been  removed  before. 
We  found  a much  more  vascular  tumor 
formation  enclosed  within  the  dura  so 
tightly  that,  as  the  dura  was  opened,  frag- 
ments of  the  tumor  popped  out  and  a little 
hemorrhage  occurred.  This  portion  of  the 
tumor  extended  for  2 or  segments  higher 
up,  all  the  way  up  to  the  lower  part  of  the 
10th  vertebra.  A decompression  was  done 
and  a portion  of  this  tumor  was  removed. 
Histologically  this  is  still  an  ependymoma 
similar  to  his  original  tumor. 

There  are  two  points  of  interest  in  this 
case.  One  is  to  observe  how  long  palliative 
therapy  of  an  ependymoma  can  be  effective, 
even  when  a radical  cure  is  not  possible. 
Ependymomas  are  the  most  common  in- 
trinsic tumors  of  the  spinal  cord.  Some- 
times they  can  be  removed  totally.  This 
case  shows  the  value  of  continued  effort 
with  radiation  and  decompression  when 
total  removal  cannot  be  done.  The  other 
point  is  the  relationship  of  bone  and  neural 
structures  subjected  to  pressure.  Where 
growth  of  the  tumor  is  slow  there  is 
cavernous  expansion  of  the  spinal  canal 
with  retained  functions  of  the  legs  and 
sphincters.  On  the  other  hand,  a more 
rapidly  growing  portion  of  the  tumor  above 
the  dilated  spinal  canal  quickly  causes 
paralysis. 

There  has  been  some  improvement  al- 
ready and  we  are  hoping  for  a substantial 
recovery. 
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Baptist  Memorial  Hospital* 

Diffuse  Pulmonary  Vascular  Sclerosis 

A 27  year  old  white  male  television  worker 
was  admitted  to  the  Baptist  Memorial  Hospital  on 
December  16,  1957,  and  expired  on  January  18, 
1958. 

He  had  been  apparently  well  until  December, 
1956,  when  he  had  a sudden  and  brief  attack  of 
periumbilical  pain  and  dyspnea.  In  August,  1957, 
he  developed  irritability,  easy  fatigability,  mod- 
erate weight  loss,  and  dyspnea  of  effort.  Thorough 
investigation  by  his  local  physician  revealed  ac- 
centuation of  the  second  pulmonic  heart  sound, 
right  ventricular  hypertrophy  by  EKG,  “arm  to 
lung”  circulation  time  of  34  seconds,  hypopro- 
teinemia,  and  mild  anemia.  The  PBI.,  serum 
cholesterol  and  G.I.  x-ray  studies  all  were  within 
normal  limits.  About  6 weeks  prior  to  admission 
he  developed  “flu,”  and  this  was  followed  by  a 
progressive  decline.  Weakness,  dyspnea  on  mild 
effort,  paroxysmal  nocturnal  dyspnea,  and  cyanosis 
developed  and  gradually  increased.  Several  days 
prior  to  admission  he  noted  swelling  of  the  lower 
extremities  and  aching  epigastric  pain. 

The  admission  physical  examination  revealed 
temperature  97.4°,  pulse  144,  respiration  22,  and 
blood  pressure  96/88  in  both  arms.  The  patient 
was  weak,  pallid,  dyspneic,  and  the  cervical  veins 
were  distended.  There  was  questionable  scleral 
icterus.  The  chest  was  “relatively  clear.”  The 
apical  impulse  was  at  the  left  sternal  border 
where  there  was  a moderate  systolic  heave.  The 
apex  impusle  was  weak  and  in  the  left  fifth  inter- 
costal space  just  lateral  to  the  midclavicular  line. 
P2  was  prominent  and  followed  by  a questionable 
early  and  short  diastolic  murmur.  A grade  III 
harsh  systolic  murmur  was  noted  at  the  lower  left 
sternal  margin  and  was  transmitted  in  all  direc- 
tions. A gallop  rhythm  was  noted  at  the  apex. 
Later  the  mitral  first  sound  was  described  as  be- 
ing accentuated  and  on  one  occasion  a presystolic 
rumble  and  thrill  were  noted  in  the  left  fourth 
intercostal  space  3 cm.  medial  to  the  nipple.  The 
liver  was  palpable  4 fingerbreadths  below  the  right 
costal  margin  and  was  tender.  There  was  2 + 
pitting  edema  of  the  legs  and  feet. 

On  admission  the  hematocrit  was  49%,  Hgb.  16 
Gm.  %,  WBC  11,550  with  72%  neutrophils,  20% 
lymphocytes,  7%  monocytes,  and  1%  basophils. 
The  urinalysis  revealed  occasional  finely  granular 
and  rare  hyaline  casts.  Total  serum  protein  was 
4.5  Gm.  % with  one  A/G  ratio  of  3. 1/1.0  C.R.P. 
was  4 plus.  V.D.R.L.  was  nonreactive.  Serum 
sodium  was  133,  potassium  3.2,  and  chloride  95 
mEq/L.  Antistreptolysin  O was  absent.  NPN. 
was  31  mg.  %.  Eight  blood  cultures  were  obtained 


*From  the  Department  of  Pathology,  Baptist 
Memorial  Hospital,  Memphis,  Tenn. 


during  the  first  24  houx-s  and  the  first  and  seventh 
yielded  hemolytic  Staph,  aureus,  coagulase  nega- 
tive, which  was  sensitive  to  many  antibiotics.  The 
other  6 blood  cultures  were  negative.  On  Decem- 
ber 23,  the  W.B.C.  count  was  15,700  with  94% 
neutrophils.  On  December  27,  serum  sodium  was 
132,  potassium  5.5  and  chloride  102  mEq/L.  No 
L.E.  cells  were  found  in  peripheral  blood  or  bone 
marrow.  Four  blood  cultures  were  negative  on 
December  28.  On  January  4,  1958,  a bone  marrow 
culture  was  negative  and  no  acid  fast  bacilli  were 
found  on  smear.  The  bone  marrow  differential 
was  within  normal  limits.  On  January  9,  W.B.C. 
count  was  8,700  with  a normal  differential  picture. 
On  January  6,  W.B.C.  count  was  4,650  with  71% 
lymphocytes,  and  3 nucleated  red  blood  cells  per 
100  W.B.C.  First  strength  PPD  was  two  plus 
positive. 

On  December  18,  1957,  the  PA  chest  x-ray  re- 
vealed prominent  hilar  markings  with  some  loss 
of  detail,  especially  on  the  right.  The  peripheral 
vascular  markings  were  prominent  bilaterally. 
The  heart  was  normal  in  size  but  the  upper  car- 
diac border  was  prominent  and  convex.  There  was 
a mottled  density  in  the  right  cardiophrenic  angle. 
On  December  26,  the  transverse  cardiac  diameter 
had  increased  from  12.6  to  14.4  cm.,  and  on  Jan- 
uary 3,  1958,  it  was  14.6  cm.  There  was  some 
decrease  in  the  prominent  bronchovascular  mark- 
ings and  some  clearing  of  the  infiltration  in  the 
right  cardiophrenic  angle.  On  January  4,  cardiac 
fluoroscopy  revealed  globular  enlargement  of  the 
heart  and  the  pulsations  were  markedly  decreased. 
There  appeared  to  be  a change  in  configuration 
of  the  heart  when  the  patient  was  moved  from  the 
supine  to  the  upright  position.  The  appearance 
suggested  pericardial  effusion. 

The  admission  EKG.,  revealed  sinus  tachycardia, 
right  axis  deviation,  and  right  ventricular  hyper- 
trophy. Subsequent  electrocardiograms  were  es- 
sentially unchanged  except  for  a slowing  of  the 
rate,  the  appearance  of  digitalis  effects  and  oc- 
casional premature  ventricular  systoles.  The  P 
waves  were  within  normal  limits. 

During  the  33  day  hospital  stay  the  patient  re- 
mained weak.  Mild  temperature  elevations  were 
noted  only  on  the  first,  fourth  and  thirteenth  hos- 
pital days.  After  the  first  week  temperatures  of 
95  to  97  were  frequently  obtained.  The  heart 
rate  slowed  to  a rate  of  80  to  100  following  digi- 
talis therapy,  oxygen  and  diuretics.  Vigorous 
antibiotic  therapy  was  employed.  Erthromycin 
and  streptomycin  were  used  at  the  onset  but  were 
later  replaced  with  novobiocin  and  penicillin. 
Spontin  was  added  later.  Shortly  after  admission 
the  patient  was  also  placed  on  cortiocosteroid 
therapy  and  was  continued  in  large  doses  until 
January  2,  1958  when  it  was  gradually  decreased 
and  finally  stopped  on  January  15,  1958.  Per- 
sistent hoarseness  was  first  mentioned  on  Decem- 
ber 23,  1957.  On  January  17,  1958,  an  otolaryngol- 
ogist found  abductor  paralysis  of  the  left  vocal 
cord  with  fixation  in  the  midline.  A pericardial 
tap  was  performed  on  January  17;  no  fluid  was 
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obtained.  The  right  ventricle  was  then  punctured 
and  blood  obtained  for  culture. 

On  January  18,  1958,  the  patient  suddenly  de- 
veloped chest  and  abdominal  pain,  severe  dyspnea, 
cyanosis  and  vomiting;  the  nurse  was  unable  to 
obtain  the  pulse  or  blood  pressure.  The  patient 
expired  one  hour  later. 

DR.  CHARLES  V.  DOWLING:  We  are 
confronted  with  a young  man  who  had  an 
attack  of  chest  pain  and  dyspnea  one  year 
before  he  entered  the  hospital.  Subse- 
quently, in  terms  of  months,  he  developed 
irritability,  easy  of  fatigue,  moderate  weight 
loss  and  dyspnea  on  exertion.  The  re- 
mainder of  the  record  I will  allude  to,  as  I 
discuss  the  diagnostic  possibilities.  Here 
are  the  salient  hemodynamic  data  around 
which  I will  attempt  to  weave  my  explana- 
tion of  the  clinical  course.  When  he  was 
admitted  to  Baptist  Hospital,  he  was  hav- 
ing severe  weakness,  dyspnea  with  ap- 
parently minimal  effort,  paroxysmal  noc- 
turnal dyspnea  and  cyanosis.  We  are  told 
that  this  fellow  had  a grade  III  systolic 
murmur  at  the  lower  left  sternal  margin 
which  is  transmitted  in  all  directions.  It 
would  be  important  to  know  whether  the 
murmur  came  and  went  for  this  character- 
istic might  indicate  a bacterial  endocarditis, 
or  if  it  disappeared  with  changes  in  position 
would  suggest  a ball  valve  type  of  atrial 
thrombus  or  tumor.  The  snapping,  prom- 
inent pulmonic  second  sound  is  one  im- 
portant hemodynamic  feature  because  by 
virtue  of  its  having  been  heard,  we  pre- 
sumably can  rule  out  pulmonary  valvular 
stenosis  which  results  in  a depressed  P-. 
There  is  pulmonary  hypertension,  pre- 
sumably, since  there  is  an  accentuated  pul- 
monic second,  and  because  in  the  electro- 
cardiogram there  are  signs  indicative  of 
right  ventricular  hypertrophy.  Another 
thing  that  stands  out  prominently  in  this 
case  is  the  rather  sudden  increase  in  heart 
size  in  the  course  of  one  week.  Something 
happened  very  suddenly,  either  a sudden 
access  of  failure  or  the  development  of  a 
pericardial  effusion.  Another  finding  that 
confuses  the  issue  is  the  diastolic  murmur 
in  the  fourth  left  intercostal  space  medial  to 
the  nipple,  with  a palpable  thrill.  This  ap- 
parently was  mentioned  on  only  one  oc- 
casion in  the  hospital  record  and  it  was  not 
stated  whether  this  was  constant  or  was  a 


waxing  and  waning  phenomenon.  I would 
like  to  have  the  X-rays  shown. 

DR.  J.  L.  BOOTH:  This  first  chest  film 
was  made  on  December  18,  the  heart  con- 
figuration was  not  unusual  except  for  the 
prominent  pulmonary  outflow  tract.  The 
prominent  finding  within  the  lung  fields  was 
the  increased  vascular  markings  bilaterally. 
We  thought  there  was  some  element  of  in- 
fection in  the  right  lower  lobe.  The  second 
film  made  on  December  26  shows  a very 
definite  increase  in  the  transverse  cardiac 
diameter.  The  configuration  of  the  heart 
is  more  globular  in  appearance  and  gives 
the  impression  of  a pericardial  effusion. 
Fluoroscopic  examination  revealed  diminu- 
tion of  pulsations  on  placing  the  patient 
from  the  upright  to  the  supine  position  pos- 
sibly indicative  of  a pericardial  effusion.  A 
lateral  chest  film  with  a swallow  of  barium 
shows  no  evidence  of  left  auricular  enlarge- 
ment. 

DR.  DOWLING:  I would  like  to  ask  Dr. 
Booth  if  the  aortic  knob  was  small  and  if 
there  was  evidence  of  a right  sided  aorta. 

DR.  BOOTH:  The  aortic  knob  is  small  and 
in  a normal  position. 

DR.  DOWLING:  I wondered  about  these 
calcifications  that  you  can  see  on  close  view- 
ing; the  question  arises  as  to  whether  they 
are  intracardiac,  pericardial,  or  in  the  hilum 
of  the  lung. 

DR.  BOOTH:  These  we  thought  were  due 
to  calcified  lymph  nodes  and  on  fluoroscopy 
there  was  no  evidence  of  calcification  in  the 
valve,  although  you  can  see  by  their  loca- 
tion that  they  are  in  the  right  location  to  be 
in  the  mitral  valve. 

DR.  DOWLING:  I have  a question  about 
the  pulmonary  vasculature,  is  it  normal,  in- 
creased or  decreased? 

DR.  BOOTH:  I would  say  it  is  increased. 

DR.  DOWLING:  Then,  in  summary,  we 
have  an  increase  pulmonary  salient,  a small 
aortic  knob  and  increased  vascular  mark- 
ings particularly  in  the  right  paracardiac 
area  and  calcifications,  presumably  outside 
the  heart.  We  are  confronted  with  pul- 
monary hypertension  with  right  ventricular 
hypertrophy,  a presumably  normal  left 
atrium  and  with  a loud  pulmonic  second 
sound.  I have  chosen  to  take  this  combina- 
tion of  data  and  to  divide  the  possibilities 
into  roughly  three  categories.  I have  con- 
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sidered  first  of  all,  one  of  the  foremost 
causes  of  pulmonary  hypertension,  primary 
lung  disease.  There  is  certainly  nothing  to 
lead  one  to  conclude  there  may  have  been  a 
primary  lung  disorder  that  induced  sec- 
ondary pulmonary  vascular  sclerosis  and 
pulmonary  hypertension.  Next,  we  will 
consider  the  things  that  might  cause  ob- 
struction at  the  mitral  valve  and  produce 
pulmonary  hypertension.  These  include  ac- 
quired mitral  stenosis,  and  some  of  the  more 
exotic  things  like  ball  valve  thrombus  or 
myxoma  which  might  involve  the  left 
atrium  and  produce  occlusion  or  obstruction 
of  inflow  into  the  left  ventricle.  Presuma- 
bly, we  can  rule  these  out,  as  well  as  such 
congenital  lesions  as  cor  triatrium,  in  which 
there  is  an  abnormal  membrane  dividing  the 
left  atrium  and  abnormal  emptying  of  the 
pulmonary  veins  into  a chamber  which  com- 
municates with  the  true  left  atrium  by  only 
a very  small  opening.  Such  unusual  things 
as  sclerosis  of  the  pulmonary  vein  cannot  be 
ruled  out  as  they  are  proximal  to  the  atrium 
and  would  not  cause  atrial  enlargement. 
Pulmonary  valvular  (and  infundibular) 
stenosis  can  be  ruled  out  because  of  the  ac- 
centuated pulmonic  second  sound  and  the 
fact  that  the  pulmonary  vasculature  is 
prominent  in  the  periphery.  Now  the  other 
lesions  which  I had  considered,  involving 
the  pulmonary  vasculature  and  producing 
pulmonary  hypertension  and  right  ventricu- 
lar hypertrophy,  such  as  primary  pul- 
monary hypertension  or  primary  pulmonary 
arteriolarsclerosis  are  presumably  excluded 
too,  because  of  the  finding  of  normal  or 
supernormal  vasculature  in  the  peripheral 
lung  fields.  Another  lesion  to  be  considered 
because  of  the  calcification,  decreased 
cardiac  pulsations  and  low  systolic  pressure 
is  constrictive  pericarditis.  However,  this 
is  ruled  out  by  the  sudden  increase  in 
cardiac  size  which  would  be  unlikely  if 
there  were  a constricting  shell  calcified  or 
not  around  the  heart.  Furthermore,  there  is 
no  reason  to  have  pulmonary  hypertension 
and  right  ventricular  hypertrophy  from  con- 
stricting pericarditis  unless  there  is  inflow 
stasis  into  the  left  heart  with  pulmonary 
hypertension,  as  one  would  see  in  mitral 
stenosis.  Such  lesions  as  amyloid  disease, 
scleroderma,  and  endocardial  fibro-elastosis 
would  simulate  hemodynamically  constric- 


tive pericarditis  and  I choose  to  eliminate 
them  for  reasons  that  I have  already  given. 
Now  this  leaves  us  with  a great  category 
of  lesions  congenital — principally,  in  which 
there  is  an  increased  pulmonary  flow  by 
virtue  of  a shunt  from  the  left  to  the  right 
side  of  the  heart,  some  of  which  are  ac- 
companied by  considerable  degrees  of  pul- 
monary vascular  sclerosis  with  arteriolar 
intimal  thickening,  hypertrophy  of  the 
muscularis  of  the  pulmonary  arteries,  and 
resulting  increases  in  resistance  in  the  pul- 
monary circuit  leading  to  the  development 
of  pulmonary  hypertension.  The  murmur 
that  has  been  due  to  a left  to  right  shunt 
may  change  by  virtue  of  an  increase  in 
right  ventricular  pressure  due  to  right  heart 
failure;  increased  resistance  in  the  pul- 
monary vasculature,  or  the  deposition  of 
thrombi  in  the  pulmonary  arteries.  Such 
increases  in  right  ventricular  pressure  may 
cause  the  shunt  to  reverse  itself,  especially 
with  exertion  which  would  account  for  the 
late  appearing  cyanosis.  Such  lesions  as  an 
inter-atrial  septal  defect,  interventricular 
septal  defect,  and  a common  atrio-ventricu- 
lar  canal  would  have  to  be  considered,  plus 
the  classic  type  of  the  simple  inter-atrial 
septal  defect  with  mitral  stenosis  in  which 
blood  from  the  left  atrium  may  be  shunted 
to  the  right  heart.  The  variations  of  the  so- 
called  Tetralogy  of  Fallot  would  have  to 
be  considered;  and  we  say  “variations”  be- 
cause it  has  become  very  apparent  that 
this  lesion  may  consist  of  a very  large  ven- 
tricular septal  defect  and  practically  no 
pulmonic  stenosis  or  practically  all  pul- 
monic stenosis  and  a very  small  ventricular 
septal  defect  or  varying  grades  of  both;  and 
then,  the  “Eisenmenger’s  complex,”  in 
which  there  is  no  pulmonary  stenosis  and 
in  which  the  pulmonary  valve  sounds  may 
be  normal  or  increased,  with  an  increased 
flow  through  the  pulmonary  circuit  and 
often  increased  obstruction  to  the  flow  of 
blood  into  the  pulmonary  arterial  system 
by  virtue  of  subintimal  thickening  of  the 
pulmonary  arterioles  and  medial  hyper- 
trophy of  the  muscular  arteries.  Now,  I 
come  at  this  point  to  the  electrocardiogram. 
There  is  clear  cut  right  axis  deviation  and 
there  is  a late  R-wave  in  lead  V-l,  and  in- 
terestingly enough,  small  Q-waves  in  leads 
V-l  and  V-2.  I am  going  to  be  romantic 
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about  this  thing  and  postulate  that  there 
may  be  a septal  defect  in  this  case,  allow- 
ing the  recording  of  left  ventricular  po- 
tentials on  the  right  side  of  the  heart,  and 
yet,  because  of  the  right  ventricular  hyper- 
trophy, probably  more  in  the  region  of  the 
free  wall  than  the  septum  and  crista  supra- 
ventricularis,  because  the  high  R-wave 
comes  a little  bit  late;  it  has  been  felt  that 
the  earlier  R over  the  right  precordium  is 
more  apt  to  be  due  to  hypertrophy  of  the 
crista  or  the  septal  musculature  than  of  the 
more  distal  free  wall  which  is  depolarized 
later.  So  we  come  then  to  a situation  which 
I believe  to  be  left  to  right  shunting  with 
increased  pulmonary  flow  and  secondary 
changes  in  the  pulmonary  vasculature  with 
very  clear  cut  right  ventricular  hyper- 
trophy. In  addition  to  the  situations  I have 
mentioned,  the  inter-atrial  defect,  the  in- 
terventricluar  defect,  the  variants  of  the 
Eisenmenger’s  and  Fallot’s  complexes,  and 
the  common  atrioventricular  canal,  two  ac- 
quired lesions  should  be  considered  at  this 
time:  rupture  of  a sinus  of  valsalva 

aneurysm  into  the  right  heart,  into  the 
atrium  or  into  the  pulmonary  artery,  will 
produce  a left  to  right  shunt  which  acts  like 
a congenital  shunt  that  puts  an  increased 
load  on  the  right  heart  and  increases  the 
pulmonary  flow,  possibly  resulting  in  right 
ventricular  dilatation  and  hypertrophy.  The 
other  acquired  lesion  is  a ruptured  inter- 
ventricular septum  complicating  an  acute 
myocardial  infarction.  There  is  nothing  in 
the  history  here  indicating  an  acute  episode 
which  I would  interpret  as  acute  coronary 
thrombosis  with  myocardial  infarction.  One 
way  that  you  can  distinguish  between  the 
atypical  tetralogy;  one  with  very  little 
pulmonary  stenosis,  so  that  actually  there 
is  a normal  or  increased  pulmonary  blood 
flow  and  an  isolated  ventricular  septal  de- 
fect, is  that  in  the  atypical  tetralogy  there 
will  tend  to  be  a right  sided  aorta  which  is 
very  rarely  seen  with  an  isolated  ventricu- 
lar septal  defect.  In  this  case,  the  aortic 
knob  is  on  the  left  side  and  is  small  and 
this  leads  me  to  another  dynamic  considera- 
tion. We  are  used  to  thinking  of  small  aortic 
knobs  as  being  seen  in  atrial  septal  defect 
but  I would  think  that  any  lesion  which  in- 
volves a shunt  of  blood  away  from  the  root 
of  the  aorta  would  result  in  the  production 


of  a small  aortic  knob.  This,  I believe,  can 
be  narrowed  down  to  a couple  of  things: 
a so-called  Eisenmenger’s  complex  with 
marked  pulmonary  vascular  sclerosis  and 
obstruction  to  outflow  from  the  right  ventri- 
cle, with  right  ventricular  hypertrophy, 
causing  the  development  of  cyanosis  rather 
late  and  disorders  like  a common  atrio- 
ventricular canal  and  a truncus  arteriosus 
which  would  hardly  be  compatible  with  the 
duration  of  asymptomatic  life  that  this  man 
had.  The  initial  episode  of  peri-umbilical 
pain  and  dyspnea  may  be  due  to  pulmonary 
embolization  or,  possibly,  to  an  excessive 
arteriolar  constriction  of  the  pulmonary 
circuit,  with  the  pain  being  a type  of  ab- 
dominal angina.  I am  not  sure  of  the  sig- 
nificance of  the  two  positive  blood  cultures 
as  there  was  little  in  the  way  of  fever.  It  is 
possible  of  course,  that  an  interventricular 
septal  defect  in  the  Eisenmenger’s  complex 
might  be  accompanied  by  a subacute  bac- 
terial endocarditis.  In  chronic  constrictive 
pericarditis,  there  is  very  likely  to  be  a 
hypoalbuminemia  but  the  globulin  fraction 
will  be  normal  or  slightly  elevated.  In  this 
case,  the  albumin  was  a little  bit  on  the  low 
side  but  the  globulin  was  even  lower;  also 
the  icterus  is  mentioned  and  I believe  it  is 
due  to  chronic  passive  congestion  of  the 
liver.  Now,  the  hematocrit  on  admission 
was  a little  elevated,  the  hemoglobin  was 
also  elevated  and  they  may  have  been 
higher  than  they  seemed,  because  the  serum 
and  sodium  potassium  were  low,  probably 
a dilution  phenomenon.  The  other  interest- 
ing thing  that  I am  not  quite  able  to  explain 
is  the  fact  that  the  white  blood  count  has 
gone  down  from  a high  of  15,000  shortly 
after  the  subsidence  of  the  infection  by 
virtue  of  the  antibiotic  therapy.  The  oto- 
laryngologist found  paralysis  of  the  left 
vocal  cord  and  fixation  at  the  midline  which 
1 assume  was  due  to  pulmonary  artery 
dilation. 

The  day  after  the  attempted  paracentesis, 
the  patient  expired,  and  this  could  be  sev- 
eral things.  It  could  be  cardiac  tamponade; 
it  could  be  massive  pulmonary  embolization, 
or  it  could  be  cardiac  rupture.  I don’t  think 
it  was  cardiac  rupture,  or  cardiac  tampon- 
ade. I believe  that  terminally,  the  patient 
had  a massive  pulmonary  embolus  which 
precipitated  his  demise.  I have  left  out  a 
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couple  of  things  that  might  produce  obstruc- 
tion to  pulmonary  flow,  such  as  lympho- 
geneous  carcinomatosis  which  may  induce 
a subacute  cor  pulmonale.  If  that  were  true 
I can’t  account  for  the  systolic  murmur  at 
the  left  lower  sternal  border  unless,  for  ex- 
ample, tricuspid  insufficiency  developed.  If 
there  were  tricuspid  insufficiency,  we  would 
expect  that  perhaps  the  liver  would  be 
pulsatile,  and  this  is  not  described.  I choose 
to  call  this  case  Eisenmenger’s  complex  with 
secondary  occlusive  pulmonary  arterial  and 
arteriolar  disease,  possibly  with  superim- 
posed subacute  bacterial  endocarditis,  with 
chronic  passive  congestion  of  the  liver  and 
with  a terminal  episode  consisting'  of  mas- 
sive pulmonary  embolization. 

DR.  J.  WARREN  KYLE:  I thought  this 
man  had  an  acquired  heart  disease  because 
of  the  rather  precipitous  course  with  re- 
peated pulmonary  emboli  or  a spontaneous 
thrombosis  of  the  pulmonary  artery  from 
unknown  cause  will  produce  cor  pulmonale 
like  this  man  had.  Until  I came  today,  I was 
pretty  sure  that  this  man  had  a primary 
tumor  of  the  heart  for  he  had  a precipitous 
course,  intractible  failure,  and  a sudden 
death  which  is  common  with  a primary 
tumor.  He  had  a hypoproteinemia  and  a 
paralysis  of  the  vocal  cord  which  suggests 
a malignant  tumor.  So  I was  all  set  to  say 
he  had  a sarcoma  of  the  left  atrium.  The 
x-ray,  however,  was  very  much  against  that. 

Pathologic  Correlation 

DR.  CHARLES  E.  STRICKLAND:  The 
primary  pathology  in  this  case  was  ex- 
tensive diffuse  pulmonary  vascular  sclerosis 
without  evidence  of  pre-existing  disease  of 
the  heart  or  lung  parenchyma.  The  right 
heart  was  dilated  and  hypertrophied  and 
there  was  anasarca  and  passive  congestion 
of  the  liver,  all  of  which  are  considered  sec- 
ondary to  the  pulmonary  vascular  disease 
and  it’s  associated  pulmonary  hypertension. 
Postmortem  blood  cultures  were  sterile  and 
the  systolic  murmur  is  explained  on  the 
basis  of  a dilated  tricuspid  ring.  The 
sclerotic  changes  involved  the  entire  pul- 
monary arterial  tree,  with  extensive  athero- 
sclerotic plaques  in  the  larger  pulmonary 
arteries,  medial  hypertrophy  and  adventitial 
fibrosis  in  the  smaller  arteries,  and  intimal 
thickening  and  medial  fibrosis  in  the  pul- 


Fig.  1.  This  small  pulmonary  artery  with  marked 
intimal  thickening  and  medial  sclerosis  is  typical 
of  the  diffuse  vascular  disease  found  throughout 
both  lungs. 

monary  arterioles.  (Fig.  1.)  Organizing 
vascular  clots  were  found  in  many  of  the 
smaller  pulmonary  arteries  and  arterioles 
and  there  were  numerous  small  peripheral 
pulmonary  infarctions  in  varying  stages  of 
organization.  It  is  impossible  to  determine 
whether  the  clots  in  the  pulmonary  vessels 
were  in  situ  thrombi  on  previously  damaged 
vessels  or  were  emboli  having  originated 
from  the  leg  veins  or  from  the  periprostatic 
venus  plexus  which,  in  this  case,  contained 
multiple  fribale  thrombi. 

The  etiology  of  primary  pulmonary  vascu- 
lar sclerosis  is  unknown  and  there  are  two 
principal  theories  in  regard  to  pathogenesis. 

Cardiac  catheterizations  in  these  cases 
have  shown  considerable  changes  in  the  de- 
gree of  pulmonary  hypertension  manifest 
by  these  patients  during  the  course  of  the 
disease  and  some  authors  have  demon- 
strated abnormalities  in  the  pulmonary 
vasculature  which  may  represent  abnormal 
arteriovenus  communications.  These  ob- 
servations imply  significant  pulmonary 
arterial  vasomotor  activity  and  have  given 
rise  to  the  concept  of  this  disease  being  a 
vasospastic  phenomenon  with  the  sclerotic 
changes  being  secondary  to  the  prolonged 
hypertension. 

The  role  of  the  intraarterial  vascular  clots 
is  emphasized  by  the  experimental  produc- 
tion of  severe  pulmonary  vascular  sclerosis 
by  the  intravenous  injection  of  small  blood 
clots  and  by  the  observations  that  fibrin  and 
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the  lesions  of  pulmonary  vascular  sclerosis, 
have  a similar  histochemical  staining  reac- 
tion. 

In  summary  this  is  a case  of  rapidly  pro- 
gressive dyspnea  and  cor  pulmonale  due  to 


primary  pulmonary  hypertension  which  in 
this  instance  was  probably  the  result  of 
showers  of  pulmonary  emboli  with  the  pro- 
duction of  severe  pulmonary  vascular 
sclerosis. 


“Characteristics  of  the  Individual  as  Guideposts  to 

the  Prevention  of  Heart  Disease,"  Thomas,  Car- 
oline Bedell,  Ann.  Int.  Med.  47:389,  1957. 

Twenty  years  ago  encouraging  studies  were 
completed  which  showed  that  the  prevention  of 
rheumatic  fever  and  rheumatic  heart  disease  was 
possible  through  the  use  of  prophylactic  chemo- 
therapy. It  is  well  known  that  rheumatic  sub- 
jects tend  to  have  recurrences.  The  knowledge  of 
this  fact  made  it  possible  to  test  prophylaxis  upon 
a group  with  a high  attack  rate  of  rheumatic  fever 
— individuals  whose  susceptibility  had  already 
been  demonstrated  by  at  least  one  attack.  If  no 
such  guidepost  to  identify  a susceptible  popula- 
tion had  existed,  the  value  of  chemotherapeutic 
prevention  of  rheumatic  fever  could  have  been 
completely  defeated  because  of  the  infrequent  oc- 
currence of  rheumatic  fever  in  the  general  popu- 
lation. 

Identification  of  susceptible  groups  for  the  pur- 
pose of  testing  preventive  measures  is  also  im- 
portant in  other  types  of  heart  disease,  and  this 
is  now  especially  true  of  coronary  and  hyper- 
tensive heart  disease.  These  diseases  strike  with 
such  severity  that  it  is  important  for  their  pre- 
vention to  select  susceptible  individuals  before  an 
attack  has  occurred. 

Long  term  cardiovascular  studies  of  Johns 
Hopkins  medical  students  have  provided  several 
fairly  stable  guideposts  to  individuals  susceptible 
to  coronary  artery  disease  and  hypertension  and 
have  confirmed  the  previous  findings  of  others. 
For  example,  Hines  found  that  hyperreactivity  to 
the  cold  pressor  test  by  an  otherwise  normal  in- 
dividual was  associated  later  with  the  develop- 
ment of  hypertension  more  frequently  than  if 


the  pressor  test  had  been  normal.  Levy,  White, 
Stroud,  and  Hillman  found  that  transient  tachy- 
cardia, transient  hypertension  and  obesity  were 
all  factors  which  tended  to  be  associated  with  the 
later  development  of  hypertension  and  when  all 
three  were  present  in  one  individual,  the  rate  of 
subsequent  sustained  hypertension  was  twelve 
times  as  high  as  among  those  with  none  of  these 
traits.  In  addition,  The  Cooperative  Study  on 
Lipoproteins  and  Atherosclerosis  has  recently 
found  that  elevation  of  blood  lipids  precedes  clin- 
ical coronary  disease,  rather  than  being  a metab- 
olic result  of  that  disease. 

It  was  shown  that  by  careful  study  of  the  fam- 
ily histories  of  the  Johns  Hopkins  medical  stu- 
dents, a significant  predictability  could  be  counted 
on  to  exist  for  the  prevalence  of  the  above- 
mentioned  cardiovascular  stigmata  in  students 
whose  families  had  suffered  from  coronary  artery 
disease  or  hypertension. 

In  addition  to  physical  and  functional  stigmata 
it  seems  quite  likely  that  individual  psychologic 
characteristics  may  also  some  day  serve  as  meas- 
urable guideposts. 

Reviewers  Comment.  Doctor  Caroline  Bedell 
Thomas  presented  this  paper  when  she  gave  the 
James  D.  Bruce  Memorial  Lecture  to  the  Amer- 
ican College  of  Physicians.  Her  work  serves  as  a 
lasting  well-organized  landmark  along  the  road 
to  the  eventual  prevention  of  coronary  artery  dis- 
ease and  hypertension.  It  brings  to  focus  the 
“clinical  impressions”  of  many  physicians,  but  at 
the  same  time  encourages  constructive  organiza- 
tion of  simple  data  available  in  the  files  of  all  of 
us  with  any  intellectual  curiosity.  (Abstracted  for 
the  Middle  Tennessee  Heart  Association  by  F. 
Tremaine  Billings,  M.D.,  Nashville.) 
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President's  Letter 

MEDICAL  LEGISLATION  HOLDS  SPOTLIGHT 


Perhaps  one  of  the 
most  important  bills 
in  Congress  from  a 
doctor’s  viewpoint, 
and  certainly  one  of 
major  concern  to  phy- 
sicians is  the  favora- 
ble committee  action 
on  the  Jenkins-Keogh 
bill. 

On  July  12th,  Chair- 
man Wilbur  Mills  announced  that  the 
House  Ways  and  Means  Committee  had 
agreed  to  favorably  report  the  Jenkins- 
Keogh  bill  to  permit  self-employed  to  defer 
income  taxes  on  money  placed  in  retire- 
ment funds.  Formal  committee  action  fol- 
lowed with  a large  majority  of  the  commit- 
tee voting  for  the  bill. 

This  is  the  most  encouraging  action  yet 
taken  on  this  legislation,  which  has  long 
been  sought  by  the  American  Medical  As- 
sociation as  well  as  individual  action 
brought  to  bear  on  members  of  Congress 
by  doctors  throughout  the  nation.  In  addi- 
tion, many  other  groups  representing  the 
self-employed  have  pushed  for  such  legisla- 
tion. Much  of  this  effort  has  been  concen- 
trated in  the  American  Thrift  Assembly, 
formed  for  the  purpose  of  working  for 
passage  of  the  bill. 

While  the  committee  action  represents 
substantial  progress,  it  must  be  remem- 
bered that  there  is  no  assurance  the  bill  will 
pass  the  House  and  Senate  in  the  time  re- 
maining before  adjournment  of  Congress. 
There  is  a big  backlog  of  medical  bills  that 
must  be  acted  upon  and  Congress  hopes  to 
adjourn  by  the  middle  of  August. 

The  committee  acting  on  Jenkins-Keogh 
legislation  agreed  to  the  following  pro- 
visions in  the  bill,  and  reported  out  the 
measure  for  House  action.  The  measure 
will  provide  the  following:  (1)  Self-em- 
ployed persons  will  be  the  only  group  to 
benefit.  (2)  Set-aside  can  be  up  to  10%  of 
earned  income,  but  not  to  exceed  $2500  in 
any  one  year.  (3)  Annuity  plan  to  be 


limited  to  a 20  year  period,  resulting  in  a 
maximum  program  of  $50,000.  (4)  If  the 

money  is  withdrawn  before  age  65,  there 
would  be  a 10%  tax  penalty. 

Social  Security  is  another  issue  that  has 
created  a problem  among  some  self-em- 
ployed physicians.  The  House  of  Delegates 
of  the  AMA,  in  considering  seven  resolu- 
tions dealing  with  inclusion  of  self-employed 
physicians  under  the  Social  Security  Act, 
disapproved  of  three  which  called  for  polls 
or  a referendum  of  the  AMA  membership, 
one  which  favored  state  by  state  participa- 
tion in  social  security,  and  two  which  called 
for  compulsory  inclusion  on  a national  basis. 
Instead,  the  AMA  House  adopted  the  resolu- 
tion pointing  out  that  “American  physicians 
always  have  stood  on  the  principle  of  se- 
curity through  personal  initiative,”  and  re- 
affirming unequivocal  opposition  to  the  com- 
pulsory inclusion  of  self-employed  physi- 
cians in  the  social  security  system. 

On  the  question  of  polls,  the  AMA  House 
expressed  the  opinion  that  any  poll  should 
be  taken  on  a state  by  state  basis  and  the 
results  transmitted  to  the  AMA  delegates 
from  that  state. 

AMA  Meeting — San  Francisco 

Thirteen  thousand  two  hundred  eighteen 
physicians  attended  the  107th  annual  meet- 
ing of  the  American  Medical  Association  in 
San  Francisco,  June  23-27. 

Five  hundred  scientific  papers,  three  hun- 
dred twenty-five  scientific  exhibits,  two 
hundred  eighty-five  technical  exhibits  and 
sixteen  hours  of  colored  television  showing 
surgical  procedures  were  shown  to  busy 
physicians,  giving  them  an  opportunity  to 
catch  up  on  the  many  new  aspects  in  the 
rapidly  changing  medical  world. 


James  C.  Gardner 


342 


EDITORIAL 


August,  1958 


THE  JOURNAL 

OF  THE 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 
Published  Monthly 

Devoted  to  the  Interests  of  the  Medical  Profession  of 
Tennessee 

Office  of  Publication,  I 12  Louise  Avenue,  Nashville  5, 
Tenn. 

Acceptance  for  mailing  at  special  rate  of  postage  provided, 
for  in  Section  1103,  Act  of  October  3,  19 u, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire  mere- 
ly giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to  R.  H. 
Kampmeier,  M.D.,  Editor  and  Secretary,  8210  Vanderbilt 
University  Hospital,  Nashville  12,  Tennessee 
Address  organizational  matters  to  Jack  E.  Ballentine, 
Executive  Secretary,  112  Louise  Avenue,  Nashville  5, 
Tenn. 


R.  H.  KAMPMEIER,  M.D.,  Editor  and  Secretary 
Vanderbilt  University  Hospital,  Nashville 

EDITORIAL  BOARD 

Addison  B.  Scoville,  Jr.,  M.D.  Albert  Weinstein,  M.D. 
2104  West  End  Ave.  Medical  Arts  Building 

Nashville  5.  Tennessee  Nashville  12.  Tennessee 

COMMITTEE  ON  SCIENTIFIC  WORK 

Henry  B.  Gotten,  M.D.  White  Patton,  M.D. 

B.  O.  Garner,  M.D.  H.  L.  Monroe,  M.D. 

Harwell  Wilson,  M.D.  Addison  Scoville,  Jr.,  M.D. 

Lamb  B.  Myhr,  M.D.  W.  N.  Cook,  M.D. 

John  H.  Burkhart.  M.D. 

AUGUST,  1958 


SUBARACHNOID  HEMORRHAGE 


Until  recently  clinicians  have  considered 
subarachnoid  hemorrhage  a clinical  entity 
and  have  not  concerned  themselves  with 
the  specific  cause  of  bleeding.  Walton  con- 
cluded that  nontraumatic  subarachnoid 
hemorrhage  accounted  for  about  8%  of 
cerebrovascular  disease  seen  clinically,  and 
if  neoplastic  and  systemic  causes  are  elim- 
inated four  basic  etiologic  groups  are  re- 
sponsible for  nearly  all  spontaneous  bleed- 
ing into  the  subarachnoid  space:  hyper- 
tensive-arteriosclerotic cerebral  hemor- 
rhage, intracranial  aneurysm,  “spontane- 
ous" intracerebral  hematoma,  and  angio- 
matous malformation.  The  relative  fre- 
quency of  these  groups  is  difficult  to  estab- 
lish but  excluding  the  first  group,  it  is  gen- 
erally agreed  that  intracranial  aneurysm 
accounts  for  the  greater  number  of  hemor- 
rhages. Age  is  most  important  in  establish- 
ing a diagnosis.  Hypertensive  hemorrhage 
will  predominate  in  a home  for  the  aged 


and  arteriovenous  malformation  in  a chil- 
dren’s hospital. 

The  onset  of  subarachnoid  hemorrhage  is 
sudden,  usually  with  headache,  stiff  neck 
and  altered  consciousness.  Bloody  cerebro- 
spinal fluid,  usually  under  increased  pres- 
sure, is  obtained  by  spinal  puncture.  Since 
cerebral  thrombosis  and  embolism  may  also 
present  a similar  clinical  picture,  the  first 
procedure  for  an  exact  diagnosis  in  a case 
of  “stroke”  is  a careful  lumbar  puncture. 
This  is  safe  even  if  the  intracranial  pres- 
sure is  increased,  if  a needle  of  small  caliber 
is  employed,  if  little  or  no  cerebrospinal 
fluid  is  lost,  if  manometric  determinations 
are  carried  out  without  jugular  compression 
and  if  only  1 or  2 cc.  of  fluid  are  carefully 
withdrawn. 

More  than  90%  of  all  patients  who  have 
bleeding  into  the  subarachnoid  space  from 
hypertensive  or  arteriosclerotic  disease  die 
within  a few  hours  or  days.  In  the  other 
groups  the  mortality  although  not  as  great 
is  nevertheless  impressive  when  conven- 
tional treatment  of  bed  rest  and  supportive 
therapy  is  administered.  At  least  55%  will 
be  dead  at  the  end  of  5 years,  30%  from  the 
initial  hemorrhage  and  25%  from  early  or 
late  recurrence.  Of  those  who  survive  43% 
are  seriously  impaired.  It  has  been  con- 
cluded that  of  those  suffering  a subarach- 
noid hemorrhage  only  1 patient  in  5 will 
make  a good  recovery. 

Ballentine  and  Klein1  have  stated  that 
the  mortality  from  subarachnoid  hemor- 
rhage is  due  usually  either  to  primary  de- 
struction of  brain  tissue  by  the  hydrostatic 
pressure  of  the  escaping  blood  or  the  sec- 
ondary effects  of  an  intracranial  hematoma 
which  acts  as  a space-taking  lesion.  Al- 
though the  physician  cannot  alter  the  first 
of  these,  he  can  often  deal  effectively  with 
the  second.  Reflex  spasm  of  vessels  ad- 
jacent to  a bleeding  point  may  by  itself 
produce  local  areas  of  ischemia  and  infarc- 
tion. This  vasospasm  is  usually  minimal  or 
absent  after  the  third  week.  Finally,  re- 
current bleeding  is  responsible  for  most 
of  the  late  mortality.  This  phenomenon  is 
seldom  seen  with  hypertensive  hemorrhage 

’Ballantine,  H.  Thomas  and  Klein,  David  M.: 
Management  of  Spontaneous  Intracranial  Sub- 
arachnoid Hemorrhage,  Circulation  17:1123,  1958. 
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owing  to  the  high  initial  death  rate.  At 
least  50'/(  of  the  total  mortality  from  rup- 
tured aneurysms  is  due  to  recurrent  bleed- 
ing, and  repeated  bouts  of  bleeding  are 
even  more  common  with  angiomatous  mal- 
formation but  they  appear  to  be  less  lethal. 

If  blood  is  found  on  lumbar  puncture  Bal- 
lentine  and  Klein  believe  that  bilateral 
carotid  angiography  should  be  employed  as 
soon  as  possible,  except  in  those  cases  where 
a diagnosis  of  hypertensive  hemorrhage  can 
be  clearly  established  on  clinical  grounds. 
When  bilateral  carotid  angiography  fails  to 
show  a lesion  prognosis  is  relatively  good 
and  surgical  intervention  is  precluded.  The 
finding  of  an  aneurysm  usually  indicates 
the  necessity  for  operation.  Definitive  sur- 
gery must  be  performed  at  the  earliest  rela- 
tively safe  time  after  the  first  hemorrhage. 
This  time  is  found  to  coincide  with  the  pa- 
tient’s earliest  clinical  improvement  and 
stabilization.  If  a rapidly  expanding  intra- 
cerebral hematoma  is  present  evacuation  of 
this  is  simple  and  often  life-saving.  Al- 
though there  is  a definite  risk  associated 
with  such  angiography  these  authors  con- 


clude that  the  risk  is  justified  in  a disease 
with  such  an  appalling  mortality. 

The  patient  who  has  recently  bled  de- 
serves the  finest  medical  management  pos- 
sible. There  is  no  substitute  in  the  comatose 
patient  for  a patent  airway  and  adequate 
oxygenation,  careful  fluid  balance  and  pre- 
vention of  urinary  sepsis.  Careful  observa- 
tion of  vital  signs  and  state  of  conscious- 
ness may  warn  of  impending  disaster.  The 
recent  use  of  hypothermia  in  the  nonopera- 
tive management  of  these  patients  and  pos- 
sible combination  of  this  with  hypotensive 
agents  may  be  useful  in  the  future.  Un- 
fortunately at  the  present  time  this  com- 
bination seems  to  be  conducive  to  cardiac 
arrhythmias,  particularly  ventricular  fibril- 
lation. 

As  diagnostic  measures  improve,  as  sur- 
gical technics  are  refined  and  as  physicians 
become  astute  in  the  management  of  these 
catastrophies,  the  future  therapy  of  spon- 
taneous intracranial  subarachnoid  hemor- 
rhage should  decrease  materially  the  pres- 
ent appalling  mortality  and  morbidity. 

A.  B.  S. 


DO  WE  REALLY  REAP  AS  WE  SOW? 

On  these  pages  in  the  last  issue  of  the 
Journal  appeared  a reprint  of  a newspaper 
editorial  of  the  type  encountered  more  fre- 
quently in  newsprint  than  one  in  a contrary 
vein.  The  fourth  estate  all  too  often  enjoys 
the  medical  profession  as  a whipping  boy, 
and  there  seems  to  be  little  that  can  be 


done  about  it.  If  it  had  interest  it  could 
find  much  about  which  to  editorialize  fav- 
orably, but  this  would  be  too  commonplace 
and  thus  would  not  “make  headlines.” 

After  last  month’s  editorial  the  accom- 
panying letter  offers  a heartening  contrast: 


O’Plaine  Road 
Gurnee , Illinois 
July  17,  1958 

The  American  Medical  Association 
535  North  Dearborn 
Chicago,  Illinois 

Dear  Sirs: 

Last  month  my  husband , granddaughter  and  1 were  traveling  through  Tennessee  and 
I suddenly  became  very  ill.  So  my  husband  took  me  to  the  nearest  hospital  which  hap- 
pened to  be  Jellico  Hospital.  The  doctors  in  charge  are:  C.  E.  Ausmus,  M.D..  N . C.  Watts , 
M.D. , and  C.  A.  Prater.  M.D.  It  is  a comparatively  small  hospital  but  very  well  ordered 
and  immaculately  clean  hospital. 

We  were  driving  an  old  1950  model  car  and  dressed  in  vacation  clothes.  When  we  en- 
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tered  the  hospital,  not  one  word  was  asked  as  to  whether  or  not  we  had  hospital  insurance 
or  if  we  could  afford  to  pay.  They  seemed  primarily  interested  in  my  welfare,  not  their 
compensation.  Within  half  an  hour  the  doctor  had  examined  me;  I was  put  in  an  air  con- 
ditioned room  and  had  had  medication.  Two  beds  were  put  up  in  my  room,  one  for  my 
husband  and  one  for  my  granddaughter. 

The  second  day  a nurse  asked  two  little  girls  to  come  to  the  hospital  to  keep  our 
granddaughter  company. 

The  doctors  were  as  interested  in  me  as  though  I were  a regular  patient.  Their 
very  presence  seemed  to  give  me  a sense  of  security  and  well  being.  And  certainly  sped 
recovery.  Especially  when  ivere  were  so  far  from  home. 

Those  doctors  are  a credit  to  the  American  Medical  Association,  and  should  be  com- 
mended for  their  splendid  services. 

The  world  needs  a great  many  more  doctors  and  nurses  like  those  people.  They 
have  every  right  to  be  proud  of  their  hospital  and  its  working  staff. 

Another  thing  I noticed  about  the  hospital  was:  Visitors  were  alloioed  to  call  any 
time  during  the  day  until  9 p.m.  And  it  was  very  quiet  at  all  times.  Not  the  noise  and 
confusion  there  is  when  so  many  people  call  at  one  time. 

1 am  writing  to  you  because  I don't  know  where  the  association  office  is  in  Tennessee. 

Respectfully, 

Marjorie  E.  Howard 
(Mrs.  Leon  J.  Howard) 


The  receipt  of  this  letter  at  the  A.M.A. 
Headquarters  must  have  been  refreshing  in 
a probable  welter  of  criticism  of  organized 
medicine. 

The  letter  points  up  the  commonplace  in 
the  practice  of  medicine.  As  every  phy- 
sician knows  this  letter  does  not  describe  an 
isolated  instance  of  sympathy  and  solicitude. 
One  may  well  believe  that  demonstrations 
of  these  attributes  occur  a thousand  times 
each  day  in  the  cities  and  towns  of  our 
country.  One  needs  but  to  sit  for  years  in 
a university  outpatient  clinic  and,  with  the 
patience  to  listen,  know  this  is  true.  This 
theme  in  the  doctor-patient  relationship  re- 
curs over  and  over  again,  as  one  sits  and 
listens  to  the  stories  of  medically  indigent 
patients. 

We  have  said  this  letter  reflects  common- 


place attitudes  of  doctors  in  general.  And 
we  say  this  advisedly,  for  we  know  that  the 
vast  majority  of  physicians  carry  with  them 
into  later  life  the  ideals  that  sent  most  of 
them  into  a medical  education.  It  is  only 
the  coldly  scientific  doctor,  who  neverthe- 
less does  advance  medical  knowledge,  and 
especially  the  doctor  who  sets  great  store 
by  the  dollar,  who,  as  representatives  of  the 
medical  profession,  leave  those  lasting  or 
bitter  impressions  on  patients  that  provide 
fuel  for  the  fire  of  the  newspaper  editorial. 

In  these  latter  few,  it  is  hoped,  this  let- 
ter may  reawaken  former  idealism,  if  it  was 
there,  with  the  promise  of  a happy  con- 
science in  the  Fall  of  life  as  these  few  look 
back  to  survey  that  part  of  life  which  has 
passed. 


R.  H.  K. 
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Special  Item 

The  Physician's  Role  in  the  Social 
Security  Disability  Program 

Doctors,  hospitals,  institutions,  and  agen- 
cies who  have  contact  with  disabled  people 
are  frequently  asked  these  days  to  fill  out 
medical  reports  in  connection  with  claims 
under  the  disability  provisions  of  the  social 
security  law.  Under  these  provisions,  dis- 
abled workers  50  to  65  years  of  age,  and  the 
disabled  dependent  sons  and  daughters  of 
retired  or  deceased  workers,  may  receive 
monthly  disability  payments.  Disabled 
workers  under  age  50  may  have  their  social 
security  records  “frozen.”  This  protects 
the  future  benefit  rights  of  the  disabled 
worker  and  his  family. 

To  qualify  under  these  disability  provi- 
sions, a person  must  be  unable  to  engage  in 
any  substantial  gainful  activity  by  reason 
of  a medically  determinable  physical  or 
mental  impairment  which  can  be  expected 
to  result  in  death  or  to  be  of  long-continued 
and  indefinite  duration.  A disabled  worker 
must,  in  addition,  have  social  security  cred- 
its for  work  in  at  least  5 out  of  the  10  years 
before  he  became  disabled,  including  a year 
and  a half  out  of  the  3 years  before  his  dis- 
ability began.  A disabled  child  must  be 
both  unmarried  and  dependent,  and  must 
have  become  disabled  before  his  or  her  18th 
birthday. 

Applications  under  the  social  security 
disability  provisions  are  taken  by  the  more 
than  570  social  security  district  offices,  lo- 
cated in  communities  all  over  the  Nation. 
The  social  security  district  office  gives  the 
disabled  applicant  information  about  his 
rights,  helps  him  to  fill  out  his  application, 
and  to  get  the  proofs  and  documents  he  may 
need  to  support  that  application.  Under 
the  law,  the  disabled  person  is  responsible 
for  furnishing,  at  his  own  expense,  the  evi- 
dence to  show  that  he  is  “disabled”  within 
the  meaning  of  the  social  security  law. 

His  social  security  district  office  gives  him 
one  or  more  copies  of  a medical  report  form 
on  which  this  evidence  can  be  supplied.  He 
is  asked  to  take  or  mail  this  form  to  his 
attending  physician  or  to  a hospital,  institu- 
tion, public  or  private  agency  where  he  has 
been  treated  for  his  disabling  condition. 


This  report  form,  designed  as  a guide  for 
the  reporting  physician,  lists  the  kind  of 
medical  facts  essential  for  the  determina- 
tion of  “disability.”  However,  the  report- 
ing doctor  is  not  required  to  use  it;  if  he 
prefers,  he  may  make  his  report  in  the  form 
of  a narrative  summary  or  he  may  submit 
photocopies  of  the  pertinent  medical  rec- 
ords. The  completed  reports  are  to  be 
returned  by  mail  to  the  social  security  dis- 
trict office  (or  to  a State  agency,  if  indi- 
cated). 

By  providing  a full  and  objective  clinical 
picture  of  his  patient,  the  reporting  doctor 
fulfills  his  responsibility  to  his  patient  and, 
incidentally,  expedites  the  decision.  To  be 
of  maximum  use  for  the  evaluation  of  a 
patient’s  capacity  for  work,  the  report 
should  include  a history  of  the  impairment, 
the  symptomatology,  clinical  findings  and 
diagnosis.  Obviously,  the  reporting  physi- 
cian has  an  important  role  in  the  operation 
of  the  social  security  disability  provisions. 
He  is  not,  however,  asked  to  decide  the  is- 
sue of  “disability.”  The  determination  as 
to  whether  a patient  is  “disabled”  must  be 
made  within  the  scope  of  the  social  security 
law;  often  it  is  based  on  evidence  from  more 
than  one  medical  source.  Also  the  determi- 
nation must  take  into  account  factors  which 
are  not  purely  medical — factors  such  as 
education,  training  and  work  experience. 

After  the  applicant  has  filed  his  claim  un- 
der the  disability  provisions,  and  furnished 
the  supporting  evidence,  his  case  is  for- 
warded by  his  social  security  district  office 
to  an  agency  of  his  State — usually  the  State 
vocational  rehabilitation  agency.  Under 
agreements  between  the  individual  States 
and  the  Federal  Government,  these  State 
agencies  make  the  disability  determinations 
for  their  own  residents. 

In  the  State  of  Tennessee,  the  agreement 
with  the  Federal  Government  provides  for 
the  Tennessee  Department  of  Vocational 
Rehabilitation  to  make  these  disability  de- 
terminations. 

The  evaluation  of  disability  is  made  by  a 
“review  team”  in  the  State  agency.  There 
are  at  least  two  professional  people  on  each 
team.  One  of  the  two  is  a doctor  of  medi- 
cine (often  a practicing  physician  who 
serves  with  the  State  agency  on  a part-time 
basis) ; the  other  is  trained  in  evaluating 
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the  personal  and  vocational  aspects  of  dis- 
ability. The  team  must  decide  whether  the 
applicant  is  sufficiently  disabled  to  prevent 
him  from  engaging  in  any  substantial  gain- 
ful activity  within  the  foreseeable  future. 

In  many  cases  it  is  necessary  to  write 
back  to  the  reporting  physician  because  the 
medical  report  does  not  contain  enough 
clinical  facts.  As  a rule,  the  kinds  of  medi- 
cal facts  that  the  attending  physician  needs 
in  making  his  diagnosis  and  in  treating  his 
patient  are  the  same  as  those  required  to 
evaluate  the  severity  of  impairment  in  dis- 
ability programs.  However,  certain  medi- 
cal facts  are  more  highly  significant  in  dis- 
ability evaluation  than  to  medical  manage- 
ment of  the  case.  To  evaluate  the  effect  of 
the  impairment  on  the  individual’s  ability 
to  work  requires  the  kind  of  medical  evi- 
dence that  confirms  the  diagnosis  and  meas- 
ures remaining  functional  capacities  of 
mind  and  body.  By  furnishing  complete 
and  objective  evidence,  the  reporting  physi- 
cian makes  it  unnecessary  for  the  review- 
ing physician  to  “write  back”  for  additional 
clinical  or  laboratory  data. 

Where  the  medical  evidence  initially  sub- 
mitted indicates  a reasonable  likelihood 
that  the  applicant  is  disabled,  but  more  pre- 
cise clinical  or  laboratory  findings  are 
needed  to  arrive  at  a sound  decision  or  to 
resolve  conflicts  in  the  evidence,  a consulta- 
tive examination  (usually  at  the  specialist 
level)  may  be  ordered  to  obtain  additional 
information.  Selection  of  consulting  physi- 
cians and  payment  of  fees  are  governed  by 
State  practices. 

Some  doctors  feel  that  they  should  be 
reimbursed  by  the  Government  for  the  cost 
of  preparing  the  medical  reports  on  their 
patients,  and  it  is,  of  course,  quite  within 
their  prerogative  to  charge  the  patient  a 
fee  for  that  service.  However,  under  the 
law,  the  Social  Security  Administration 
cannot  pay  that  fee;  that  is  the  individual’s 
responsibility. 

Other  doctors  are  perturbed  when  asked 
to  complete  medical  reports  for  individuals 
whom  they  may  not  have  seen  for  years. 
In  these  cases,  however,  the  physician  is 
not  expected  to  describe  the  present  condi- 
tion of  the  patient,  but  his  medical  condi- 
tion as  of  the  time  he  made  his  last  exami- 
nation. Although  the  social  security  dis- 


ability provisions  were  made  applicable  to 
persons  whose  disabilities  may  have  begun 
as  far  back  as  1941,  all  those  with  long- 
standing disabilities  must  apply  before  July 
1,  1958.  After  June  1958,  therefore,  this 
problem  should  be  much  relieved. 

Evaluation  of  Disability 

The  central  purpose  of  disability  evalua- 
tion is  to  determine  remaining  mental  and 
physical  capacities.  To  determine:  (1)  what 
the  claimant  has  left,  and  (2)  what  he  can 
do  with  what  he  has  left. 

A realistic  evaluation  of  disability  must 
be  based  on  clinical  and  laboratory  tests  of 
the  individual’s  ability  to  meet  the  meta- 
bolic demands  of  activity,  to  reason,  to  per- 
ceive, and  to  perform  certain  basic  activi- 
ties such  as  sitting,  standing,  bending  and 
walking.  When  incapacity  results  from 
severe  impairment  of  one  or  more  such 
functions,  it  is  essential  to  establish  not  only 
the  fact  that  functional  impairment  exists, 
but  also  its  extent. 

A brief  discussion  of  disability  from  heart 
disease  may  serve  to  illustrate  the  kind  of 
evidence  needed  to  measure  the  patient’s 
remaining  functional  capacity,  after  appro- 
priate therapy.  Most  frequently,  impair- 
ments of  the  circulatory  system  produce 
loss  of  bodily  function  by  reduction  of  car- 
diac reserve,  or  interference  with  periph- 
eral vascular  circulation.  As  a result  the 
circulatory  apparatus  cannot  meet  effec- 
tively the  metabolic  demands  placed  upon 
it.  The  diagnosis  of  the  condition  usually 
reflects  whether  the  impairment  is  caused 
by  valvular  disease,  myocardial  damage  or 
vascular  pathology. 

Cardiac  size  by  X-ray  or  physical  and 
EKG  findings  furnish  objective  proof  of 
cardiac  disease.  The  amount  of  dyspnea  or 
angina  described  in  terms  of  the  number  of 
steps  that  can  be  mounted  or  distance  in 
feet  or  blocks  that  the  patient  can  walk  is 
highly  significant  to  evaluation  of  the  de- 
gree of  loss  of  function.  The  presence  or 
absence  of  cardiac  edema  and  response  to 
therapy  are  also  indicative  of  severity  of 
cardiovascular  impairments.  The  status  of 
the  pulse  in  the  peripheral  vessels  may  pro- 
vide gross  clinical  evidence  of  impaired 
circulation  of  the  extremities. 

Impairments  of  the  cardiovascular  sys- 
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tem  may  manifest  themselves  with  dramatic 
suddenness,  e.g.,  myocardial  infarction,  ob- 
struction of  vessels  in  peripheral  or  central 
nervous  system  circulation,  lungs,  and  other 
visceral  organs.  The  initial  clinical  mani- 
festations are  severe  and  the  prognosis 
dubious.  With  survival  from  the  acute 
stage,  and  appropriate  therapy,  substantial 
improvement  can  be  expected  over  a period 
of  time.  A realistic  evaluation  of  remain- 
ing function  should  be  made  after  the  con- 
valescent period.  Hence,  the  clinical  and 
laboratory  findings  after  maximum  im- 
provement from  treatment  are  particularly 
valuable  in  making  a determination  of  re- 
maining cardiac,  brain  or  other  function. 
(Note  that  a “waiting  period,”  is  prescribed 
by  law,  i.e.,  the  first  monthly  disability  in- 
surance benefit  cannot  be  paid  until  the 
seventh  month  after  the  onset  of  the  dis- 
ability.) A description  of  the  acute  attack 
helps  confirm  the  diagnosis  and  should 
therefore  be  included  in  the  report. 

Loss  of  function  is  evaluated  on  the  basis 
of  clinical  and  laboratory  findings  after 
maximum  benefit  from  treatment.  Clinical 
information  concerning  nature  and  response 
to  treatment  furnishes  information  on  sta- 
bility of  functional  capacity,  i.e.,  a history 
of  periodic  decompensated  heart  disease,  in 
spite  of  treatment,  would  indicate  a com- 
paratively severe  condition. 

More  complicated  tests  of  vascular  func- 
tion may  be  required  in  certain  cases,  e.g., 
arteriography.  The  reporting  physician 
should  not  be  concerned  because  he  may  not 
have  equipment  to  perform  these  tests.  A 
carefully  performed  exercise  tolerance  test 
(if  not  medically  contraindicated)  will  al- 
most always  provide  the  clinical  evidence 
needed  to  evaluate  the  degree  of  remaining 
function. 

Conclusion 

In  developing  evaluation  guides  for  the 
use  of  State  agency  and  its  own  technical 
and  professional  personnel,  the  Social  Secu- 
rity Administration  has  had  the  continuing 
cooperation  of  a Medical  Advisory  Commit- 
tee appointed  by  Commissioner  Schottland, 
in  February  1955.  The  Committee  is  com- 
posed of  recognized  specialists  associated 
with  medical  and  allied  professions  in  vari- 
ous fields  outside  Government,  such  as  gen- 


eral practice,  research,  medical  education, 
industry  and  labor. 

The  American  Medical  Association  has 
cooperated  with  the  Social  Security  Admin- 
istration by  informing  its  members  about 
the  medical  aspects  of  the  disability  pro- 
gram, especially  the  preparation  of  medical 
reports.  On  June  1,  1957,  the  Journal  of  the 
American  Medical  Association  carried  a 
comprehensive  report  on  the  administration 
and  organization  of  the  disability  provi- 
sions. Regulations  on  the  meaning  of  dis- 
ability appeared  in  the  September  28,  1957. 
issue. 


Dr.  Thomas  A.  Kirkland.  78,  Memphis,  died 
June  11th  at  a Memphis  Nursing  Home.  He  was 
a practicing  physician  for  41  years. 

Dr.  John  Philips  Henry,  65.  Memphis,  died  July 
4th  at  his  home.  He  was  a prominent  Memphis 
Allergist. 

Dr.  Allen  E.  Van  Ness,  64,  Nashville,  died  June 
22nd  in  Vanderbilt  University  Hospital  from  a 
heart  attack. 

Dr.  John  Leonard  Woodall.  88,  Terry  commu- 
nity, died  on  May  23rd  at  his  home. 

Dr.  Jacob  Edmund  Stanfill,  59,  Memphis,  died 
June  18th  at  his  home. 

Dr.  Jesse  Jacob  Frey,  81,  Nashville,  died  July 
3rd  at  Baptist  Hospital. 

Dr.  Rupert  Colmore,  Sr.,  Chattanooga,  died  July 
9th  at  his  home. 

Dr.  J.  McChesney  Hogshead,  82,  Chattanooga, 
died  July  13th  as  a result  of  a heart  attack. 


PROGRAMS  AND  NEWS  OF 
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Chattanooga-Hamilton  County  Medical 
Society 

The  Society’s  regular  meeting  was  held 
on  July  1st  in  the  Interstate  Building.  The 
scientific  program  consisted  of  the  follow- 
ing: “Breast  Cancer  Associated  with  Nipple 
Discharge,”  by  Dr.  Edward  G.  Johnson; 
“Management  of  Pelvic  Abscesses,”  by  Dr. 
Samuel  S.  Bender;  “Surgical  Treatment  of 
Conductive  Deafness,”  by  Dr.  Charles  H. 
Alper.  A case  report  was  given  by  Dr.  Ed- 
ward T.  Newell,  Sr. 
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Memph's-Shelby  County  Medical  Society 

The  Society  met  in  called  session  in  the 
Institute  of  Pathology  on  April  29th.  The 
purpose  of  the  meeting  was  for  discussion 
of  the  advantages  to  the  Society  of  being 
incorporated.  Dr.  Harold  B.  Boyd  moved 
that  officers  of  the  Memphis  and  Shelby 
County  Medical  Society  be  authorized  to 
take  necessary  steps  to  form  the  Memphis- 
Shelby  County  Medical  Society.  Incor- 
porated. 

Dr.  Edward  French  moved  that:  “The 
Memphis  and  Shelby  County  Medical  So- 
ciety go  on  record  as  being  financially  re- 
sponsible for  any  legal  defense  which 
might  be  necessary  for  its  members  who, 
while  transacting  legitimate  business  of  the 
Society,  might  be  sued,  even  though  such 
business  originated  before  incorporation  of 
the  Society.”  The  motion  was  approved. 

The  Society  held  its  regular  monthly 
meeting  on  June  3rd  in  the  Institute  of 
Pathology.  The  program  consisted  of  a 
financial  report  of  the  society,  by  Mr.  Leslie 
H.  Adams,  Executive  Secretary.  A slide 
presentation  prepared  by  the  National  As- 
sociation of  Life  Underwriters,  entitled 
“Can  We  Have  Sound  Social  Security?” 
was  presented  by  Mr.  James  E.  Harpster, 
Manager  of  Governmental  Affairs  Depart- 
ment, Memphis  Chamber  of  Commerce. 

* 

One  physician  was  expelled  and  another 
suspended  for  two  years  from  the  Memphis 
and  Shelby  County  Medical  Society.  The 
action  was  effective  July  1.  The  action  was 
by  a majority  of  votes  at  a meeting  of  the 
House  of  Delegates  of  the  Memphis  and 
Shelby  County  Society.  A thorough  in- 
vestigation was  made  of  the  case  by  the 
Board  of  Censors  of  the  Memphis  Society 
and  the  findings  presented  to  the  House  of 
Delegates. 

Five  County  Medical  Society 

The  Society  met  on  May  15th  at  the  Over- 
ton  Motel  in  Livingston.  Dr.  Jack  Moore, 
Jr.,  President  of  the  Society,  introduced  the 
honored  guests,  Mrs.  Horace  Gray  of  Mem- 
phis, President  of  the  State  Woman’s 
Auxilliary,  and  Mrs.  William  Garrott, 
Cleveland,  president-elect  of  the  Auxilliary. 


Consolidated  Medical  Assembly 

The  Consolidated  Medical  Assembly  of 
West  Tennessee  met  on  June  3rd  at  the 
New  Southern  Hotel,  in  Jackson.  The  scien- 
tific program  consisted  of  a paper  presented 
by  Dr.  William  T.  Fitts,  Jr.,  professor  of 
surgery  at  the  University  of  Pennsylvania. 
His  subject  was  “Cancer  of  the  Colon  and 
Rectum.” 

Bradley  County  Medical  Society 

At  the  regular  June  meeting  of  the  So- 
ciety it  was  voted  to  endorse  the  1958-1959 
budget  as  presented  for  the  Five  County 
Hiawassee  District  Health  Department.  Dr. 
William  A.  Garrott,  reporting  on  the  Blood- 
mobile  visit,  commended  the  citizens  of  the 
area  for  going  over  the  ciuota  for  the  second 
time. 

Tennessee  Now  Seventeenth  Largest 
State  Medical  Association 

A recently  completed  survey  shows  that 
the  Tennessee  State  Medical  Association  has 
the  seventeenth  largest  membership  among 
all  the  state  medical  associations  in  the 
United  States.  At  the  same  time,  it  has 
the  lowest  state  dues  requirements  of  any 
of  the  states.  Tennessee,  South  Carolina, 
Virginia,  West  Virginia  and  Wyoming  have 
state  membership  dues  of  $25.00.  All  other 
state  associations  have  higher  dues,  with 
the  range  extending  up  to  $140  per  year,  in 
the  State  of  Utah. 

The  average  for  the  nation  is  almost  $48.00 
per  year.  In  the  southern  and  southeastern 
states,  the  average  membership  dues  is 
nearly  $40.00.  Florida,  Georgia,  North  Car- 
olina, Kentucky,  Mississippi,  Texas,  Louisi- 
ana, Alabama,  are  all  in  the  $35  to  $50  per 
year  range. 

The  survey  of  states  was  made  by  Rogers. 
Slade  and  Hill,  Consultants  on  Management 
Problems. 

TSMA  Health  and  Accident  Insurance 
Plan  Now  Administered  by 
New  Agency 

The  Health  and  Accident  Insurance  Plan 
sponsored  by  the  Tennessee  State  Medical 
Association  will  now  be  administered  by 
the  Smith,  Reed,  Thompson  & Ellis  Com- 
pany, 1309  Nashville  Trust  Building,  Nash- 
ville 3,  Tennessee.  For  many  years,  the 
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plan  has  been  administered  by  the  Hayes 
Hartnett  Agency  in  Nashville  for  the  Com- 
mercial Insurance  Company.  The  Smith, 
Reed,  Thompson  & Ellis  Company  will  con- 
tinue to  service  the  plan  for  members  of 
TSMA  and  the  plan  will  continue  to  be  in- 
sured through  the  Commercial  Insurance 
Company. 

The  Tennessee  State  Medical  Association 
gratefully  acknowledges  Mr.  Hayes  Hart- 
nett’s sixteen  years  of  conscientious  and  ef- 
ficient effort  in  behalf  of  the  policyholders 
of  TSMA.  The  change  in  administration 
became  effective  August  1st,  1958.  Please 
direct  correspondence  to  the  new  adminis- 
trators. 
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The  Month  in  Washington 
(From  AMA  Washington  Office) 

For  the  first  time  since  the  idea  was  pro- 
posed more  than  seven  years  ago  by  Pres- 
ident Truman  and  Oscar  Ewing,  legislation 
to  tack  a hospital  and  medical  service  pro- 
gram onto  social  security  has  received  a 
thorough  airing  before  a Congressional  com- 
mittee. 

For  11  days  the  House  Ways  and  Means 
Committee  listened  to  testimony  on  this  and 
other  suggested  changes  in  the  law.  The 
hospitalization  plan — now  identified  as  the 
Forand  bill,  for  its  sponsor,  Rep.  Aime  J. 
Forand  (D.,  R.  I.) — was  by  far  the  most 
controversial  issue.  It  came  up  repeatedly 
and  each  time  was  the  signal  for  either  sharp 
questions  or  praise  from  Mr.  Forand,  de- 
pending on  what  the  particular  witness 
thought  about  the  bill. 

At  the  end  of  the  hearings,  it  appeared 
that  a majority  of  the  committee  was  not 
inclined  to  press  for  enactment  of  the 
Forand  bill,  although  there  remained  the 
possibility  sentiment  change.  At  this  writ- 
ing, the  prospect  is  that  a bill  may  be  en- 
acted to  raise  both  social  security  and  old- 
age  assistance  payments,  with  a $600  in- 
crease in  the  amount  of  taxable  salary  or 
self-employment  income  to  meet  the  extra 
OASI  cost;  public  assistance  payments  came 
out  of  general  revenue. 


What  did  the  Forand  hearings  produce? 

For  one  thing,  the  proponents  and  op- 
ponents lined  up  in  columns  to  be  identi- 
fied. The  one  important  exception  was  the 
American  Hospital  Association.  The  AHA 
specifically  opposed  the  Forand  bill  “at  this 
time,”  but  left  itself  room  for  maneuvering. 

The  hospital  witnesses,  Ray  Amberg,  pres- 
ident-elect of  the  AHA,  and  Dr.  James  P. 
Dixon,  chairman  of  its  committee  to  study 
health  needs  of  the  aged,  said  their  con- 
clusion was  that  federal  help  of  some  sort 
was  needed  to  finance  the  health  care  of  the 
aged,  and  that  the  social  security  approach 
might  be  the  ultimate  decision. 

However,  for  the  present  the  hospital 
spokesmen  proposed  that  the  Ways  and 
Means  Committee  set  up  a special  advisory 
committee — health  personnel  and  others — to 
bring  together  all  information  on  the  health 
problems  of  the  aged,  study  the  data  and 
make  recommendations  to  the  committee 
before  January  1,  1960. 

American  Medical  Association  led  the 
parade  of  opponents  of  the  Forand  bill,  and 
its  witnesses,  Drs.  Leonard  Larson,  a trustee, 
and  Frank  Krusen  of  the  Mayo  clinic,  were 
subjected  to  close  but  not  unfriendly  ques- 
tioning by  Mr.  Forand. 

At  one  point  Dr.  Larson,  the  new  chair- 
man of  the  AMA  Board  of  Trustees,  told 
Mr.  Forand:  “As  chairman,  I shall  devote 
all  my  energies  to  solving  this  problem  and 
other  problems  of  medical  care  plans  in 
general.  This  is  my  primary  interest.  I 
rise  or  fall  on  what  happens  in  this  field.” 

Lined  up  with  the  AMA  in  opposing  the 
Forand  plan  (in  addition  to  the  AHA)  are 
the  American  Dental  Association,  Blue 
Shield,  the  insurance  industry  in  general, 
the  U.  S.  Chamber  of  Commerce  and  a num- 
ber of  other  business  and  professional 
groups. 

The  AFL-CIO  appears  to  be  the  backbone 
of  forces  working  for  the  Forand  bill. 
Labor’s  spokesmen,  however,  have  the  back- 
ing of  several  welfare  organizations  (plus 
the  Illinois  and  Massachusetts  welfare  di- 
rectors), the  American  Nurses  Association 
and  the  Physicians  Forum,  among  others. 
The  latter  group  also  informed  the  commit- 
tee that  it  favors  compulsory  social  se- 
curity coverage  for  physicians. 
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Voluntary  Health  Insurance  Payments 
Top  $3  Billion  in  1957 

More  than  $4  billion — a rate  of  about  $11 
million  per  day — of  the  nation’s  health  care 
bill  will  be  paid  in  1958  through  voluntary 
health  insurance  programs,  according  to  a 
recent  report  of  the  Health  Insurance  Coun- 
cil. 

This  estimate  was  made  by  the  Council, 
based  on  the  results  of  its  annual  survey 
of  health  insurance  coverage  in  the  United 
States  for  1957.  Benefit  payments  to  help 
cover  the  cost  of  hospital,  surgical,  and 
medical  care,  last  year  amounted  to  $3.5  bil- 
lion, up  20.7  per  cent  over  1956,  and  an  all- 
time  high. 

The  Council,  in  a projection  of  its  1957 
figures  on  health  insurance  coverage  in  the 
United  States,  estimates  that,  as  of  June  1, 
1958,  some  123  million  persons  were  pro- 
tected against  the  cost  of  hospital  expenses 
through  voluntary  health  insurance  pro- 
grams, 111  million  were  covered  for  surgical 
expenses,  74  million  had  policies  covering 
regular  medical  expenses,  and  15  million 
were  insured  against  major  medical  ex- 
penses. These  figures,  added  the  Council, 
mean  that  about  72  per  cent  of  the  total 
U.  S.  civilian  population  today  is  protected 
by  some  form  of  voluntary  health  insur- 
ance. 

The  survey,  which  is  made  annually  by 
the  Health  Insurance  Council,  and  which 
covers  the  period  from  January  1 through 
December  31,  1957,  is  based  upon  reports 
of  health  insurance  programs  conducted  by 
insurance  companies,  Blue  Cross-Blue 
Shield  and  other  health  care  plans. 

The  Council  also  reported  that  insurance 
companies  in  1957  paid  a total  of  $740  mil- 
lion in  benefits  to  people  through  loss  of 
income  insurance  policies,  which  help  re- 
place income  lost  because  of  accident  or 
sickness.  This  figure,  added  to  the  $3.5  bil- 
lion paid  in  other  health  benefits,  would 
bring  the  total  benefit  payments  for  the  year 
1957  to  $4.2  billion  paid  under  all  volun- 
tary health  insurance  programs. 


Tennessee  State  Pediatric  Society 

The  annual  meeting  of  the  Tennessee 
State  Pediatric  Society  was  held  in  Gatlin- 
burg  May  30-31.  Dr.  A.  M.  Bongiobonny, 
staff  member  of  the  Children’s  Hospital  at 
Philadelphia,  Pa.,  was  one  of  the  featured 
speakers.  Dr.  Victor  C.  Vaughn,  III  of  the 
Pediatrics  Department  of  the  University  of 
Georgia  Medical  School  was  also  a speaker. 
Between  150  and  200  physicians  from  Ten- 
nessee and  adjacent  states  were  in  at- 
tendance. The  president,  Dr.  Stewart  P. 
Smith  of  Chattanooga,  presided.  The  newly 
elected  president  was  Dr.  Gilbert  Levy  of 
Memphis. 

University  of  Tennessee  College 
of  Medicine 

The  College  of  Medicine  is  one  of  the 
fourteen  medical  schools  in  the  country  to 
receive  a grant  from  the  National  Fund  for 
Medical  Education,  which  recently  awarded 
grants  totaling  more  than  $99,500.  U-T  was 
one  of  the  southeastern  universities  to  be 
given  one  of  the  developmental  and  special 
purpose  grants,  the  amount  being  $2,850. 

4c 

To  keep  abreast  of  new  techniques  in  their 
fields,  Mid-South  physicians  and  surgeons 
gathered  at  the  Medical-Surgical  Building 
on  July  23rd  for  the  first  1958  postgraduate 
course.  The  three-day  session  covered 
emergency  surgery  for  acute  injuries.  Dur- 
ing the  fiscal  year  1957,  440  physicians  from 
19  states  attended  postgraduate  courses.  Of 
this  number,  211  were  from  Tennessee. 

4c 

D.  Israel  D.  Michelson  has  been  advanced 
from  associate  professor  to  professor  of 
bacteriology  at  the  University  of  Tennessee 
Medical  Units. 

4c 

The  Tennessee  Department  of  Mental 
Health  and  the  University  of  Tennessee  will 
join  in  the  operation  of  a research  center  in 
Gailor  Hospital. 

4c 

On  March  7 and  8 over  six  hundred  people 
interested  in  the  aid  to  handicapped  chil- 
dren gathered  for  a two-day  meeting  in  the 
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University  Center.  The  program  was  spon- 
sored by  the  Nemours  Foundation  of  Wil- 
mington, Delaware,  and  was  promoted 
locally  by  the  Junior  League.  The  purpose 
of  the  conference  was  to:  review  the  meth- 
ods employed  to  meet  the  needs  of  the 
handicapped  child,  to  delineate  the  areas  of 
responsibilities  of  state  agencies,  and  to 
recommend  specific  ways  of  implementing 
and  coordinating  services  for  the  extension 
of  aid  to  the  handicapped  child.  The  con- 
ference consisted  of  talks,  discussions  and 
panels. 

Memphis  Thoracic  Society 

The  Society  met  on  June  19th  at  the  West 
Tennessee  Tuberculosis  Hospital.  Speakers 
were  Dr.  Otis  S.  Warr,  Dr.  Duane  M.  Carr 
and  Dr.  Burt  Friedman. 

Vanderbilt  University  School  of  Medicine 

Dr.  Hugh  J.  Morgan,  Professor  of  Medi- 
cine, has  been  retired  to  Emeritus  standing. 
P’ollowing  his  graduation  from  Johns  Hop- 
kins University  Medical  School  in  1918,  and 
further  years  in  training  and  research,  he 
joined  the  faculty  at  Vanderbilt  in  1924,  be- 
coming the  Head  of  the  Department  of  Med- 
icine in  1935,  a position  held  to  his  retire- 
ment. As  Brigadier  General  in  World  War 
II,  he  was  Chief  Consultant  in  Medicine,  Of- 
fice of  the  Surgeon  General.  His  wide  ac- 
tivities in  medicine  are  reflected  in  the  pres- 
idencies he  has  held, — of  the  American  Col- 
lege of  Physicians,  American  Clinical  and 
Climatological  Association,  and  the  Associa- 
tion of  American  Physicians.  He  has  served 
on  the  American  Board  of  Internal  Med- 
icine, of  which  he  was  Chairman  in  1948-49. 
He  has  been  a member  of  the  A.M.A.  Coun- 
cil on  National  Emergency  Medical  Serv- 
ices since  1948.  He  terminated  a decade  of 
membership  on  the  Board  of  Trustees  of 
Meharry  Medical  College  as  its  Chairman  in 
1955-56,  and  was  elected  by  the  alumni  to 
the  Vanderbilt  University  Board  of  Trust  in 
June,  1958. 

* 

Dr.  Hollis  E.  Johnson,  Clinical  Professor 
of  Medicine,  has  been  retired  to  Emeritus 
status.  After  graduation  from  Vanderbilt 
in  1921,  and  additional  training,  he  joined 
the  Vanderbilt  faculty.  He  developed  the 
Pulmonary  Disease  Clinic  of  Vanderbilt 


University  Hospital  and  was  its  chief  in  the 
intervening  years. 

* 

Dr.  John  B.  Youmans,  Professor  of  Med- 
icine and  Dean  at  Vanderbilt  has  resigned 
one  year  before  retirement  to  take  up  duties 
as  Technical  Director  of  Research  in  the  Of- 
fice of  the  Army  Surgeon  General,  Wash- 
ington, D.  C.  (He  also  will  serve  as  prin- 
cipal advisor  to  the  Surgeon  General  of  the 
Army,  and  to  the  Chief  of  the  Research  and 
Development  Division  in  The  Surgeon  Gen- 
eral’s Office  on  all  scientific  and  technical 
matters  concerning  research  and  develop- 
ment.) After  his  graduation  from  Johns 
Hopkins  University  Medical  School  in  1919, 
and  further  years  in  training,  he  joined  the 
faculty  at  the  University  of  Michigan.  He 
became  a member  of  the  faculty  at  Vander- 
bilt in  1927  where  he  remained  until  1946, 
when  he  became  Dean  of  the  University  of 
Illinois  School  of  Medicine.  He  returned  to 
Vanderbilt  as  Dean  in  1949,  holding  this 
position  to  July,  1958.  As  a Colonel  in 
World  War  II,  he  was  Director  of  Nutrition, 
Surgeon  General’s  Office.  He  served  as 
Treasurer  of  the  Association  of  American 
Medical  Colleges  from  1950  to  1955,  when 
he  became  President-elect,  becoming  Presi- 
dent in  1956,  and  has  been  a member  of  the 
Council  to  the  present.  He  has  been  a mem- 
ber of  the  American  Medical  Association’s 
Council  on  Foods  and  Nutrition  since  1944. 


Dr.  James  C.  Gardner  and  Dr.  Herschel  A. 
Graves,  Jr.,  Nashville,  announce  the  removal  of 
their  offices  to  1918  Hayes  Street. 

The  Edwards-Eve  Clinic,  Nashville,  announces 
the  association  of  Dr.  John  L.  Sawyers.  His  prac- 
tice is  limited  to  general  and  thoracic  surgery. 

Drs.  Bennett  E.  Everett,  Memphis,  B.  K.  Hib- 
bett.  III,  Nashville,  John  V.  Hummel,  Memphis, 
Charles  G.  Peerman,  Jr.,  Nashville,  George  J. 
Taylor,  III,  Memphis,  and  Prentiss  A.  Turman, 
Memphis,  have  been  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology. 

Dr.  C.  L.  Greene,  Clinton,  who  formerly  prac- 
ticed in  Lake  City  now  has  an  office  in  both  Clin- 
ton and  Lake  City. 

Dr.  Joseph  E.  Hurt,  Donelson,  is  associated  with 
Drs.  C.  N.  Gessler  and  Luther  E.  Smith. 

Dr.  Lawrence  W.  Jones,  Union  City,  has  joined 
the  staff  at  the  Union  City  Clinic.  He  is  a special- 
ist in  internal  medicine. 

Dr.  Marcus  J.  Stewart,  Memphis,  has  been 
named  by  the  Governor  to  head  the  committee  on 
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Employment  of  the  Physically  Handicapped. 

Dr.  W.  N.  Dawson,  Maryville,  has  been  elected 
chief  of  the  Blount  Memorial  Hospital  medical 
staff.  Dr.  Frank  Lovingood  is  vice-chief;  Dr.  Jack 
Phelan,  secretary;  Dr.  W.  €.  Crowder,  chief  of 
medicine:  Dr.  John  Yarborough,  chief  of  surgery; 
Dr.  H.  A.  Callaway,  surgical  control  committee, 
and  Dr.  C.  D.  LeQuire,  credentials. 

Dr.  James  L.  McKnight,  Clarksville,  announces 
the  opening  of  his  office  for  the  practice  of  med- 
icine. 

The  Doctors  Clinic  in  Union  City  has  been 
formed.  Participating  are:  Drs.  H.  W.  Calhoun, 
Robert  G.  Latimer,  Jr.,  James  W.  Polk  and  J. 
Kelley  Avery. 

Four  Nashville  physicians  were  recently  named 
for  a cancer  film  explanation,  the  venture  spon- 
sored by  the  Nashville  Banner.  The  physicians 
were  Dr.  Louis  Rosenfeld,  Dr.  Douglas  H.  Riddell, 
Dr.  Robert  N.  Sadler  and  Dr.  James  A.  Kirtley,  Jr. 
Dr.  Barton  McSwain,  Nashville,  conducted  one 
of  the  sessions  of  question  and  answer  periods  in 
connection  with  the  cancer  film. 

Dr.  David  II.  Waterman,  Knoxville,  has  been 
elected  a regent  in  the  American  College  of  Chest 
Physicians. 

Dr.  A.  C.  Broyles,  Dayton,  has  been  named  chief 
of  the  medical  staff  of  the  Rhea  County  Hospital. 
Dr.  J.  J.  Rodgers  was  named  secretary. 

Dr.  J.  E.  Johnson,  Chattanooga,  is  in  Vienna, 
Austria,  studying  a new  surgical  technique  for  the 
hard  of  hearing. 

Dr.  Kenneth  L.  Roark,  Elizabethton,  will  begin 
a two-year  residency  in  pediatrics  in  St.  Louis, 
Missouri.  He  is  taking  a leave  of  absence  from 
the  general  practice  of  medicine. 

Dr.  Charles  I).  Blassinganie,  Memphis,  was 
elected  vice-president  of  the  American  Laryn- 
gological  Association  at  a recent  meeting  in  San 
Francisco. 

Dr.  llollis  E.  Johnson,  Nashville,  has  been  elected 
second  vice-president  of  the  American  College  of 
Chest  Physicians. 

Dr.  Thomas  C.  Monroe,  announces  the  opening 
of  his  office  for  the  practice  of  medicine  in  Chatta- 
nooga. 

Dr.  O.  L.  Simpson,  Jr.,  Etowah,  will  begin  his 
practice  of  medicine  in  Maryville.  Dr.  William  K. 
Frye  of  Jasper  is  moving  to  Etowah  to  take  up  his 
practice. 

Dr.  Russell  H.  Patterson,  Jr.,  Memphis,  has  been 
named  chief  of  the  medical  staff  of  the  City  of 
Memphis  Hospitals. 

Dr.  Jack  S.  Springer,  Lewisburg,  has  moved  to 
Athens,  Alabama. 

Dr.  Frank  E.  Whitacre,  Nashville,  spoke  re- 
cently at  the  dedication  of  a new  obstetrical  re- 
search facility  at  the  University  of  Chicago. 

Dr.  W.  T.  Fitts,  Jackson,  spoke  to  the  Licensed 
Practical  Nurses  Association  on  June  9th. 

Dr.  David  P.  McCallie,  Chattanooga,  discussed 
“Common  Fallacies  About  Tuberculosis”  at  the 
10th  annual  health  institute  sponsored  by  the 
Hamilton  County  TB  Association. 


Dr.  William  N.  Cook,  Columbia,  has  received 
his  Master  of  Public  Health  degree  from  Harvard 
University. 

Dr.  Charles  L.  Suggs,  Jr.,  recently  addressed  the 
Newcomers’  Key-to-the-City  Club  in  Chattanooga. 

Dr.  Laurence  A.  Grossman,  Nashville,  has  been 
elected  chairman  of  the  Board  of  Directors  of  the 
Middle  Tennessee  Heart  Association. 

Dr.  Sam  L.  Clark,  Nashvillle,  has  been  appointed 
acting  dean  of  the  Vanderbilt  University  School 
of  Medicine. 

Dr.  B.  G.  Mitchell.  Memphis,  spoke  on  the  sub- 
ject, “The  Evaluation  and  Correlation  of  Subjec- 
tive Manifestation  of  Injury”  before  the  Tennes- 
see Bar  Association  meeting  in  Memphis. 

Dr.  Harry  Winters,  Manchester,  spoke  on  the 
subject  “Personalities  of  Patients”  before  Area  Six 
meeting  of  the  Licensed  Practical  Nurses. 

Dr.  T.  R.  Ray,  Shelbyville,  has  been  qualified 
as  a candidate  for  the  state  senate. 

Dr.  William  A.  Garrott,  Cleveland,  delivered  the 
main  address  before  the  graduation  exercises  of 
the  Bradley  County  practical  nursing  class. 

Dr.  Robert  E.  Campbell,  has  been  appointed 
pathologist  of  the  Bristol  Memorial  Hospital.  He 
succeeds  Dr.  John  M.  Johnson,  resigned. 

Dr.  Hoyt  C.  Dees,  Johnson  City,  is  moving  to 
Erwin  to  join  Dr.  II.  L.  Monroe  in  the  practice 
of  medicine. 

Dr.  John  P.  Lindsay,  Nashville,  has  been  named 
by  the  American  Academy  of  General  Practice  as 
national  coordinator  for  cancer  control. 

Dr.  Albert  Dittes,  Portland,  has  been  elected  a 
member  of  the  Board  of  Directors  of  the  Middle 
Tennessee  Heart  Association. 

Dr.  Edward  C.  Barker,  Trenton,  has  been  elected 
president  of  the  medical  staff  of  St.  Mary’s  Hos- 
pital. Other  officers  are  Dr.  John  W.  Ellis,  Dyer, 
vice-president;  and  Dr.  Albert  H.  Fick  of  Hum- 
boldt, secretary. 

Dr.  William  B.  Anderson,  Nashville,  has  retired 
from  the  practice  of  medicine  after  63  years  of 
distinguished  service  as  an  obstetrician. 

Dr.  Randall  B.  Haas,  is  the  new  medical  officer 
in  charge  of  the  United  States  Public  Health 
Service  Hospital  in  Memphis. 

Dr.  Arthur  Dunlap,  Paris,  recently  addressed 
the  Licensed  Practical  Nurses  Association  at  the 
Henry  County  General  Hospital. 

Dr.  Charles  R.  Zirkle,  Knoxville,  showed  a 
movie  and  discussed  cancer  before  the  Ladies 
Auxiliary  of  the  Knights  Templar. 

Dr.  Gilbert  Levy,  Memphis,  is  the  new  president 
of  the  Tennessee  Pediatric  Society.  Other  officers 
are  Dr.  Jack  Chesney,  Knoxville,  vice-president; 
Dr.  Robert  Jordan,  Memphis,  secretary-treasurer, 
and  Dr.  Luke  Ellenburg,  Greeneville,  and  Dr.  J.  C. 
Harrison  of  Jackson,  elected  to  the  executive 
board. 

Dr.  Fay  B.  Murphey,  Jr.,  Chattanooga,  has  been 
named  Chairman  of  the  heart  symposium  commit- 
tee, of  the  Chattanooga  Area  Heart  Association. 

Dr.  Robert  F.  Ackerman,  Memphis,  has  been 
named  President-elect  of  the  Memphis  Heart  As- 
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sociation.  Dr.  J.  Warren  Kyle  assumed  the  presi- 
dency. 

Dr.  Spencer  Y.  Bell,  Knoxville,  has  been  named 
a member  of  the  American  Medical  Association 
Task  Force  on  Emergency  Medical  Care. 

Dr.  P.  J.  Sparer,  Memphis,  recently  addressed 
the  Industrial  Safety  Division,  Memphis  and 
Shelby  County  Safety  Council. 

Dr.  John  M.  Hickey,  Knoxville,  has  opened  an 
office  for  the  practice  of  medicine  in  Sevierville. 

Dr.  A.  J.  von  Werssowitz  and  Dr.  William  Hen- 
dricks, Chattanooga,  were  recent  speakers  on  a 
medical  subject  over  a Chattanooga  television  sta- 
tion. 

Dr.  Ralph  W.  Massie,  Nashville,  has  joined  Dr. 
William  Ewers  in  the  practice  of  internal  medicine. 

Dr.  E.  Converse  Peirce,  II,  was  guest  speaker  at 
the  recent  meeting  of  the  Tennessee  Chapter 
Trudeau  Society  held  at  Nashville.  His  subject  was 
“Metabolic  Problems  in  Extracorporeal  Circula- 
tion.” 


ANNOUNCEMENTS 

- 


AMA  Issues  Two  New  Leaflets 

The  personal,  human  qualities  of  medical  prac- 
tice are  emphasized  in  two  new  American  Med- 
ical Association  leaflets  designed  for  the  general 
public.  The  first — “Do  You  Like  to  Make  De- 
cisions?”— states  that  the  physician  applies  the 
“skill  of  his  profession  with  the  art  of  his  under- 
standing” in  prescribing  a specific  treatment  suited 
to  the  patient’s  individual  needs.  In  selecting  a 
particular  treatment,  the  doctor  is  guided  by  his 
knowledge  of  the  patient  and  his  faith  in  his  own 
judgment.  The  second  leaflet — “The  Fifth  Free- 
dom”— points  out  every  American’s  basic  right 
to  choose  not  only  where  he  will  live  or  the  church 
he  will  attend  but  also  the  physician  in  whom  he 
has  the  greatest  confidence.  Free  choice  and 
mutual  understanding  are  essential  to  the  forma- 
tion of  a good  doctor-patient  relationship. 

American  Urological  Association,  Inc. 
Urology  Award 

The  American  Urological  Association  offers  an 
annual  award  of  $1000  (first  prize  of  $500,  second 
prize  $300  and  third  prize  $200)  for  essays  on  the 
result  of  some  clinical  or  laboratory  research  in 
Urology.  Competition  is  limited  to  urologists  who 
have  been  graduated  not  more  than  10  years,  and 
to  hospital  internes  and  residents  doing  research 
work  in  Urology.  For  full  particulars  write  the 
Executive  Secretary,  William  P.  Didusch,  1120 
North  Charles  Street,  Baltimore,  Maryland.  Es- 
says must  be  in  his  hands  before  December  1, 
1958. 

Woman's  Hospital  Offers  Course  in 
Obstetrics 

The  Woman’s  Hospital  in  New  York  City  is  of- 
fering two  courses  in  Obstetrics,  limited  to  gen- 


eral practitioners.  Each  course  is  approved  for  30 
hours  Category  I credit  by  the  American  Academy 
of  General  Practice.  The  courses  are  entitled 
"Antepartum  Care”  and  “The  Conduct  of  Labor 
and  Delivery.”  They  will  be  given  from  October 
16th-30th,  1958. 

These  are  full  time  courses  running  for  a week 
each.  Students  will  be  expected  to  work  in  the 
clinics,  and  in  the  second  course  they  will  be  as- 
signed to  patients  in  labor  whom  they  will  assist 
at  delivery.  Either  one  or  both  courses  may  be 
elected.  Physicians  interested  in  this  Post-Grad- 
uate instruction,  address  Mr.  Carl  P.  Wright,  Jr., 
Woman’s  Hospital,  141  West  109th  Street,  New 
York  25,  New  York,  and  an  application  blank  and 
prospectus  will  be  forwarded. 

American  College  of  Physicians 
Announcement  of  Future  Meeting 

1959 — Chicago,  Illinois;  April  20-24 

Headquarters,  Conrad  Hilton  Hotel 
Chairman:  Dr.  Eliot  E.  Foltz 
530  Winnetka  Ave. 

Winnetka,  111. 

Interim  Meeting  of  The  American  Institute 
of  Ultrasonics  in  Medicine 

Bellevue-Stratford  Hotel,  Philadelphia,  Penn- 
sylvania, August  23,  1958.  John  H.  Aides,  M.D., 
Secretary,  4833  Fountain  Avenue,  Los  Angeles  29, 
California. 

Physicians  Licensed  to  Practice 
Medicine  in  Tennessee 

Fortson,  Charles  H.,  Flint,  Michigan 
Dellinger,  Hubert  L.,  Jr.,  Memphis 
Poindexter,  John  D.,  Memphis 
McCown,  Louis  K.,  Memphis 
Romans,  Carl  F.,  Greeneville 
Agnew,  William  W.,  Jr.,  Memphis 
Herzfeld,  John  G.,  Nashville 
Meneely,  George  R.,  Nashville 
Owens,  Guy,  Nashville 

Crowson,  Lawrence  B.,  Jr.,  Sheffield,  Alabama 
Flowers,  Nancy  C.,  Memphis.,  Ark. 

Fox,  Joseph  C.,  Elk  Valley 
Gottlieb,  Marvin  I.,  Memphis 
Grochau,  Henry  B.,  Memphis 
Hiatt,  Roger  L.,  Memphis 
Adams,  Luther  T.,  Kennett,  Mo. 

Barret,  Walter  W.,  Memphis 

Tutor,  Euel  G.,  Jr.,  Memphis 

Allen,  Hubert  A.,  Albuquerque,  New  Mexico 

Wruble,  Lawrence  D.,  Memphis 

Bicks,  Richard  O.,  Chicago,  111. 

Powell,  Glenn  R.,  Fort  Campbell,  Ky. 

Carter,  Thomas  F.,  Nashville 
Thornton,  Spencer  Phillips,  Nashville 

American  Association  of  Medical 
Assistants 

The  Second  Annual  Convention  of  the  Associa- 
tion is  to  be  held  at  the  Palmer  House,  Chicago, 
October  31  to  November  2. 
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The  Association,  made  up  of  men  and  women 
employed  as  assistants  in  the  offices  of  Doctors  of 
Medicine,  was  organized  in  1955.  A Constitution 
and  Bylaws  were  adopted  at  a second  meeting  in 
1956  in  Milwaukee.  The  First  Annual  Conven- 
tion was  held  in  San  Francisco,  in  October,  1957. 
It  now  has  a membership  of  nearly  6,000  from 
17  states. 

The  purposes  of  the  Association  are  stated  as 
follows:  To  inspire  its  members  to  render  honest, 
loyal  and  more  efficient  service  to  the  profession 
and  to  the  public  which  they  serve.  To  strive  at 
all  times  to  cooperate  with  the  medical  profession 
in  improving  public  relations.  To  render  educa- 
tional services  for  the  self-improvement  of  its 


members  and  to  stimulate  a feeling  of  fellowship 
and  cooperation  among  the  Societies.  To  en- 
courage and  assist  all  unorganized  medical  as- 
sistants in  forming  local  and  State  societies.  This 
Association  is  declared  to  be  non-profit.  It  is  not 
nor  shall  it  ever  become  a trade  union  or  collec- 
tive bargaining  agency. 

The  American  Association  of  Medical  Assistants 
would  welcome  the  opportunity  to  give  informa- 
tion concerning  the  organization  and  to  assist  with 
the  formation  of  County  and  State  Societies.  In- 
quiries may  be  addressed  to  Miss  Hallie  Cummins, 
R.R.L.,  Chairman  of  the  Public  Relations  Commit- 
tee, Medical  Record  Library,  Caro  State  Hospital 
for  Epileptics,  Caro,  Michigan. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue , Nashville  5,  Tennessee. 


Locations  Wanted 

A 31  year  old  married  physician,  Baptist.  Grad- 
uate of  Baylor  University  College  of  Medicine. 
Priority  IV.  Desires  general  practice  in  East  Ten- 
nessee Community  over  5,000  population.  Avail- 
able immediately.  LW-288 


A 27  year  old  married  physician.  Methodist. 
Graduate  of  Louisiana  State  University.  Now 
completing  service  obligation.  Desires  associate 
or  clinical  general  practice  in  community  of  2,500- 
20,000.  Available  November,  1958.  LW-310 


A 30  year  old  married  physician,  Presbyterian. 
Graduate  of  University  of  Tennessee.  Now  com- 
pleting service  obligation.  Desires  general  prac- 
tice in  community  of  5,000  to  20,000.  Available 
October,  1958.  LW-313 


Established  practice  available  in  southeastern 
Tennessee  with  population  of  20,000.  All  patient 
records  will  remain  in  office,  with  only  cost  rental. 
Excellent  location.  PW-107 


Physician  in  middle  Tennessee  community  of 
3,000  offers  excel  ent  salary  to  general  practi- 
tioner with  view  toward  association.  All  equip- 
ment and  office  space  furnished.  Community  has 
hospital.  Age  25-35.  PW-108 


Physician  in  community  of  20,000  desires  associ- 
ate with  residency  in  Ob-Gyn  as  partner.  Office 
space  available.  Laboratory  equipped  and  some 
office  equipment  also  available.  Excellent  loca- 
tion with  established  physician.  PW-109 


Four-doctor  clinic  in  East  Tennessee  town  of 
12,000  will  sell  share  of  member  retiring  because 
of  health.  General  man  or  surgeon  acceptable. 
Modern  building  leased  and  equipment  owned  by 
group.  Available  July,  1958.  PW-110 


Community  of  20,000  in  central  Tennessee  de- 
sires physician  specializing  in  EENT  and  Pedi- 
atrics. Community  has  large  hospital  and  need 
for  physicians  is  great.  PW-112 


A 33  year  old  married  physician,  Southern 
Presbyterian.  Graduate  Bowman  Gray  School  of 
Medicine.  Priority  IV.  Desires  clinical  or  asso- 
ciate practice  in  Ob-Gyn.  Available  September, 
1958.  LW-314 


Physician  in  large  west  Tennessee  community 
retiring.  Wishes  to  find  replacement.  Either 
Ophthalmology  or  Otolaryngology-ophthalmology. 
Office  space  and  equipment  available.  Requires 
2 years  internship.  PW-113 


A 33  year  old  married  physician,  Lutheran. 
Graduate  Loyola  of  Chicago.  (Stritch).  Priority 
IV.  Desires  clinical  or  associate  practice  in  In- 
ternal Medicine  in  community  of  50,000  or  more. 
Available  immediately.  LW-315 


Northeast  Tennessee  community  of  20,000  popu- 
lation has  great  need  for  Otolaryngologist.  Com- 
munity has  71  bed  hospital  which  will  supply 
equipment  for  in-patient  use.  PW-114 


Physicians  Wanted 


Town  of  1000  population  in  West  Tennessee  has 
great  need  for  general  practitioner.  Community 
has  no  medical  service  available.  PW-73 


Training  in  Internal  Medicine  to  satisfy  Board 
requirements  required  of  physician  for  excellent 
opportunity  in  Middle  Tennessee  area  with  new 
hospital.  County  of  25,000  with  only  7 other 
physicians.  Office  building  being  completed. 

PW-115 


East  Tennessee  community  of  4,000  population 
with  three  other  compatible  physicians  desires 
general  practitioner  to  replace  one  going  into 
group  practice.  Excellent  practice  already  estab- 
lished. Office  and  equipment  available.  PW-103 


Pediatrician  with  training  to  satisfy  Board  re- 
quirements needed  in  middle  Tennessee  commu- 
nity with  new  hospital  and  office  space  near  hos- 
pital. Laboratory  and  x-ray  included  on  rental 
basis  if  desired.  PW-116 


Seventeen  bed  hospital  in  middle  Tennessee 
community  of  10,000  which  was  owned  by  a now 
deceased  physician  requires  surgeon  and  general 
practitioner.  Excellent  location  for  young  men 
in  fully  equipped  location.  PW-104 


Middle  Tennessee  community  with  new  Hill- 
Burton  Hospital  and  new  office  facilities  built  by 
practicing  physician,  desires  physician  with  train- 
ing to  satisfy  board  requirements  in  Ob-Gyn. 
Under  40  years  of  age.  PW-117 


Private  sanatorium  in  west  Tennessee  desires 
physician  with  some  orientation  in  Psychiatry, 
but  not  necessari  y a specialist  in  the  field,  to  take 
position  as  assistant  director.  Age  35  to  50. 

PW-106 


Physician  in  large  southern  Tennessee  commu- 
nity desires  associate  eligible  for  Board  certifica- 
tion in  Internal  Medicine.  Desires  sub-specialty 
in  Cardiology.  All  equipment  and  office  facilities 
provided.  PW-118 
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By  now  the  use  of  shunt  operations  for  the  control  of  bleeding  from  esophageal  varices  in  portal 
cirrhosis  has  become  quite  well  established.  The  results  are  very  satisfactory. 


Venous  Shunts  in  the  Surgical  Management 
of  Bleeding  Esophageal  Varices* 

ROBERT  W.  YOUNGBLOOD, t M.D.,  Nashville,  Tenn. 


Portal  hypertension  with  esophageal  var- 
ices, while  a less  common  cause  of  upper 
gastrointestinal  bleeding  than  peptic  ulcer, 
rates  high  in  clinical  importance  because  of 
its  seriousness  and  poor  prognosis.  Com- 
bined series  indicate  that  5 to  10%  of  upper 
gastrointestinal  bleeding  is  due  to  esopha- 
geal varices  and/or  hypersplenism.  There- 
fore, this  condition  must  always  be  consid- 
ered in  the  differential  diagnosis  of  upper 
gastrointestinal  bleeding. 

Bleeding  is  often  the  initial  manifestation 
of  portal  hypertension.  The  diagnosis  of 
this  disorder  is  suggested  by  a history  of 
alcoholic  intake,  hepatitis,  or  omphalitis 
and  physical  examination  showing  spider 
angiomas,  hepatosplenomegaly  or  ascites. 
Confirmation  of  the  diagnosis  is  accom- 
plished by  fluoroscopy  with  thick  barium 
swallow,  esophagoscopy,  evidence  of  hyper- 
splenism, or  indirect  measurement  of  portal 
pressure.  Occlusion  of  the  portal  vein  is 
more  commonly  intrahepatic,  75%  of  cases 
being  caused  by  alcoholic,  toxic,  or  post- 
hepatic  cirrhosis.  Less  common  are  extra- 
hepatic  blocks  due  to  portal  vein  throm- 
bosis. Differentiation  is  chiefly  made  by 

*The  Prize-winning  Essay  in  the  Essay  Contest 
for  Surgical  House  Officers  offered  by  the  Ten- 
nessee Chapter,  American  College  of  Surgeons. 
Read  before  the  meeting  of  the  Tennessee  Chap- 
ter, American  College  of  Surgeons,  April  21-22, 
1958,  Gatlinburg,  Tenn. 

tFrom  the  Department  of  Surgery,  the  Vander- 
bilt University  School  of  Medicine,  and  Vanderbilt 
University  Hospital,  Nashville,  Tenn. 


the  altered  liver  function  studies  present 
with  intrahepatic  block.  The  prognosis 
with  surgical  treatment  is  much  better  with 
extrahepatic  block  since  little  or  no  liver 
damage  is  associated.  The  most  important 
factor,  however,  is  that  bleeding  from 
esophageal  varices  be  recognized,  and 
prompt,  appropriate  treatment  be  instituted. 

Portal  hypertension  in  cirrhosis  is  a re- 
sult of  periportal  scarring,  as  shown  by 
Herrick1  and  Mclndoe,-  resulting  in  a de- 
crease in  the  total  hepatic  vascular  bed  and 
a reduction  of  sinusoidal  flow.  Because  of 
the  lower  pressure  in  the  portal  vein  as 
compared  to  the  hepatic  artery,  obstruc- 
tion is  first  reflected  in  portal  stasis  and 
collateral  venous  engorgement,  leaving  the 


Fig.  1.  Comparison  of  sinusoidal  circulation  in 
normal  and  cirrhotic  liver.  Note  increased  ar- 
teriovenous shunting  and  compression  of  arteriole 
by  regenerating  nodule. 
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sole  blood  SLipply  of  the  liver  to  the  hepatic 
artery.  Ligation  of  this  artery  once  advo- 
cated by  Rienhoff  is  now  universally  dis- 
favored. As  cirrhosis  progresses  presinus- 
oidal  arteriovenous  shunts  open  (Fig.  1), 
increasing  the  drainage  via  venous  collat- 
erals and  simultaneously  increasing  hepatic 
anoxia.  If  functional  hepatic  insufficiency 
supervenes  it  is  usually  due  to  the  hepatic 
ischemia,  since  there  is  almost  always  an 
anatomic  SLifficiency  of  liver  parenchyma 
even  in  advanced  cirrhosis.  Islands  of  he- 
patic regeneration  further  distort  the  he- 
patic arterioles.  In  such  a situation  opera- 
tive shunting  of  the  congested  portal  system 
compromises  little,  if  any,  of  the  hepatic 
blood  supply  and  allows  decompression  of 
the  most  vulnerable  of  the  dilated  collat- 
erals, namely  the  esophageal  veins  fed  via 
the  coronary  gastric  and  short  gastric  veins 
(Fig.  2).  While  such  a maneuver  decreases 


coronary  (a)  and  short  gaslrics  (b),  feeding  into 
azygos  (c)  and  hemiazygos  (d)  veins. 

the  likelihood  of  bleeding,  it  does  little  to 
alter  hepatic  ischemia. 

The  results  of  nonsurgical  management 
of  bleeding  esophageal  varices  emphasize 
the  seriousness  of  this  disease.  Various 
series  in  the  literature  estimate  that  50  to 
80'  i of  patients  will  die  in  the  first  year 
following  their  initial  bleeding  episode. 


Snell1  reported,  in  1950,  from  the  Mayo 
Clinic,  that  80'  < of  their  patients  were  dead 
within  one  year  of  the  first  hemorrhage, 
and  of  these  deaths  50' . were  due  to  recur- 
rent hemorrhage.  Shull  studied  108  pa- 
tients at  Massachusetts  General  Hospital 
over  a 12  year  period,  1934  through  1945, 
and  found  63' , were  dead  in  one  year,  and 
45'  ( of  these  deaths  were  due  to  massive 
upper  gastrointestinal  hemorrhage.  Though 
these  data  were  compiled  before  widespread 
use  of  the  Blakemore-Sengstaken  tube,  they 
serve  to  point  out  the  exceptional  mortality 
from  medical  management  of  bleeding  var- 
ices. 

The  first  artificial  communication  between 
the  portal  and  systemic  venous  systems  was 
performed  in  the  dog  by  a young  Russian 
army  surgeon,  Nicholai  Eck1’  in  1877,  to  dis- 
prove the  thesis  that  ligation  of  a dog’s 
portal  vein  was  universally  fatal.  Shortly 
thereafter,  he  advocated  such  a procedure 
in  humans  with  ascites,  but  due  to  poor  re- 
sults and  a prohibitive  mortality  rate,  this 
fell  into  disrepute.  Whipple,7  and  Blake- 
more  and  Lord"  are  credited  with  renewing 
surgical  interest  in  this  procedure  when 
they  reported,  in  1945,  successful  comple- 
tion of  shunts  using  vitallium  tubes  and  a 
nonsuture  technic.  Initially  they  performed 
end-to-side  portacaval  and  end-to-end  splen- 
orenal anastomoses  with  nephrectomy. 
Shortly  thereafter  Blalock  and  .Johns"  dem- 
onstrated the  advantage  of  the  suture  tech- 
nic and  found  less  thrombosis  with  end-to- 
side  splenorenal  anastomosis.  Linton10  es- 
pecially favored  the  end-to-side  splenorenal 
shunt,  and  in  1949  reported  34  patients  of 
whom  26  had  splenorenal  shunts  with  a 
mortality  rate  of  21  percent.  The  operative 
use  of  veins  of  less  than  1.0  cm.  in  diameter 
has  generally  been  found  to  be  unsatisfac- 
tory for  decompressive  purposes.  Many  re- 
finements in  technic  and  aids  in  exact 
diagnosis  have  been  perfected  until,  today, 
portal  decompression  is  a well  accepted  pro- 
cedure. Thus,  in  recent  years  vast  contri- 
butions have  been  made  to  the  surgical 
treatment  of  this  previously  desperate  con- 
dition. 

Clinical  Material 

The  present  study  consists  of  a review  of 
24  patients  with  portal  hypertension  who 
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have  undergone  25  venous  shunting  proce- 
dures at  Vanderbilt  University  Hospital 
from  May  1951  to  March  1958.  There  were 
11  portacaval  and  14  splenorenal  shunts  in 
this  series.  One  patient  had  a splenorenal 
shunt  with  postoperative  thrombosis  and 
four  years  later  a portacaval  shunt  was  per- 
formed. Age  distribution  was  from  5 to 
70  years.  The  average  age  in  patients  hav- 
ing the  portacaval  shunt  was  43,  and  for 
those  having  the  splenorenal  shunt  was  32 
years.  The  sex  distribution  was  9 females 
and  15  males,  though  6 males  were  from 
Thayer  V.A.  Hospital,  leaving  an  even  dis- 
tribution in  the  mixed  Vanderbilt  patients. 
Twenty-one  patients  had  intrahepatic  block,  ^ 
while  only  3 had  extrahepatic  block.  Of  the 
intrahepatic  group  12  had  Laennec’s  or  al- 
coholic cirrhosis,  5 had  posthepatic  cirrhosis, 

3 had  biliary  cirrhosis  and  one  had  cirrhosis 
due  to  unknown  cause.  In  the  patients  with 
an  extrahepatic  block,  2 were  children  with 
thrombosis  of  the  portal  vein  secondary  to 
omphalitis,  and  one  was  an  adult  with  cav- 
ernomatous  transformation  of  the  portal 
vein.  Preoperatively  all  patients  except  one 
had  had  an  average  of  two  episodes  of  ma- 
jor hemorrhage.  The  one  patient  who  had 
not  bled  before  operation  had  ascites  which 
improved  following  operation.  Liver  func- 
tion studies  were  classified  as  good  in  5 pa- 
tients, fair  in  10,  poor  in  7 and  very  poor  in 
two.  Hypersplenism  was  marked  in  2 pa- 
tients, moderate  in  5,  borderline  in  4 and 
absent  in  thirteen.  All  patients  with  hyper- 
splenism  were  treated  by  splenectomy  and 
splenorenal  shunts. 

Thoraco-abdominal  incisions  were  used  in 
most  cases,  utilizing  the  eighth  to  tenth  in- 
tercostal spaces  on  the  right  for  the  porta- 
caval procedures  and  on  the  left  for  the 
splenorenal  anastomoses.  Abdominal  ex- 
ploration through  an  upper  midline  incision, 
as  done  in  one  case,  is  advisable  if  size  and 
patency  of  the  portal  or  splenic  veins  have 
not  been  demonstrated  preoperatively  by 
X-ray  studies.  The  incision  can  then  be 
extended  into  the  proper  hemithorax,  thus 
avoiding  unnecessary  exposure  for  an  un- 
feasible shunt.  The  procedure  usually  con- 
sisted of  end-to-side  anastomosis  using 
continuous,  nonabsorbable  suture  material 
(Fig.  3). 


Fig.  3.  Technic  of  portacaval  and  splenorenal 
shunt.  A.  Composite  of  both  shunts.  B.  Spleno- 
renal shunt  half  completed  using  occlusive  tech- 
nic. C.  Anastomosis  completed.  D.  Portacaval 
shunt  end-to-side  using  nonocclusive  technic. 

Results 

The  results  of  this  series  of  venous  shunts 
in  the  management  of  bleeding  esophageal 
varices  compares  favorably  with  those  re- 
ported in  the  literature  (Table  1).  There 

Table  I 

Mortality  Rates  for  Venous  Shunting  Proce- 
dures from  the  Literature  as  Reported  by 
Child20  and  Ekman13  Compared  with  the  Present 
Series  (Listed  as  Youngblood) 

Surgical  Mortality  Reported  for  Portal 
Decompression20 

Mortality 


Author 

Year 

No.  Pts. 

Deaths 

(%) 

Ellis 

1945-49 

49 

10 

20.4 

Walker 

1947-49 

15 

3 

20.0 

Blakemore 

1952 

123 

27 

21.9 

Large 

1952 

18 

2 

11.1 

Walker 

1950-53 

30 

2 

6.6 

Child 

1950-54 

56 

8 

14.3 

Ellis 

1950-55 

93 

7 

7.5 

Hallenbeck 

1955 

43 

7 

16.3 

Child 

1957 

29 

3 

10.3 

Palmer 

1957 

57 

6 

10.5 

Youngblood  1951-57 


25 


2 


8.0 
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Operative  Mortality  after  Shunt  Operation1 


Author 

Cases 

Deaths 

Mortalit  ij 
(%) 

Intrahepatic 

block  g 

roup 

Large  et  al.  (1952) 

15 

2 

13 

Ripstein  (1953) 

17 

2 

12 

Jahnke  et  al.  (1954) 

33 

2 

6 

Hunt  (1954) 

38 

4 

11 

Child  ( 1955) 

56 

8 

14 

Senn  & Blakemore  (1955) 

152 

33 

22 

Linton  & Ellis  (1956) 

110 

16 

15 

Ekman  (1957) 

44 

6 

14 

Extrahepatie 

block  g 

roup 

Jahnke  et  al.  (1954) 

3 

0 

0 

Santy  & Marion  (1954) 

21 

1 

5 

Paltia  & Sulamaa  (1955) 

8 

2 

25 

Blakemore  (1955) 

59 

2 

7 

Linton  & Ellis  (1956) 

31 

i 

3 

Ekman  (1957) 

31 

i 

3 

Youngblood  (1957) 

Intrahepatic 

22 

2 

9 

Extrahepatie 

3 

0 

0 

were  2 operative  deaths  during  the  25  op- 
erations performed — one  patient  died  8 days 
and  the  other  15  days  following  operation, 
both  in  hepatic  coma.  Three  other  patients 
have  died  since  operation:  one  died  8 weeks 
postoperatively  of  intestinal  obstruction  and 
colonic  perforation;  another  died  4 years 
postoperatively  with  hepatic  failure;  the 
third  died  4 years  after  operation  of  pneu- 
monia. Four  autopsies  were  obtained  in  5 
of  the  deaths  and  the  shunt  was  patent  in 
each  instance.  The  fact  that  no  patient  died 
of  hemorrhage  should  be  emphasized. 

Three  instances  of  bleeding  have  occurred 
following  surgical  treatment.  The  patient 
who  died  8 days  postoperatively  bled  mas- 
sively on  his  fourth  postoperative  day,  de- 
spite a patent  anastomosis,  and  this  bleeding 
probably  contributed  to  his  terminal  hepatic 
coma.  Melena  occurred  4 years  following 
operation  in  the  patient  who  shortly  there- 
after died  of  liver  failure.  The  third  in- 
stance of  bleeding  followed  thrombosis  of  a 
splenorenal  shunt  mentioned  above  and  rep- 
resents the  only  instance  of  known  throm- 
bosis in  the  entire  series.  Neurologic  com- 
plications and  meat  intoxication  were  not 
encountered  in  these  patients  except  in  one 
individual  in  terminal  hepatic  coma.  The 
course  of  these  patients  has  been  followed 
for  periods  ranging  from  a few  months  to 
7 years  (Fig.  4).  In  short,  the  mortality 
rate  has  been  relatively  low,  complications 
rare  and  recurrent  bleeding  or  thrombosis 
of  the  shunt  infrequent  in  this  series. 

Several  additional  facts  of  interest  have 
been  forthcoming  in  this  review.  The  re- 


Fig.  4.  Length  of  follow-up  in  this  series  with 
notation  of  postoperative  bleeding  and  deaths. 

lationship  of  serum  albumin  to  the  accumu- 
lation of  ascites  has  been  striking  (Fig.  5). 
No  patient  with  a serum  albumin  of  less 
than  3 Gm.  per  100  cc.  has  been  found  free 

□ Serum  Globulin 


Fig.  5.  Serum  albumin  and  globulin  levels  in  5 
patients  with  ascites  and  15  patients  without  as- 
cites. 


of  ascites,  nor  has  any  patient  with  a serum 
albumin  greater  than  3 Gm.  had  ascites. 
While  this  does  not  prove  a direct  casual 
relationship,  the  formation  of  ascites  is  cer- 
tainly related  to  the  colloidal  osmotic  pres- 
sure in  the  portal  bed. 

The  level  of  portal  pressure  prior  to  anas- 
tomosis was  usually  two  to  three  times  nor- 
mal and  a fall  in  portal  pressure  was  found 
universally  with  completion  of  the  shunting 
procedure  (Fig.  6).  In  2 cases  portal  pres- 
sure was  obtained  only  after  ligation  of  the 
splenic  artery  and  both  of  these  showed 
pressures  considerably  lower  than  the  av- 
erage. Percutaneous  splenic  pulp  pressures 
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Q Operative  Pressure  Fall 


Fig.  6.  Pressures  at  operation  in  6 patients  hav- 
ing portacaval  shunts  and  4 patients  having  splen- 
orenal shunts  showing  fall  after  shunt  was  com- 
pleted. Seven  isolated  operative  pressures  before 
shunts,  and  2 pressures  following  splenic  artery 
ligation  are  also  shown. 

performed  preoperatively  in  3 patients 
showed  readings  comparable  to  those  sub- 
sequently made  at  laparotomy.  Varices 
were  usually  shown  by  esophagogram  with 
thick  barium  (Fig.  7).  Postoperatively 


Fig.  7.  An  esophagogram  with  thick  barium  dem- 
onstrating esophageal  varices.  Note  the  beading 
in  the  esophageal  mucosa.  This  was  the  condition 
in  L.  M.,  a 42  year  old  white  male,  made  one 
month  prior  to  splenorenal  shunt. 


varices  usually  persisted  but  were  generally 
smaller.  In  rare  cases  they  vanished  almost 
miraculously  (Figs.  8 & 9).  Liver  function 


Fig.  8.  Esophagogram  on  L.  M.  made  3 months 
following  operation. 

tests  showed  little  or  no  improvement  fol- 
lowing operation. 

Discussion 

The  most  acute  problems  in  the  surgical 
management  of  bleeding  varices  concern  in- 
dications and  contraindications  for  opera- 
tion, the  choice  of  shunting  procedures, 
emergency  management  in  acute  massive 
bleeding  and  control  of  ascites  and  hepatic 
coma. 

Previous  massive  bleeding  has  come  to 
be  accepted  as  an  indication  for  a shunt. 
Various  series  in  the  literature  indicate  that 
40  to  50%  of  patients  with  demonstrable 
esophageal  varices  will  eventually  bleed, 
and  15  to  20%  will  die  as  a result  of  their 
initial  bleeding  episode.  This  raises  the 
question  of  prophylactic  shunts.  Recent 
statistics  indicate  mortality  rates  of  about 
10%  in  “good  risk”  patients,  but  despite 
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this  the  advisability  of  prophylactic  portal 
decompression  is  being  considered  in  more 
and  more  clinics.  Hypersplenism  is  the  in- 
dication for  splenectomy  and  simultaneous 
splenorenal  anastomosis.  Contraindications 
to  surgical  treatment  include  massive  as- 
cites with  failure  to  respond  to  medical 
management,  low  prothrombin  or  serum  al- 
bumin unresponsive  to  therapy,  hepatic 
coma,  and  the  so-called  “dead-end  cir- 
rhotic,” who  is  arbitrarily  defined  as  having 
a prognosis  of  dying  within  one  year  of 
hepatic  failure. 

The  type  of  shunting  procedure  most  ad- 
vantageous in  an  individual  case  is  quite 
debatable.  Obviously  in  a patient  who  has 
had  a splenectomy,  splenorenal  anastomosis 
is  impractical.  Conversely,  a portacaval 
shunt  cannot  be  performed  in  a patient  with 
thrombosis  of  the  portal  vein  or  the  so- 
called  “cavernomatous  transformation”  de- 
scribed by  Whipple.  However,  given  a 
patient  in  whom  the  surgeon  may  exercise 
his  choice  the  issue  is  not  clear  cut.  Linton"' 
has  favored  the  splenorenal  anastomosis  for 
the  following  reasons:  accompanying  hyper- 
splenism,  if  present,  is  cured;  interruption 
of  the  splenic  artery  reduces  portal  inflow 
by  20  to  40'  < ; the  operation  is  often  less 
dangerous  than  a procedure  which  involves 
a scarred  liver  hilum;  complete  portal  by- 
pass of  the  liver  is  avoided  and  good  results 
have  been  obtained.  However,  recurrent 
bleeding  has  been  found  to  be  less  frequent 
after  portacaval  than  splenorenal  shunts. 
Linton"1  reports  9L  of  recurrent  bleeding 
in  the  former  and  18‘  , in  the  latter.  This 
may  reflect  a greater  incidence  of  throm- 
bosis due  probably  to  the  smaller  size  of  the 
splenic  vein,  for  Blakemore"  reports  he  has 
found  splenorenal  thrombosis  in  15'  < and 
portacaval  thrombosis  in  only  5 percent. 

Complete  divergence  of  the  portal  blood 
from  the  liver  has  received  recent  criticism 
with  reports  of  protein  intolerance  and  am- 
monia intoxication.  Mann17  has  also  dem- 
onstrated that  normal  liver  regeneration 
dnes  not  take  place  in  the  dog  following 
complete  portal  divergence.  Therefore,  re- 
cent authors,  including  Lyons  and  Patton"* 
and  Longmire,1  have  advocated  side-to-side 
portacaval  anastomosis.  Child-"  interprets 
recent  studies  to  indicate  little  or  no  venous 
blood  flow  through  the  liver  in  advanced 


cirrhotics.  Compression  of  the  proximal 
portal  vein  while  measuring  portal  pressure 
at  the  operating  table  would  seem  to  be  a 
simple  method  to  evaluate  transhepatic  por- 
tal vein  flow  in  an  individual  case.  If  no 
rise  in  pressure  occurs,  logic  would  indi- 
cate no  flow,  and  an  end-to-side  anastomosis 
would  functionally  equal  the  somewhat 
more  difficult  side-to-side.  Extremely  dif- 
ficult problems  as  to  choice  of  procedure 
arise  in  a postsplenectomy  patient  with  por- 
tal thrombosis.  Phemister  and  Humphreys-1 
have  advocated  esophagogastrectomy  in 
such  a case.  Child  modifies  this  to  include 
a gastric  bypass  with  a Roux-en-Y  esopha- 
gojej  unostomy  to  prevent  esophagitis.  Other 
possibilities  are  vena  caval-superior  mesen- 
teric anastomosis  or  supra-iliac  transection 
of  the  vena  cava  with  rotation  of  the  sub- 
renal  cava  and  anastomosis  to  a dilated  por- 
tal tributary.  In  the  uncomplicated  case  of 
intrahepatic  block  the  end-to-side  porta- 
caval anastomosis  seems  to  be  emerging  as 
the  procedure  of  choice. 

Emergency  management  of  massive 
bleeding  presents  a tremendously  difficult 
problem.  The  patient  should  be  given  whole 
blood  (preferably  fresh),  intravenous  vita- 
min K,  oxide,  and  a Sengstaken  tube  or  one 
of  its  modifications  should  be  passed.  This 
tube  has  a triple  lumen  with  a large  lower 
gastric  balloon,  a long  esophageal  balloon, 
and  a large  bore  for  gastric  aspiration. 
Esophageal  balloon  pressure  is  maintained 
at  25  to  40  mm.  Hg.  classically  for  48  hours, 
but  may  remain  in  place  for  periods  up  to 
2 weeks  if  necessary,  as  reported  by  Blake- 
more.-3 Linton1"  has  been  a strong  advocate 
for  transesophageal  ligation  of  varices  and 
has  performed  this  procedure  in  20  patients 
with  an  operative  mortality  of  10  percent. 
Recent  reviews,  including  one  underway  by 
me,  have  revealed  a high  incidence  of  post- 
operative esophageal  disruption  with  this 
procedure.  Transesophageal  ligation  must 
be  considered  at  best  to  be  of  transitory 
benefit.  Its  effects  may  last  only  2 to  3 
months  during  which  time  a secondary  de- 
compressive shunting  procedure  should  be 
done. 

Control  of  ascites,  as  originally  postulated 
by  Eck,  has  been  disappointing  with  portal 
decompression.  An  occasional  patient  will 
improve,  but  ascites  seems  to  be  related 
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more  to  plasma  protein,  body  sodium,  and 
hepatic  lymphatic  drainage  than  to  portal 
hypertension.  In  experimental  animals 
portal  ligation  causes  an  immediate  rise  in 
portal  pressure  without  ascites  and,  con- 
versely, compression  of  the  inferior  vena 
cava  causes  little  rise  in  portal  pressure,  yet 
produces  massive  ascites.  Treatment  of  as- 
cites consists  of  concentrated  and  prolonged 
nutritional  support,  parenteral  serum  albu- 
min and  restriction  of  sodium. 

Hepatic  coma  is  second  only  to  bleeding 
as  a cause  of  death  in  cirrhotics.  Absorp- 
tion of  nitrogenous  breakdown  products  of 
blood  in  the  gut  by  intestinal  bacteria  is 
particularly  dangerous.  Sterilization  of  the 
gut  with  neomycin  and  use  of  cathartics  and 
enemas  helps  to  alleviate  this  danger.  Con- 
jugation of  excessive  circulating  ammonia 
by  administration  of  monosodium  glutamate 
should  be  tried.  Arginine  hydrochloride 
has  recently  proved  more  effective  and 
avoids  the  excess  sodium  which  is  a distinct 
advantage.  Drug  administration,  especially 
long  chain  barbiturates,  morphine  or  mus- 
cle relaxants  which  are  detoxified  by  the 
liver  should  be  avoided.  Even  the  citrate 
contained  in  transfused  blood  is  slowly  me- 
tabolized and  may  present  a bleeding  prob- 
lem in  borderline  cirrhotics.  Extreme  cau- 
tion in  every  aspect  of  management  must 
be  observed  to  prevent  and  treat  hepatic 
coma. 

Summary 

A series  of  24  patients,  having  25  venous 
shunting  procedures  for  portal  hypertension 
with  esophageal  varices,  has  been  presented. 
There  were  2 postoperative  deaths  in  25  op- 
erations and  only  2 other  patients  have  had 
subsequent  bleeding  in  follow-up  periods 
ranging  up  to  7 years.  This  is  impressive 
when  contrasted  with  older  series  under 
nonsurgical  management  in  which  mortality 
rates  were  50  to  80  percent.  Emphasis 
should  be  placed  on  the  fact  that  bleeding 
is  the  most  frequent  cause  of  death  in 
patients  with  varices.  Therefore,  venous 
shunting  should  no  longer  be  considered  as 
palliation,  since  other  complications  of  cir- 
rhosis may  now  be  largely  controlled  with 
modern  medical  management.  The  impor- 
tant facts  to  be  learned  from  this  series  are 
several.  Portal-systemic  shunts  are  feasi- 


ble with  a low  mortality  rate  even  in  “poor 
risk”  cirrhotics.  Liver  function  and  ascites 
are  infrequently  improved  by  a shunting 
procedure  alone,  but  may  be  improved  by 
medical  means.  Thrombosis  or  recurrent 
bleeding  following  a shunt  has  been  rare 
in  our  experience. 
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Characteristics  of  True-Positive  and  False-Positive 

Results  of  Electrocardiographic  Master  Two- 

Step  Exercise  Tests.  Lepesclikin,  E„  and  Sura- 

wicz,  B.:  New  England  .!.  Med.  258:511.  1958. 

The  electrocardiographic  Master  two-step  ex- 
ercise tests,  though  widely  used  in  America,  is 
often  seriously  disputed  in  interpretation.  The 
most  frequently  disputed  point  concerns  the  sig- 
nificance of  the  depression  of  the  ST-segment 
after  exercise.  According  to  Master's  criterion, 
any  ST-segment  depression  exceeding  0.5  mm.  in 
any  lead  constitutes  an  abnormal  response.  Other 
workers  hold  to  depressions  of  1 to  2 mm.  The 
significance  of  T-wave  changes  and  the  appear- 
ance of  premature  beats  after  exercise  is  not  uni- 
formly accepted.  Two  hundred  and  forty-three 
apparently  healthy  University  students  were  di- 
vided into  three  groups:  group  A consisting  of 
179  subjects  with  negative  exercise  tests  accord- 
ing to  Master’s  criteria:  group  B including  25 
subjects  in  whom  the  exercise  test  was  positive 
if  Master's  criteria  was  used,  but  negative  ac- 
cording to  the  author's  criteria;  and  group  C in- 
cluding 39  subjects  with  apparently  positive  ex- 
ercise tests  according  to  Master’s  as  well  as 
author’s  criteria.  Group  D included  positive  exer- 
cise tests  in  patients  with  coronary  insufficiency 
or  angina  pectoris  whose  resting  electrocardio- 
grams were  normal. 

Twenty-six  percent  of  persons  who  were  pre- 
sumably free  of  coronary  artery  disease  showed 
an  abnormal  response  to  the  double  Master  two- 
step  exercise  test  according  to  the  criteria  of  Mas- 
ter. The  authors  point  out  that  measuring  the 
ST-segment  from  the  PR  level  does  not  take  into 
consideration  that  the  superposition  of  a descend- 
ing PT-segment  or  the  descending  branch  of  the 
U-wave  on  the  PR  and  ST-segments  may  cause 
the  ST-segment  junction  to  appear  lower  than 
the  level  of  the  PR  interval  even  in  the  absence 


of  a true  ST-segment  depression.  When  this  var- 
iation was  taken  into  consideration  only  16%  of 
the  apparently  normal  persons  showed  a positive 
test.  When  either  the  amount  of  ST-segment  or 
the  duration  of  ST-segment  depression  were  in- 
creased to  be  held  necessary  for  the  diagnosis  of 
a positive  test,  the  percentage  of  false-positive 
tests  decreases  considerably.  However,  the  per- 
centage of  positive  tests  in  persons  with  coronary 
insufficiency  also  decreases  considerably.  It  was 
emphasized  that  an  important  difference  between 
the  true-positive  and  false-positive  tests  concerned 
the  configuration  of  the  depressed  ST-segments. 
In  normal  persons  the  depressed  ST-segment  usu- 
ally has  an  ascending  course.  In  coronary  artery 
disease  the  initial  section  of  the  ST-segment  usu- 
ally has  a descending  or  horizontal  course. 

The  great  majority  showing  false-positive  tests 
were  women  over  40  years  of  age  and  persons 
with  past  or  present  hypertension.  These  were 
characterized  by  lesser  depression  of  the  ST- 
segment,  by  depression  of  only  a part  of  the  ST- 
segment,  by  inversion  of  the  T-waves  confined  to 
leads  2,  3,  V4  to  V6,  not  accompanied  by  signifi- 
cant ST-segment  depression.  There  was  consid- 
erable over-lapping  of  these  characteristics  be- 
tween the  true  and  false  test. 

Criteria  for  a positive  test  that  gave  the  least 
amount  of  over-lapping  were  inversion  of  the 
T-wave  in  lead  1 or  depression  of  ST-segment 
junction  beyond  the  continuation  of  PR  interval 
of  0.75  mm.  or  more,  the  return  of  the  ST-segment 
to  the  base  line  at  this  time  taking  place  in  the 
second  half  of  the  QT  interval,  and  ST-segment 
depression  of  0.5  mm.  or  more  lasting  for  2 min- 
utes or  more.  Studies  on  larger  groups  will  be 
necessary  for  further  evaluation  of  the  suggested 
criteria  of  differentiating  a true-positive  from  a 
false-positive  electrocardiographic  exercise  test. 
(Abstracted  for  the  Middle  Tennessee  Heart  As- 
sociation by  Ben  Alper,  M.D.,  Nashville.) 
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The  author  answers  questions  which  undoubtedly  have  arisen  in  the  minds  of  many  doctors  who  do 
not  have  intimate  knowledge  of  arterial  grafts,  their  technical  use  and  what  happens  to  them. 

The  Fate  of  Arterial  Grafts* 


BRUCE  McCAMPBELL,  M.D.,  Knoxville,  Tenn. 


The  question  most  frequently  asked  of 
the  vascular  surgeon  is:  “What  happens  to 
these  grafts  which  you  are  using?”.  This 
is  certainly  a good  question  and  one  to 
which  we  do  not  have  the  ultimate  answer. 
It  will  be  several  years  before  the  numerous 
grafts  which  are  now  being  used  will  make 
their  eventual  fate  known. 

Many  materials  have  been  studied  in  an 
effort  to  find  a suitable  substitute  for  an 
artery  which  will  be  functionally  and  phys- 
ically acceptable.  At  the  present  time  the 
most  commonly  used  substances  for  arterial 
grafting  are  homologous  artery  grafts  and 
prostheses  of  plastics  such  as, — Nylon,  Tef- 
lon, and  Dacron. 

The  fate  of  a graft  depends  not  only  upon 
the  characteristics  of  the  material  from 
which  it  is  fashioned,  or,  in  the  case  of  the 
homograft,  the  method  of  preservation,  but 
also  on  the  reaction  in  the  host  that  the 
foreign  tissue  creates.  The  success  of  a 
graft  depends  to  some  degree  upon  the  place 
in  the  arterial  tree  in  which  it  is  to  be  used, 
—whether  in  a large  vessel  such  as  the 
aorta  or  in  a small  artery  such  as  the  fe- 
moral or  popliteal.  Probably  of  greater  im- 
portance is  the  length  of  the  defect  to  be 
bridged  in  relation  to  the  diameter  of  the 
graft.  Another  important  factor  in  the  suc- 
cess of  a graft  is  the  skill  and  the  technic  of 
the  surgeon  doing  the  operation.  The  most 
important  factor  in  achieving  a successful 
graft  is  the  presence  of  an  adequate  outflow 
tract. 

I shall  attempt  to  review  briefly  the  gross 
and  microscopic  changes  in  both  homografts 
and  plastic  materials  and  then  to  present 
some  of  the  reasons  for  failure  of  the  graft 
in  this  small  series  of  cases. 


*Read  before  the  meeting  of  the  Tennessee 
Chapter,  American  College  of  Surgeons,  April  21, 
1958,  Gatlinburg,  Tenn. 


Anatomic  and  Histologic  Changes 

A homologous  artery  graft  when  recon- 
stituted from  the  frozen  lyophilized  state  is 
very  similar  to  a viable  artery  as  far  as  its 
physical  characteristics  are  concerned.  A 
homograft  is  easy  to  suture  and  is  very 
easily  tailored.  A homograft  is  a completely 
nonviable  tissue  and  acts  only  as  an  inert 
tube  which  carries  the  blood  across  the  de- 
fect. Eventually  it  becomes  surrounded  by 
a dense  fibrous  tissue  which  infiltrates  the 
adventitia  of  the  graft  and  lends  a fair  de- 
gree of  support  to  the  vessel.  If,  however, 
there  is  a weak  spot  in  the  graft,  the  fibrous 
tissue  coat  is  not  strong  enough  to  prevent 
the  formation  of  an  aneurysm  or  to  prevent 
disruption  from  occurring. 

Microscopically,  the  only  portion  of  the 
graft  which  remains  identifiable  is  the  elas- 
tic tissue.1'3’4  The  remainder  of  the  cellular 
material,  such  as  muscle  and  fibroblasts,  is 
destroyed  and  is  replaced  by  hyaline  con- 
nective tissue.  In  the  aorta,  where  the  ves- 
sel wall  is  composed  of  about  seventy-five 
percent  elastic  tissue,  loss  of  the  muscle  and 
fibrous  tissue  elements  is  not  vitally  im- 
portant. However,  Brown,  Huggins  and 
Koth1  have  shown  that  in  smaller  vessels, 
where  only  a small  portion  of  the  vessel 
wall  is  composed  of  elastic  tissue,  the  loss 
of  muscle  and  connective  tissue  elements 
causes  some  concern  because  there  is 
marked  thinning  of  the  wall  with  loss  of 
much  of  its  strength  in  resisting  dilatation. 
The  question  then  arises  as  to  how  long  the 
elastic  fibers  will  adequately  support  a ho- 
mograft. Szilagyi-  feels  that  aortic  homo- 
grafts should  be  expected  to  function  well 
for  a period  of  about  four  years  and  perhaps 
longer.  After  this  length  of  time  there  is 
progressive  fragmentation  of  the  elastic 
fibers  and  eventual  degeneration  allowing 
the  graft  to  dilate,  mural  thrombi  to  form, 
and  finally  the  graft  either  thromboses  or 
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may  even  rupture.'17  Since  the  femoral  ar- 
tery is  composed  predominantly  of  smooth 
muscle  and  has  relatively  little  elastic  tis- 
sue, the  expected  effective  life  of  these 
grafts  is  much  shorter.  The  lining  of  the 
homograft  grossly  appears  to  be  almost  nor- 
mal after  a period  of  one  year.  Microscop- 
ically, however,  the  intima  is  found  to  be 
replaced  by  a fibrinoid  material  which  ex- 
tends out  from  the  normal  intima  of  the 
host  artery  and  gradually  fades  out  so  that 
the  central  portion  of  the  graft  is  usually 
lined  by  the  elastic  tissue  of  the  intima  and 
media.4 

Three  of  the  patients  in  whom  bifurcation 
grafts  had  been  implanted  6,  7,  and  17 
months  previously  were  operated  upon  for 
various  reasons.  The  grafts  were  found  to 
be  surrounded  by  dense  fibrous  tissue  which 
was  almost  impossible  to  dissect  out.  Even- 
tually, however,  the  homograft  was  dis- 
sected free  from  the  surrounding  fibrous 
tissue.  The  graft  was  thin,  but  tough,  and 
held  sutures  well.  It  was  possible  to  splice 
another  graft  on  to  the  end  of  the  homo- 
graft in  an  end-to-end  fashion  in  two  of 
these  patients.  The  third  patient,  who  had 
an  episode  of  acute  pancreatitis  six  months 
after  his  graft  had  been  inserted,  was  vomit- 
ing violently  when  he  dislodged  a mural 
thrombus  from  the  posterior  wall  of  the 
aorta  above  the  graft  and  which  lodged  at 
the  bifurcation.  An  arteriotomy  was  done 
through  the  homograft,  the  saddle  embolus 
removed,  and  the  arteriotomy  incision 
closed.  This  procedure  was  done  one  year 
ago  and  the  patient  has  remained  well  since. 
These  3 cases  demonstrate  the  feasibility  of 
again  operating  on  arteries  in  a grafted  area 
if  necessary,  although  doing  so  is  a very 
tedious,  dangerous,  and  time-consuming 
procedure. 

The  gross  reaction  about  the  plastic  graft 
is  almost  the  same  as  that  around  the  homo- 
graft. The  fabricated  grafts  of  Nylon,  Or- 
ion. Dacron,  and  Teflon  are  usually  porous 
and  bleed  rather  vigorously  for  a time  until 
the  pores  become  occluded  with  thrombus. 

This  process  can  be  hastened  by  preclot- 
ting the  grafts  prior  to  insertion,  thus  elim- 
inating a troublesome  and  undesirable 
characteristic  of  these  prostheses.  The  thick 
layer  of  fibrin  which  forms  about  the  plastic 
grafts  later  becomes  a tough  coat  of  fibrous 


tissue  which,  theoretically,  should  unite 
with  the  layer  of  fibrin  inside  the  graft  to 
hold  the  fabric  densely  between  the  inner 
and  outer  coats.  This  process  does  not  al- 
ways go  on  to  completion  and  leaves  the 
plastic  material  lying  free  between  the  in- 
ner and  outer  fibrous  coats.  If  something 
happens  that  the  plastic  pulls  loose  from 
the  host  vessel  at  the  line  of  anastomosis, 
a false  aneurysm  occurs.  This  difficulty  has 
been  encountered  several  times  with  the 
Edwards-Tapp  Nylon  graft  and  constitutes 
a definitely  undesirable  characteristic  of  this 
particular  substitute. 

Microscopically,  the  thin  layer  of  fibrin, 
which  was  mentioned  previously,  on  the  in- 
ner aspect  of  the  plastic  is  converted  to  a 
fibrous  tissue  layer  by  ingrowth  of  fibro- 
blasts from  the  outer  layer  through  the  in- 
terstices of  the  plastic.*  This  inner  layer 
is  usually  one  to  two  millimeters  in  thick- 
ness and  is  eventually  lined  by  a thin  layer 
of  connective  tissue  cells  which  serve  as 
endothelial  cells. 

The  tensile  strength  of  various  plastic 
materials  has  been  tested  after  periods  of 
use  from  5 to  12  months.  Harrison  and 
Moretz7'  found  that  Nylon  was  only  20%  as 
strong  as  originally;  whereas  Dacron  was 
96  to  97%  as  strong,  and  Teflon  was  just  as 
strong  as  when  originally  placed.  These 
observations  make  it  appear  that  at  present 
Teflon  and  Dacron  are  to  be  preferred  over 
Nylon  in  vessel  grafting. 

Results 

The  results  of  arterial  grafts  done  in  my 
practice  since  1953  are  outlined  in  tables 
1 and  2. 

Table  I 


Homografts 

Plasties 

Aorto-Iliac  Grafts 

Number  Died 

13  2 

7 1 

Occluded 

1 

0 

Total 

20 

3* 

1 

*Two  of  these 

died  of  ruptured 

, aneurysms. 

Table  2 

Femoral  Grafts 

Number  Aneurysms 

Occluded 

Homografts 

3 

0 

0 

Plastics 

8 

2 

1 

Total 

11 

2 

1 

Since  the  complications  are  not  numerous 
a brief  discussion  of  each  is  presented. 
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Three  of  the  patients  with  aortic  grafts 
died;  2 of  these  patients  had  ruptured  ab- 
dominal aneurysms  and  lived  only  a few 
hours  after  repair,  dying  in  each  case  of 
irreversible  shock.  Both  of  these  patients 
were  poor  risks  because  of  heart  disease, 
diabetes,  and  hypertension.  The  third  pa- 
tient had  multiple  aneurysms  involving  the 
abdominal  aorta,  both  common  iliac,  the  left 
hypogastric,  and  the  left  femoral  arteries. 
He  died  on  the  fourth  postoperative  day  of 
a coronary  occlusion  while  in  the  bathroom. 
Only  one  of  these  aorto-iliac  grafts  became 
occluded  and  this  occurred  16  months  after 
the  bifurcation  had  been  resected  and  a 
homograft  implanted  for  occlusive  disease. 
The  right  iliac  limb  was  anastomosed  in  an 
end  to  end  fashion,  while  on  the  left  side 
an  end  to  side  anastomosis  was  done.  There 
was  a slight  twist  in  the  graft  on  the  left 
side  at  the  time  of  the  original  anastomosis 
but  it  was  thought  that  it  would  function 
well.  However,  the  pulse  became  gradually 
weaker  until  it  finally  disappeared.  There 
was  a harsh  bruit  present.  It  was  explored 
and  the  point  of  anastomosis  on  the  left  was 
found  to  be  about  one  millimeter  in  size 
with  a recent  thrombus  occupying  the  en- 
tire common  iliac  above  the  point  of  ob- 
struction. The  obstructed  area  was  resected 
and  the  left  iliac  limb  of  the  former  homo- 
graft was  spliced  to  the  external  iliac  by 
means  of  a five  centimeter  homograft.  The 
patient  now  has  an  excellent  pulse. 

Of  the  complications  in  the  femoral  grafts 
shown  in  table  2,  there  was  one  occlusion 
which  occurred  in  a 46  year  old  man  one 
year  and  three  days  after  the  graft  had  been 
implanted.  The  patient  refused  further  op- 
eration until  six  months  later.  At  operation 
the  popliteal  artery  was  found  to  be  plugged 
with  atheromatous  material  and  the  graft 
was  completely  filled  with  thrombus.  An 
endarterectomy  of  the  popliteal  and  pos- 
terior tibial  arteries  was  done  and  a new 
graft  was  inserted  from  the  popliteal  to  the 
common  femoral  artery.  This  patient  has 
done  well  since  this  operation  four  months 
ago  and  now  has  excellent  pulses.  This 
graft  failed  due  to  an  inadequate  outflow 
tract  and  progression  of  the  arteriosclerotic 
process. 

The  two  femoral  false  aneurysms  should 
also  be  mentioned,  since  I have  seen  this 


complication  reported  only  once  in  the  lit- 
erature. The  first  patient  had  had  two  an- 
eurysms resected  in  January,  1956,  one  of 
the  aorta  and  one  of  the  left  common  fe- 
moral artery.  The  abdominal  aorta,  from 
one  centimeter  below  the  renal  arteries,  was 
replaced  with  a homograft  to  which  was 
sutured  an  extension  of  knitted  Orion  from 
the  common  iliac  down  to  the  superficial 
femoral  artery.  The  wound  in  the  thigh 
became  infected  and  formed  a huge  abscess 
which,  when  opened,  left  a large  cavity 
through  which  the  graft  extended.  Granu- 
lation tissue  gradually  closed  in  about  the 
graft,  but  continued  to  drain  in  spite  of 
heavy  antibiotic  therapy.  After  six  months 
the  entire  area  was  excised  and  a fresh  Ny- 
lon graft  inserted.  It  was  sutured  to  the 
iliac  limb  of  the  homograft  above  and  to 
the  superficial  femoral  artery  below.  This 
healed  without  difficulty.  Ten  months  later 
a box  of  furniture  fell  against  his  thigh. 
Following  this  injury  a pulsating  mass  ap- 
peared in  his  groin  which  gradually  grew 
larger.  This  was  explored  on  June  18,  1957, 
and  found  to  be  a false  aneurysm  caused 
by  the  Nylon  graft  pulling  away  from  the 
artery.  Re-anastomosis  of  the  same  graft 
to  the  artery  was  done  with  a good  result. 
The  second  patient  to  form  an  aneurysm 
did  so  in  the  lower  thigh  when  the  Nylon 
graft  which  had  been  implanted  for  seg- 
mented occlusion  of  the  superficial  femoral 
artery  pulled  away  from  the  segment  of  the 
homograft  at  the  distal  end  one  year  after 
it  had  been  inserted.  This  false  aneurysm 
was  excised  and  the  defect  successfully 
bridged  with  a homograft  5 cm.  in  length. 

Summary 

The  gross  and  microscopic  changes  in  ho- 
mografts and  plastic  prostheses  have  been 
reviewed. 

Some  of  the  failures  encountered  in  im- 
planting 31  grafts  have  been  considered. 
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Age  of  Fitting  Upper-Extremity  Prostheses  in 

Children,  A Clinical  Study.  MacDonell,  James 

A.:  J.  Bone  & Joint  Surg.  40-A:655,  1958. 

Twelve  juvenile  amputees  varying  in  age  from 
5 months  to  4 years  in  which  upper  extremity 
prostheses  were  fitted  were  studied.  There  were 
14  involved  extremities  in  these  12  amputees. 
Three  were  traumatic  amputees,  all  unilateral, 
and  9 were  congenital  amputees,  2 of  these  being 
bilateral.  From  this  study  the  author  concludes 
that  in  any  child  under  12  months  of  age,  any 
type  of  passive  terminal  device,  preferably  a plas- 
tic mitten,  can  be  used.  The  use  of  an  active 
terminal  device  can  seldom  be  utilized  in  a child 
under  24  months  of  age,  and  it  is  the  author’s 
practice  to  wait  until  the  child  shows  evidences 
of  a desire  for  purposeful  grasp  and  release,  and 
then  fit  him  with  an  active  terminal  device.  This 
age  was  found  to  vary  considerably  due  to  the 
variations  in  the  development  of  motor  functional 
pattern  in  the  different  children.  The  paper’s 
importance  lies  in  the  fact  that  heretofore,  for  the 
most  part,  children  have  not  been  fitted  with 
prostheses  until  they  were  5 to  6 years  of  age, 
and  this  author  feels  that  children  can  be  fitted 
with  prostheses  much  earlier.  (Abstracted  by 
Thomas  F.  Parrish,  M.D.,  Nashville.) 
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At  this  season  of  the  year  the  thoughts  and  experiences  of  the  team  doctor  make  pertinent  reading. 

The  Management  of  Knee  Injuries 

in  Athletes 

A.  BRANT  LIPSCOMB,  M.D.,  Charlottesville,  Va. 


In  1955,  O’Donaghue1  reported  a series  of 
82  arthrotomies,  principally  in  athletes,  per- 
formed for  tears  of  the  collateral  and 
cruciate  ligaments  or  the  menisci,  or  any 
combination  of  this  unhappy  triad.  From 
this  experience,  he  advocated  early  (within 
two  weeks)  repair  of  both  collateral  and 
cruciate  ligaments  and  excision  of  the 
meniscus  if  torn.  In  spite  of  the  fact  that 
no  criteria  for  arthrotomy  was  established 
in  this  series,  and  also  the  fact  that  the 
completeness  of  the  collateral  and  cruciate 
ligament  tears  was  not  recorded,  this  early 
operative  approach  to  knee  injuries  in  ath- 
letes has  met  with  increasing  favor. 

In  the  presence  of  a complete  tear  of  the 
collateral  ligament,  manifested  by  localized 
swelling,  tenderness,  hematoma,  hemarth- 
rosis,  marked  lateral  instability,  and  a 
palpable  defect  in  the  ligament,  there  is 
complete  agreement  on  the  part  of  most 
orthopedic  surgeons  that  prompt  explora- 
tion of  the  joint  and  repair  of  the  ligament 
is  indicated.  Examination  under  either  local 
or  general  anesthesia  may  be  necessary  to 
determine  complete  tears.  The  feasibility 
of  repairing  most  cruciate  ligament  tears 
remains  controversial. 

The  purpose  of  this  paper  is  not  to  take 
issue  with  the  more  radical  approach  to 
these  injuries.  However,  for  the  past  10 
years,  during  which  time  the  writer  has  had 
the  opportunity  of  serving  as  physician  for 
the  athletic  teams  at  Vanderbilt  University, 
a program  of  management  of  knee  injuries 
emphasizing  a conservative  approach  has 
been  followed.  During  the  past  5 years,  ac- 
curate records  of  all  athletic  injuries  of 
consequence  have  been  recorded,  including 


*From  the  Department  of  Surgery,  Division  of 
Orthopaedics,  Vanderbilt  University,  and  the  Ed- 
wards-Eve  Clinic,  Nashville,  Tenn. 


the  diagnosis,  method  of  treatment,  and  in- 
terval required  for  recovery.  It  is  felt, 
therefore,  that  an  evaluation  of  this  con- 
servative program  is  indicated  in  order  to 
determine  which  of  these  injuries  will  re- 
spond better  to  conservative  management 
and  those  which  will  necessitate  immediate 
arthrotomy. 

This  report  is  based  on  67  knee  injuries 
occurring  over  a period  of  5 years,  and  is 
drawn  exclusively  from  varsity  football, 
encompassing  fall  and  spring  practice  and 
game  participation.  Injuries  of  the  knee  ac- 
counted for  more  lost  days  of  practice  than 
any  other  major  injury.  The  mechanism  in- 
volved in  the  production  of  the  various  types 
of  knee  injuries  has  been  described  in  de- 
tail by  Ivar  Palmer.-  It  should  be  stated 
that  the  common  denominator  almost  al- 
ways present  in  the  production  of  football 
knee  injuries  is  the  fixed  tibia  resulting  from 
firm  fixation  of  the  cleats  of  the  football 
shoes  in  the  turf. 

Method  of  Examination 

It  should  be  stated  initially  that  the  ex- 
tent and  severity  of  a football  knee  injury 
is  often  quite  difficult  to  ascertain  at  the 
first  examination.  Certainly  this  is  true  of 
meniscus  tears  when  locking  is  not  present. 
Daily  visits  to  the  training  room  enable  the 
physician  to  examine  the  injury  relatively 
early,  usually  before  the  onset  of  swelling, 
effusion  and  spasm. 

The  presence  or  absence  of  effusion  is  de- 
termined. Careful  palpation  of  the  joint 
will  localize  the  area  of  maximum  tender- 
ness. In  the  case  of  tears  of  the  medial 
collateral  ligament,  tenderness  is  most  fre- 
quently localized  to  the  region  of  the 
femoral  condyle,  at  times  over  the  tibial  at- 
tachment. If  the  tear  is  complete,  the  en- 
tirety of  the  ligament  may  be  quite  tender. 
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Tenderness  over  the  anteromedial  joint 
compartment  may  represent  a tear  of  the 
medial  meniscus  or  anterior  cruciate  liga- 
ment. Injuries  to  the  fibular  collateral  liga- 
ment and  lateral  joint  capsule  usually  re- 
sult in  tenderness  localized  over  the  antero- 
lateral aspect  of  the  joint,  while  lateral 
meniscus  tears  may  be  associated  with 
tenderness  over  the  anterolateral  joint  com- 
partment. Tenderness  over  the  posterior 
joint  compartment  is  more  difficult  to  diag- 
nose. Injuries  of  the  posterior  joint  capsule, 
the  posterior  cruciate  ligament,  and  the 
posterior  horn  of  either  meniscus  must  be 
considered. 

The  degree  of  extension  of  the  joint  is 
next  determined  gently.  Limitation  of  ex- 
tension of  15  to  20  degrees  may  represent 
spasm  of  the  hamstring  muscles  or  the  dis- 
location of  a torn  meniscus,  or  may  be  the 
result  of  joint  effusion.  On  gentle  but 
forced  extension,  tautness  of  the  hamstring 
tendons  can  be  seen  and  palpated  with  the 
patient  in  the  prone  position.  Forced  exten- 
sion may  produce  pain  with  a feeling  of 
“springy  resistance”  over  the  medial  or  lat- 
eral joint  compartment  in  cases  of  meniscus 
tears  with  dislocation.  Gentle  stress  is  then 
made  on  the  tibial  collateral  ligament  with 
the  knee  at  135  degrees  extension;  the  pres- 
ence of  “rocking”  indicates  a tear.  Rocking 
demonstrated  with  the  knee  in  complete  ex- 
tension indicates  a more  serious  injury  with 
tears  in  both  the  tibial  collateral  and  ante- 
rior cruciate  ligaments.  Similarly,  stress 
is  made  on  the  fibular  collateral  ligament. 
Stability  of  the  cruciate  ligaments  is  de- 
termined by  the  drawer  test.  At  this  time, 
or  when  tolerated  by  the  patient,  careful 
evaluation  of  the  joint  by  means  of  the 
McMurray  test  is  carried  out.  X-ray  studies 
of  the  knee  joint  are  obtained  in  every  case. 
In  2 cases  of  this  series,  fractures  of  the 
lateral  tibial  condyle  were  found,  one  in 
which  the  fracture  line  extended  well  into 
the  shaft  of  the  tibia. 

Method  of  Treatment 

For  partial  ligamentous  tears,  which  con- 
stituted the  majority  of  these  injuries,  a 
snug  elastic  bandage  is  applied  over  several 
layers  of  sheet  wadding  from  the  upper 
thigh  to  the  midleg  region,  and  the  patient 
is  placed  on  crutches  on  a nonweight  bear- 


ing status.  On  the  following  day,  the  ex- 
amination is  repeated  and  if  joint  effusion 
has  occurred  aspiration  is  carried  out  and 
37.5  mg.  of  hydrocortisone  injected.  This 
is  done  routinely,  even  in  the  presence  of 
hemarthrosis,  since  it  has  been  found  to  be 
most  effective  in  the  relief  of  pain,  as  well 
as  the  prevention  of  recurrent  effusion. 
Quadriceps  setting  exercises  are  then  be- 
gun, and  the  patient  is  encouraged  to  carry 
out  these  exercises  almost  constantly,  to- 
gether with  straight  leg  raising.  After  36 
hours,  short  periods  of  whirlpool  treatments 
(10  minutes)  followed  by  ultrasonic  or  dia- 
thermy treatments  are  instituted  daily. 
Within  7 to  10  days  following  the  injury, 
the  pain,  tenderness,  and  effusion  have  usu- 
ally subsided  and  gradually  increasing  ac- 
tive quadriceps  exercises  are  begun.  As 
rapidly  as  possible,  the  patient  is  moved  on 
to  resistive  exercises,  beginning  first  with 
the  boot  (2.5  pounds).  When  he  is  able 
to  bring  the  boot  to  complete  extension 
twenty-five  times,  an  additional  2.5  pounds 
is  added.  This  procedure  is  followed  until 
the  patient  is  able  to  lift  20  pounds  25  times, 
at  which  time  he  is  allowed  to  discard  the 
crutches.  When  he  is  able  to  bring  to  com- 
plete extension  50  pounds  25  times,  straight 
running  is  resumed  and  gradually  increased 
to  full  speed.  “Pivoting”  and  “cutting”  are 
then  allowed  and  when  recovery  is  consid- 
ered complete,  active  participation  in  ath- 
letics is  resumed.  Quadriceps  resistive 
exercises  to  50  pounds  are  continued  daily 
throughout  the  season.  No  brace  or  ad- 
hesive strapping  is  advised  as  I believe  they 
are  of  little  value  in  affording  protection  to 
the  joint. 

In  the  more  severe  ligamentous  injuries 
to  the  knee,  with  obvious  instability  and 
joint  effusion,  after  aspiration  and  injection 
of  hydrocortisone,  a well-padded  cylinder 
cast  is  applied  for  three  or  four  weeks. 
During  this  period,  quadriceps  setting  and 
straight  leg  raising  exercises  are  carried 
out  constantly.  Following  removal  of  the 
cast,  rehabilitation  of  the  joint  is  carried 
out  as  described  above. 

During  the  recovery  period,  careful  and 
repeated  observation  should  be  made  for  a 
torn  meniscus.  Evidence  of  recurrent  ef- 
fusion, tenderness  over  the  cartilage  sites, 
locking  with  incomplete  extension,  and  a 
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positive  McMurray  sign  strongly  point  to 
a torn  meniscus,  in  which  case  arthrotomy 
is  indicated.  In  many  instances,  positive 
evidence  of  a torn  meniscus  is  absent  and 
the  diagnosis  remains  in  doubt.  It  is  in 
these  cases  that  repeated  careful  examina- 
tions of  the  patients  will  avoid  unnecessary 
arthrotomy.  Preparatory  to  arthrotomy,  re- 
sistive quadriceps  exercises  to  50  pounds  are 
obtained  and,  postoperatively,  quadriceps 
setting  and  straight  leg  raising  are  immedi- 
ately begun.  Rehabilitation  of  the  joint  is 
then  carried  out  as  described  for  ligamen- 
tous injuries.  Arthrotomies  were  usually 
performed  during  the  Christmas  holidays. 
These  players  have  not  been  allowed  to 
participate  in  spring  practice,  although  ac- 
tive rehabilitation  is  continued  daily.  All 
athletes  with  knee  injuries  are  sent  home 
during  vacation  with  boots  and  50  pounds 
of  weight,  with  instructions  to  carry  out 
quadriceps  exercises  daily.  No  participa- 
tion in  practice  is  permitted  until  the  fol- 
lowing season. 

Results 

During  the  past  5 years,  an  average  of  75 
players  engaged  in  football  practice  at  Van- 
derbilt University  for  a period  of  3 months 
during  the  fall  season  and  for  20  practice 
sessions  during  the  spring.  During  this  pe- 
riod, 67  knee  injuries  of  consequence  have 


occurred,  an  average  of  almost  14  per  year. 
All  have  been  treated  according  to  the  pro- 
gram outlined  above. 

The  results  have  been  evaluated  as  good, 
fair  or  poor  (Table  1).  A good  result  in- 
dicates that  the  player  was  able  to  return 
to  full  participation  in  football  without 
symptoms  of  pain,  weakness  or  instability. 
In  addition,  he  showed  no  evidence  of  re- 
current effusion,  ligamentous  instability, 
limitation  of  complete  extension  or  joint 
tenderness.  A fair  result  indicates  that  the 
player  was  able  to  return  to  full  participa- 
tion in  football,  but  that  subsequently  he 
noted  one  of  the  symptoms  of  pain,  weak- 
ness or  instability,  and  on  examination  one 
of  the  findings  of  effusion,  tenderness,  lim- 
ited extension,  or  instability  was  noted.  A 
poor  result  indicates  that  the  player  was 
forced  to  give  up  football,  there  being  two 
or  more  of  the  above  symptoms  and  findings 
present. 

Thirty-four  of  these  injuries  were  classi- 
fied as  partial  tears  of  the  tibial  collateral 
ligaments.  An  average  of  22  days  was  re- 
quired for  complete  recovery.  There  were 
no  instances  of  re-injury  and  the  results 
were  all  considered  good. 

Nine  were  classified  as  severe  tears  of  the 
tibial  collateral  ligament  with  associated  in- 
jury of  varying  degrees  to  the  anterior 


Table  I 


Analysis  of  Sixty-Seven  Knee  Injuries 


Type  of  Injury 

1.  Partial  Tear  of  Tibial 
Collateral  Ligament 


2.  Severe  Tear  of  Tibial  Collateral 
Ligament  with  Tear  of  Cruciate 


3.  Partial  Tear  of  Fibular 
Collateral  Ligament 


4.  Posterior  Capsular 
Tear  (Hyperextension) 

5.  Fracture,  Lateral  Tibial  Plateau 

OPERATIVE 

1.  Tear  of  Medial  Meniscus 


2.  Tear  of  Lateral  Meniscus 


3.  Loose  Cartilaginous  Body 

4.  Osteochondritis  Dissecans 


Number  of 


Number 

Average  Recovery  Time 

Re-injuries 

Results 

34 

22  Days 

0 

Good  34 
Fair  0 
Poor  0 

9 

52  Days 

5 

Good  6 
Fair  2 
Poor  1 

7 

14  Days 

0 

Good  7 
Fair  0 
Poor  0 

1 

26  Days 

0 

Good  1 

2 

120  Days 

0 

Good  2 

9 

6 Mos. 

1 

Good  8 
Fair  1 
Poor  0 

3 

6 Mos. 

0 

Good  3 
Fair  0 
Poor  0 

1 

6 Mos. 

0 

Good  1 

1 

6 Mos. 

1 

Poor  1 
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cruciate  ligament.  An  average  of  52  days 
was  required  for  complete  recovery.  Re- 
injury occurred  in  5 patients,  with  an  aver- 
age of  22  days  for  complete  recovery  from 
the  re-injury.  The  result  in  6 cases  was 
considered  good,  in  2 fair,  and  in  one  poor. 
It  is  in  this  group,  in  which  the  tears  of  the 
tibial  collateral  ligament  were  considered 
complete  or  almost  complete,  that  immedi- 
ate arthrotomy  appears  to  be  indicated  since 
one-third  of  the  group  did  not  obtain  good 
results. 

Seven  instances  were  classified  as  partial 
tears  of  the  fibular  collateral  ligament  and 
lateral  joint  capsule.  The  average  time  for 
complete  recovery  was  14  days  and  the  re- 
sult in  all  7 was  considered  good.  There 
was  no  instance  of  re-injury  in  this  group. 

One  case  was  classified  as  a posterior  cap- 
sular tear  and  required  26  days  for  complete 
recovery.  No  re-injury  occurred  and  the 
result  was  considered  good. 

There  were  2 cases  of  undisplaced  frac- 
ture of  the  lateral  tibial  plateau,  requiring 
4 months  for  complete  recovery.  There 
was  no  re-injury  and  the  result  in  both 
were  considered  good. 

In  14  cases  arthrotomy  was  performed. 
An  average  of  6 months  was  required  for 
complete  recovery  in  this  group.  A tear  of 
the  medial  meniscus  was  found  in  9,  and 
in  4 there  was  an  associated  instability  of 
the  medial  collateral  ligament  to  a mod- 
erate degree.  The  entire  meniscus  was  re- 
moved in  7 patients,  while  in  2 of  the 
bucket-handle  variety,  in  which  the  mar- 
ginal attachment  was  found  to  be  intact,  the 
torn  portion  only  was  removed.  Re-injury 
occurred  in  one  patient  in  which  the  entire 
cartilage  had  been  excised.  The  results 
were  considered  good  in  8 cases  and  fair  in 
one.  A tear  of  the  lateral  meniscus  was 
found  in  3 cases.  There  was  no  instance  of 
re-injury  in  this  group  and  the  results  were 
all  considered  good.  A loose  cartilaginous 
body  was  found  and  removed  in  one  patient. 
Its  site  of  origin  was  not  apparent.  The  re- 
sult obtained  following  recovery  was  good. 
A Urge  area  of  osteochondritis  dissecans  of 


the  medial  femoral  condyle  was  found  in 
one  case  in  association  with  a loose  carti- 
laginous body.  Excision  of  this  area  was 
carried  out  down  to  subchondral  bone.  Fol- 
lowing return  to  active  participation  in 
football,  this  player  developed  recurrent 
episodes  of  pain  and  joint  effusion,  and  mod- 
erate instability  of  the  tibial  collateral  lig- 
ament persisted.  This  result  was  considered 
poor. 

Of  the  67  knee  injuries,  only  3 of  the  af- 
fected players  were  unable  to  continue  ac- 
tive participation  in  football. 

Discussion  and  Summary 

The  program  of  management  of  knee  in- 
juries in  athletes  outlined  above  is  thought 
to  be  quite  satisfactory.  The  most  impor- 
tant factor  is  the  rapid  attainment  and  con- 
tinuation of  quadriceps  resistive  exercises 
to  50  pounds.  It  is  believed,  in  addition, 
that  the  policy  of  withholding  the  player 
from  active  participation  for  a period  of  6 
months  following  arthrotomy  is  an  impor- 
tant factor  in  the  prevention  of  re-injury 
to  the  joint.  From  this  experience,  it  is 
apparent  that  the  quadriceps  mechanism, 
when  developed  to  a maximum,  can  more 
than  adequately  compensate  for  instability 
in  both  the  collateral  and  cruciate  liga- 
ments. Of  these  67  injuries,  all  but  3 af- 
fected players  were  rehabilitated  to  active 
participation  in  football.  Finally,  it  is  felt 
that  immediate  arthrotomy  should  be  re- 
served for  those  few  severe  injuries  in 
which  the  tear  of  the  collateral  and  cruciate 
ligament  is  considered  to  be  complete. 

The  author  wishes  to  express  his  sincere  ap- 
preciation to  Mr.  Joe  Worden,  trainer  for  the 
athletic  teams  of  Vanderbilt  University,  for  his 
invaluable  assistance  in  the  care  of  athletic  in- 
juries at  the  University. 
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CASE  REPORT 

Mixed  Tumor  of  Lacrimal  Gland* 

Alfred  N.  Costner,  M.D.,f  Johnson  City,  Tenn. 


This  is  the  case  of  a 42  year  old  white  married 
man,  who  presented  himself  at  the  McKee-Wilson 
Eye  Hospital  on  August  26,  1957,  with  the  chief 
complaint  of  drooping  of  his  right  upper  eyelid 
for  the  previous  4 months.  In  addition,  he  had 
had  intermittent  pain  in  the  eye  and  a gradual 
blurring  of  his  vision. 

Examination  showed  a visual  acuity  of  20/20 
in  the  left  eye,  20/200  in  the  right  eye,  corrected 
to  20/40  with  a pinhole.  The  right  upper  lid  was 
swollen  and  showed  a slight  amount  of  ptosis.  A 
smooth,  firm  mass  was  palpable  in  the  superior, 
lateral  portion  of  the  orbit,  in  the  region  of  the 
lacrimal  gland.  Extraocular  movements  were 
normal  and  there  was  no  diplopia.  The  anterior 
segment  of  the  eye  was  negative  to  slit-lamp  ex- 
amination. The  ophthalmoscopic  picture  was  an 
interesting  one,  with  changes  in  the  superior  tem- 
poral quadrant  of  the  fundus.  The  retina  gave 
the  impression  of  being  pushed  forward  and  ten- 
sion lines  were  visible  in  this  area.  The  visual 
field  of  this  eye  showed  a central  scotoma.  X-ray 
examination  of  the  orbit  showed  no  evidence  of 
bone  destruction  or  reaction. 

The  clinical  impression  was  that  of  an  orbital 
tumor  in  the  region  of,  and  possibly  originating 
in  the  lacrimal  gland.  Exploration  of  the  orbit 
was  advised  and  was  done  on  August  27,  1957. 
This  procedure  was  done  under  local  anesthesia 
through  a brow-line  incision  and  the  tumor  mass 
was  readily  identified.  It  gave  the  impression  of 
being  well  encapsulated  and  was  thought  to  be 
removed  in  its  entirety.  There  was  one  question- 
able area  where  the  capsule  may  have  ruptured. 
No  defects  in  the  bony  orbit  could  be  palpated  in 
this  area.  The  incision  was  closed  in  layers  and 
the  incision  healed  with  good  function  of  the  up- 
per lid. 

Pathologic  examination  by  Dr.  Thomas  Potter, 
of  Johnson  City,  showed  the  lesion  to  be  a mixed 
cell  tumor,  similar  in  microscopic  appearance  to 
those  arising  in  the  salivary  glands.  No  evidence 
of  extension  through  the  capsule  could  be  found. 
The  sections  were  sent  for  confirmation  of  the 
diagnosis  to  Dr.  Algernon  Reese  of  the  Eye  Insti- 
tute in  New  York,  and  to  Dr.  Windsor  Davies  of 
the  Kresge  Eye  Institute  in  Detroit.  Both  of  these 
ocular  pathologists  agreed  with  the  original  im- 
pression. 

At  this  time,  a discussion  was  held  with  the 
patient  as  to  the  future  course  of  treatment.  It 


*Read  before  the  meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  21,  1958,  Gatlinburg,  Tenn. 

fFrom  the  McKee-Wilson  Eye  Hospital,  John- 
son City,  Tenn. 


was  pointed  out  that  two  alternatives  presented 
themselves: 

(1)  Close  observation,  with  treatment  of  a re- 
currence when  and  if  it  occurred. 

(2)  Exenteration  of  the  entire  orbital  contents. 

In  view  of  the  poor  results  of  local  excision 

and  in  keeping  with  the  recommendation  of  au- 
thorities on  this  subject,  exenteration  of  the  orbit 
was  agreed  on,  and  was  done  on  September  13, 
1957.  This  was  done  under  general  anesthesia 
with  Sodium  Pentothal.  A skin  graft  was  not 
used  and  epithelium  grew  in  to  completely  cover 
the  bony  orbit  within  the  next  few  months.  It 
has  now  been  7 months  since  the  exenteration 
was  done,  and  there  is  no  evidence  of  recurrence 
of  the  tumor. 

Discussion 

Clinically,  these  cases  usually  present 
themselves  with  exophthalmos,  ptosis, 
swelling  of  the  eyelids,  and  a palpable  mass. 
The  differential  diagnosis  includes  such 
things  as  lymphosarcoma,  Hodgkin’s  dis- 
ease, Boeck’s  sarcoid  and  Mikulicz’s  disease; 
hence,  the  definite  diagnosis  may  frequently 
depend  on  the  pathologic  study.  X-ray 
study  prior  to  operation,  and  palpation  of 
the  bone  at  the  time  of  operation  are  im- 
portant in  making  certain  that  involvement 
of  bone  is  not  present. 

The  tumor  seemingly  is  well  encapsu- 
lated, and  at  the  time  of  operation,  one  gets 
the  impression  that  complete  removal  is 
possible.  However,  “All  available  reports 
indicate  that  the  tumor  has  recurred  in  al- 
most every  instance  after  local  excision.  It 
is  also  recognized  that  when  a tumor  recurs, 
its  power  to  grow  and  infiltrate  the  sur- 
rounding structures  is  considerably  en- 
hanced. After  each  incomplete  excision,  the 
tumor  becomes  more  locally  destructive, 
more  invasive,  and  more  metastogenic;  the 
end  is  frank  carcinoma  and  proves  fatal.”1 

Mixed  cell  tumors  of  the  lacrimal  gland 
are  similar  histologically  to  mixed  cell  tu- 
mors arising  in  the  salivary  glands.  The 
name  of  the  tumor  is  derived  from  the  fact 
that  there  are  both  epithelial  and  connective 
tissue  elements  present.  It  is  thought  that 
the  epithelial  features  are  the  essential  ones. 
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Whenever  invasion  of  bone,  local  recurrence 
or  metastasis  occurs,  it  is  the  epithelial  por- 
tion of  the  tumor  which  is  involved.  The 
connective  tissue  portion  may  manifest  it- 
self as  adult  fibrous  tissue  or  as  immature 
myxomatous  tissue.  Transformation  into 
bone  or  cartilage  may  occur.  There  is  much 
discussion  as  to  the  exact  nature  of  these 
tumors,  but  there  seems  to  be  agreement 
that  the  epithelial  feature  is  the  essential 
and  probably  the  primary  one. 

The  parotid  is  the  salivary  gland  most 
commonly  involved,  but  the  mixed  cell  tu- 
mor can  arise  from  mucous  glands  any- 
where in  the  head  and  neck  where  mucous 
membrane  occurs.  A study  of  the  tumors 
as  they  arise  in  different  locations,  indicates 
that  those  arising  in  the  lacrimal  gland  have 
a worse  prognosis  than  those  arising  else- 
where, as  for  example,  in  the  parotid  gland. 
Reasons  given  for  this  are, — its  close  prox- 
imity to  bone  and  the  difficulty  of  the  surgi- 


cal approach.  Local  recurrence,  extension 
into  adjoining  bone  or  the  intracranial  cav- 
ity and  distant  metastasis  are  the  signs  of 
treatment  failure  and  apparently  are  fairly 
common,  according  to  reports  in  the  litera- 
ture. An  example  is  the  report  of  Bene- 
dict,2 of  13  patients  with  mixed  cell  tumor 
of  the  lacrimal  gland  of  whom  5 had  been 
followed  more  than  5 years  and  all  5 had 
died.  The  remaining  8 patients  had  been 
followed  less  than  5 years  and  2 had  recur- 
rences. Hence,  it  can  be  seen  that  the  treat- 
ment of  this  patient,  though  seeming  to  be 
quite  radical,  is  probably  best  when  one 
considers  all  of  the  available  information 
on  the  nature  of  this  tumor. 
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Disabilities  after  Tibial  Shaft  Fractures.  Ellis,  H.: 

J.  Bone  & Joint  Surg.  40-B:190,  1958. 

Three  hundred  and  forty-three  united  fractures 
of  the  tibial  shaft  are  recorded  in  which  222  were 
treated  by  immobilization  alone,  112  treated  by 
calcaneal  traction  and  plaster  immobilization,  and 
9 treated  by  screw  fixation.  Of  the  total  number 
of  fractures,  21  patients  were  found  to  have  limi- 
tation of  the  ankle  and/or  foot  movement  as  the 
major  cause  of  disability.  Knee  stiffness  was  the 
major  cause  of  disability  in  8 patients.  One-third 
of  the  patients  with  limitation  of  foot  and  ankle 
movement  had  clinical  evidence  of  ischemic  con- 
tracture. It  is  the  author’s  contention  that  this 
is  the  result  of  ischemia  from  associated  vascular 
lesions  or  that  the  damage  results  from  direct 
trauma  of  the  soft  tissues  from  the  fracture  frag- 
ments. During  the  period  of  review,  6 fractures 
of  the  tibial  shaft  necessitated  amputation  because 
of  gangrene.  In  5 other  patients,  satisfactory  ar- 
teriograms were  made  of  the  legs,  and  in  3 there 
was  disturbance  of  major  arteries.  This  paper 
therefore  enlightens  us  further  as  to  the  causes  of 
disability  after  tibial  shaft  fractures.  (Abstracted 
by  Thomas  F.  Parrish,  M.D.,  Nashville.) 
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University  of  Tennessee 
College  of  Medicine* 

Resection  of  Dermoid  Cysts  of  Ovaries 
Complicating  Pregnancy 

DR.  PHIL  C.  SCHREIER:  The  case  history 
will  be  presented  by  Dr.  C.  S.  Scott,  Senior 
Resident. 

DR.  C.  S.  SCOTT:  This  19  year  old  colored 
woman,  gravida  I,  para  0,  was  referred  by  her 
local  physician  on  March  20,  1957,  with  a diag- 
nosis of  large  ovarian  tumors  complicating  preg- 
nancy. 

Her  last  normal  menstrual  period  was  Septem- 
ber 20,  1956,  making  the  estimated  date  of  con- 
finement June  27,  1957.  She  had  noted  progressive 
abdominal  enlargement  for  the  past  2 months. 
Spotting  had  occurred  for  one  day  in  December, 
1956. 

Past  history  was  noncontributory. 

Admission  blood  pressure  was  130/80.  Perti- 
nent findings  were  limited  to  the  abdominal  and 
pelvic  examination.  The  uterus  was  enlarged  to 
about  24  weeks  gestation.  Fetal  heart  tones  were 
heard.  Pelvic  examination  revealed  the  uterus  as 
previously  described.  Filling  the  cul-de-sac  and 
bulging  the  anterior  wall  was  a tense,  tender,  im- 
movable 10  cm.  mass. 

X-ray  examination  revealed  a single  fetus  esti- 
mated at  five  and  one-half  months  gestation. 

Impression  was  that  of  a 24  week  intrauterine 
gestation  complicated  by  a trapped  ovarian  cyst. 
Exploration  was  advised  by  the  attending  staff 
physician  on  the  service. 

Under  spinal  anesthesia  an  exploratory  lapo- 
rotomy  revealed  a normal  24  week  intrauterine 
pregnancy.  Arising  from  the  left  ovary  was  an 
8 to  10  cm.  tensely  cystic  mass  lying  free  in  the 
cul-de-sac  and  easily  brought  into  the  operative 
field.  This  mass  appeared  to  almost  completely 
replace  the  ovary  and  had  the  gross  characteristics 
of  a dermoid  cyst. 

The  right  ovary  was  two  and  one-half  times 
normal  size.  In  the  lower  pole  a 3 cm.  yellow 
cystic  mass  was  bisected  and  found  to  be  a typical 
corpus  luteum  of  pregnancy.  In  the  upper  pole 
a tensely  uniloculated  3 to  4 cm.  mass  containing 
strands  of  hair  was  noted.  The  Fallopian  tubes 
were  normal. 

A bilateral  subcapsular  resection  of  both  der- 
moids was  done  without  rupture  or  spillage  of 
the  cystic  material.  The  ovaries  were  recon- 
structed by  the  Bonney  technic  which  we  have 


*From  the  Division  of  Obstetrics  and  Gynecol- 
ogy, University  of  Tennessee  College  of  Medicine 
and  The  City  of  Memphis  Hospitals,  Memphis. 


been  employing  on  this  service  for  the  past  3 
years. 

The  pathologic  report  was  bilateral  dermoid 
cysts. 

Her  postoperative  course  was  uneventful  and 
she  was  normotensive  throughout  her  hospital 
stay.  She  was  discharged  on  her  7th  postopera- 
tive day  and  returned  to  her  private  physician  for 
prenatal  care. 

Three  months  later,  on  June  27,  1957,  she  was 
readmitted  to  our  service  because  of  severe  pre- 
eclampsia. 

History  revealed  a 65  pound  weight  gain  in  the 
preceding  3 months.  Edema  of  the  face  and  the 
extremities  had  been  present  for  2 months.  Severe 
headaches  had  been  present  for  2 weeks.  She 
was  not  in  labor. 

On  examination  the  blood  pressure  was  180/120. 
Marked  edema  of  the  face  and  extremities  were 
noted.  The  heart  and  lungs  were  normal.  The 
fundus  was  at  term  and  fetal  heart  tones  were 
present.  The  cervix  was  one  centimeter  dilated, 
not  ripe,  presentation,  was  cephalic  at  station 
minus  three,  membranes  were  intact.  A catheter- 
ized  urine  contained  4+  protein. 

With  conventional  preeclamptic  therapy  over 
a period  of  57  hours  only  a minimum  symptomatic 
improvement  was  noted.  Evaluation  of  the  cervix 
showed  no  change  over  previous  examination  and 
it  was  elected  to  terminate  the  pregnancy  by 
cesarean  section. 

Under  local  anesthesia  a low  cervical  cesarean 
section  was  accomplished  with  delivery  of  a 4 
pound,  14  ounce  viable  female  infant. 

Examination  of  the  right  ovary  revealed  it  to 
be  normal  in  size,  shape  and  configuration.  The 
left  ovary  was  approximately  one-third  the  usual 
‘otal  mass,  irregular  in  shape  and  a few  fine 
fibrinous  adhesions  were  noted.  Both  tubes  were 
normal. 

Postoperative  course  was  uneventful.  The  blood 
pressure  slowly  returned  to  normal  and  she  and 
her  infant  were  dismissed  on  the  tenth  post- 
operative day. 

Pelvic  examination  7 weeks  postoperative  re- 
pealed a normal  pelvis. 

DR.  P.  A.  TURMAN:  Was  the  reasoning 
behind  the  surgery  because  of  apprehension 
of  immediate  danger  from  the  tumor  or  to 
make  way  for  a normal  delivery? 

DR.  HAROLD  FEINSTEIN:  I saw  this 
patient  and  in  view  of  the  diagnosis  of  a 
trapped  ovarian  cyst  in  the  cul-de-sac  com- 
plicating a 24  week  pregnancy  advised  im- 
mediate surgery.  You  indicate  that  all 
might  not  agree  with  this. 

DR.  B.  E.  EVERETT:  There  is  no  indica- 
tion that  she  was  having  any  pain  and  her 
only  complaint  was  abdominal  enlargement 
for  which  she  had  consulted  her  local  phy- 
sician. 
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DR.  HENRY  B.  TURNER:  I doubt  that 
there  can  be  an  absolute  answer  to  Dr.  Tur- 
man’s question.  However,  a further  dis- 
cussion is  in  order.  A review  of  the  opin- 
ions of  writers  reveals  that  the  reasons  for 
operating  are  (1)  possibility  of  obstructing 
labor  because  the  cyst  had  not  risen  out  of 
the  cul-de-sac,  (2)  remote  possibility  of  a 
cysteadenoma  with  malignancy,  (3)  high  in- 
cidence of  twisting  of  ovarian  pedicle. 

DR.  RICHARD  L.  JACKSON:  I would 
emphasize  the  low  incidence  of  malignancy 
in  the  childbearing  age, — about  3%  accord- 
ing to  Geist  in  his  monograph.  Because  of 
this  it  seems  that  it  would  have  been  just 
as  well  to  have  permitted  this  patient  to 
progress  to  term  and  manage  labor  in  ac- 
cordance with  the  circumstances,  reserving 
operation  for  the  immediate  postpartum 
period. 

DR.  MARTHA  LOVING:  Any  time  that 
you  find  a 10  centimeter  cyst  which  per- 
sists, operation  is  indicated. 

DR.  TURNER:  It  is  right  to  be  concerned 
about  the  possibility  of  malignancy. 

DR.  BETTY  SCHETTLER:  Do  you  think 
it  would  have  seriously  increased  the  danger 
to  have  waited  6 weeks  at  which  time  the 
baby  would  have  been  viable? 

DR.  LOVING:  We  have  to  remember 
there  is  also  the  threat  of  rupture  as  well  as 
torsion. 

DR.  SCHREIER:  As  has  been  stated,  delay 
in  operation  on  cysts  of  this  size  is  definitely 
hazardous. 

DR.  EVERETT:  To  postpone  until  certain 
viability  would  have  been  longer  than  six 
weeks,  at  least  eight  weeks  and  more  likely 
ten  weeks. 

DR.  JACKSON:  In  addition  to  the  de- 
batable decision  to  explore  this  woman,  I 
think  the  procedure  employed  is  not  in  ac- 
cordance with  that  usually  followed  par- 
ticularly in  my  experience  in  resident  train- 
ing. 

DR.  SCHREIER:  Recently  we  have  be- 
come very  interested  in  conserving  ovaries 
which  appear  to  be  completely  destroyed  or 
replaced  by  large  dermoids  such  as  were 
found  in  this  patient.  By  peeling  off  the 
capsule  of  the  cyst  a normally  functioning 
ovary  can  be  reconstructed.  As  described 
in  the  case  report,  the  ovaries  were  in- 


spected at  the  time  of  the  cesarean  and 
found  to  be  normal. 

DR.  TURMAN:  The  preoperative  x-rays 
did  not  demonstrate  evidence  of  dermoids; 
what  led  the  operator  to  regard  these  as 
such? 

DR.  ALBERT  ALEXANDER:  Certain 

gross  characteristics  such  as  consistency, 
symmetry,  palpation  of  calcific  structures 
inside  of  the  cyst,  and  in  this  instance  her 
age  certainly  justified  this  assumption. 

DR.  JOHN  Q.  ADAMS:  It  seems  to  me 
that  regardless  of  whether  we  all  agree  as 
to  the  urgency  of  the  surgery  at  the  time  it 
was  done,  the  technique  of  preserving  the 
ovaries  which  were  apparently  completely 
replaced  by  the  dermoid  cysts  is  of  utmost 
interest  and  importance.  It  is  not  always 
possible  to  be  certain  that  the  cyst  is  not  of 
some  other  type.  Would  resection  of  a 
pseudo-mucinous  cyst  or  papillary  cyst  be 
advisable? 

DR.  SCHREIER:  In  the  reported  experi- 
ence of  Dr.  Bonney  all  types  of  benign  cysts 
can  be  safely  resected  when  there  is  urgent 
need  for  conservation  of  an  ovary.  One 
should  protect  the  peritoneal  cavity  by  care- 
fully packing  around  the  cyst  as  there  is  al- 
ways the  possibility  of  rupture  and  spillage. 

DR.  LOVING:  What  efforts  were  made  to 
keep  her  from  going  into  labor  following  the 
surgery? 

DR.  L.  C.  HENRY:  We  did  not  use  any 
hormones.  All  that  is  used  on  the  service 
in  such  instances  where  surgery  is  done  for 
coincidental  complications  of  pregnancy  is 
sedation. 

DR.  LARRY  BROWN:  In  the  history  it 
was  reported  that  she  returned  to  her  phy- 
sician for  prenatal  care  and  yet  a severe 
toxemia  developed.  Was  her  care  adequate 
or  desultory? 

DR.  LOVING:  The  details  of  her  prenatal 
visits  while  under  the  care  of  her  physician 
were  not  complete.  It  became  evident  that 
after  intense  hospital  treatment  for  over  48 
hours  the  preeclamptic  toxemia  had  not 
shown  satisfactory  response.  This  we  re- 
gard as  indication  for  terminating  the  preg- 
nancy especially  when  there  is  a viable  baby 
as  in  this  patient. 

DR.  TURNER:  Have  menstrual  periods 
been  resumed? 

DR.  ALEXANDER:  I have  a complete  fol- 


NEW  RESTRICTIONS  COMING  ON  MEDICARE 


Emergency  Conference  ® The  Department  of  Defense  called  an  emergency  conference 
Called  on  Medicare  of  representatives  from  all  state  medical  associations,  to 

meet  at  the  Pentagon  in  Washington  on  August  8th,  for 
the  purpose  of  outlining  revisions  that  are  to  become  ef- 
fective October  1,  1958,  in  a greatly  restricted  Medicare 
Program.  The  Executive  Secretary  attended,  represent- 
ing TSMA. 


Effective  October  1 — ■ © At  the  conference,  the  Department  of  Defense  outlined 

Medicare  Program  to  restrictions  to  be  imposed  on  civilian  medicare.  Following 
Be  Greatly  Restricted  are  the  major  changes: 

(1)  Dependents  living  with  sponsors  are  to  use  military 
facilities,  unless  military  facilities  are  unavailable 
and  dependents  cards  so  certify. 

(2)  Freedom  of  choice  if  not  living  with  sponsor,  (This 
eliminates  43%  of  those  now  eligible  for  civilian  care). 

(3)  Civilian  emergency  care  continues. 

(4)  Freedom  of  choice  only  for  maternity  patients  living 
apart  from  sponsors. 

(5)  For  maternity  patients  living  with  sponsors,  the  fol- 
lowing applies: 

New  and  first  trimester  patients  as  of  October  1,  must 
use  military  facilities  in  absence  of  certification 
military  facilities  not  available.  2nd  and  3rd  trimester 
patients  if  under  civilian  care  October  1,  may  continue, 
but  if  a change  of  physician  is  made,  the  patient  must 
use  military  facilities  in  the  absence  of  certification 
military  facilities  unavailable. 

(6)  All  services  "not  clearly  specified  in  the  law"  are 
discontinued  as  well  as  civilian  facilities  for  patients 
living  with  or  apart  from  sponsors.  These  discontinued 
services  include  non-hospital  injuries,  termination 
visits  prior  to  hospitalization,  tests  before  and  after 
hospitalization,  well  baby  visits,  nervous  and  mental 
disorders,  and  "elective  surgery". 


Congress  Cuts  Funds  • Congress  has  greatly  restricted  funds  allocated  to  the 
For  Program  Department  of  Defense  for  running  the  Medicare  program. 

The  cutdown  means  that  Medicare  will  be  reduced  30%  immedi- 
ately, beginning  October  1st.  By  the  1960  fiscal  year, 
further  reduction  must  be  made  in  the  Medicare  program  to 
where  it  can  be  operated  within  $60  million  per  year.  The 
program  is  now  operating  at  the  rate  of  $90  to  $100  million 
per  year.  Congress  has  given  a mandate  to  the  Defense  De- 
partment that  military  hospitals  must  be  operated  at 
"optimum".  The  restrictions  that  will  become  effective 
means  that  dependents  of  service  personnel  living  with  their 
sponsors  must  first  seek  services  in  a military  hospital. 

If  services  cannot  be  rendered,  then  a certificate  of 
authorization  must  be  obtained  before  the  patient  can  seek 
the  services  of  a private  physician.  Only  if  the  services 
are  approved  under  Medicare,  can  the  private  physician 


Elective  Surgery  Is 
Most  Controversial 
Issue 


Conditions  Changed 
From  Original  Plan 


expect  payment  for  care  of  the  patient,  even  though  a cer- 
tificate of  authorisation  is  obtained.  This  restricts  the 
freedom  of  choice  of  physician. 

® The  most  controversial  issue  of  the  restricted  program 
is  the  definition  of  elective  surgery.  The  Department  of 
Defense  stated  to  representatives  at  the  briefing  conference 
that  payments  will  be  made  only  for  acute  surgical  con- 
ditions. No  payment  will  be  made  for  elective  surgery.  The 
definition  offered  for  acute  conditions  was  "a  short  rela- 
tively severe  condition  requiring  constant  care  until  termi- 
nation". Under  elective  surgery,  such  conditions  as  cos- 
metic surgery,  most  plastic  surgery,  tonsillectomies,  cancer 
of  the  breast,  uncomplicated  hernias,  cholecystectomy,  re- 
constructive surgery  after  polio,  club  feet,  and  many 
others  were  construed  to  be  elective.  Department  of  Defense 
stated  that  elective  surgery  would  be  "any  type  of  surgery 
that  could  be  planned  in  advance". 

® The  above  conditions  change  considerably  the  conception 
of  the  Medicare  program  at  the  time  that  it  was  approved  by 
the  House  of  Delegates  of  the  Tennessee  State  Medical  Asso- 
ciation in  1956. 


Restrictions  Will  ® At  present.  Department  of  Defense  statistics  reveal  that 

Reduce  Number  Eligible  43%  of  military  dependents  now  live  with  their  sponsors. 

For  Private  Care  This  group  would  first  have  to  seek  care  from  service 

hospitals.  57%  of  the  eligible  patients  now  live  apart 
from  their  sponsors  and  could  use  the  services  of  a private 
physician  if  the  service  required  was  allowed  under  the 
revised  Medicare  program.  At  present,  nearly  45%  of  total 
expenditures  under  the  Medicare  program  are  going  for  the 
payment  of  obstetrical  cases.  After  October  1,  many  of 
these  patients  will  be  cared  for  in  military  hospitals. 


New  Program 
Cuts  Down  on 
Freedom  of  Choice 
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Action  of  Board  of 
Trustees  of  TSMA 


• The  principal  objection  of  the  states  represented  at  the 
briefing  conference  was  that  the  restricted  program  greatly 
cuts  down  on  the  freedom  of  choice  of  physician,  and  elimi- 
nates many  provisions  formerly  included.  The  most  contro- 
versial item  will  be  the  determination  of  elective  surgery. 
The  proof  of  determination  of  an  emergency  or  elective 
surgery  will  be  entirely  up  to  the  physician,  and  careful 
interpretation  of  the  directives  in  the  revised  program  will 
be  required  by  every  physician  in  order  to  be  assured  that 
the  service  that  he  renders  will  be  allowed  under  the  Medi- 
care program,  and  to  assure  the  payment  of  such  services  by 
the  Defense  Department . 

© A full  report  has  been  rendered  to  the  TSMA  Medicare 
Committee  and  a study  of  all  phases  of  the  restrictions  are 
now  being  made.  The  committee  has  recommended  that  the 
Board  of  Trustees  meet  in  special  session  with  the  committee 
to  determine  the  course  to  follow. 

© A special  meeting  of  the  Board  of  Trustees  was  conducted 
in  Nashville  on  Sunday,  Aug.  24,  with  the  Medicare  Commit- 
tee, to  discuss  the  restricted  program.  The  Board  members, 
with  the  assistance  of  the  Committee,  probed  all  angles  of 
the  restricted  program  as  well  as  discussing  whether  a 
special  session  of  the  House  of  Delegates  should  be  called 
to  act  on  the  matter. 

The  Board  determined  that  the  actual  philosophy  of 
Medicare  and  Public  Law  569,  had  not  been  changed.  Upon 
a vote  of  6 to  3_,_  the  Trustees  voted  to  continue  par- 
ticipation in  the  Medicare  program,  and  authorized  the 
negotiating  team  to  continue  with  the  Department  of  Defense 
as  scheduled  on  November  3 and  4,  1958.  Full  information 
on  the  restricted  program  will  be  forwarded  to  all  doctors 
in  the  state  upon  receipt  of  the  final  plan  from  the  Depart- 
ment of  Defense. 
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THE  TENNESSEE  TEN 


• The  1958  Public  Relations  Institute,  sponsored  by  AMA  in 
Chicago,  devoted  itself  to  an  evaluation  of  medicine's 
overall  public  relations  activities  . . . and  an  appraisal 
of  what  needs  to  be  accomplished.  This  lead-off  phase  of 
the  two-day  program  offered  the  opinions  of  a congressman, 
a labor  executive,  an  industrial  executive,  and  a health 
insurance  representative. 

These  men  made  up  a panel  which  considered  the  extent  to 
which  problems  in  the  medical-social-economic  field  have 
been  met,  and  the  problems  still  to  be  solved. 

© The  two  current  problems  facing  the  health  insurance  in- 
dustry are  the  increasing  number  of  persons  over  65,  and  the 
rise  in  the  cost  of  health  care  and  insurance,  according  to 
Morton  Miller,  Chairman,  Health  Insurance  Council.  Mr. 
Miller  stated  that  only  three  out  of  every  ten  persons  in 
the  United  States  do  not  have  some  form  of  health  insurance 
protection,  but  that  most  of  the  people  not  having  protec- 
tion are  in  the  over-65  age  group. 

Special  policies  are  being  designed  for  older  persons, 
and  the  insurance  industry,  along  with  Blue  Cross,  is  work- 
ing toward  the  development  of  plans  which  will  offer 
protection  for  the  worker  after  retirement  age,  he  said. 
However,  Mr.  Miller  pointed  out,  many  persons  in  this  age 
group  are  indigent  and  some  form  of  governmental  financial 
assistance  must  be  obtained  for  the  indigent. 

Mr.  Miller  cautioned  against  unnecessary  costs,  resulting 
from  abuse  and  inefficient  use  of  medical  services.  "We 
must  work  together  to  be  able  to  tell  the  public  that  there 
is  no  wastage  in  the  pre-paid  health  insurance  program," 
he  declared. 

© Leo  Perlis,  Director  of  Community  Services  Activities, 
AFL-CIO,  criticized  the  present  prepaid  insurance  programs 
as  lacking  in  sufficient  coverage  and  benefits.  He  posed 
the  question:  Can  we  make  voluntary  plans  work?  Perlis  went 
on  to  say  that  in  the  field  of  medical  service,  third  party 
agreements  are  not  an  issue  of  primary  importance  in  com- 
parison to  the  needs  of  people  for  medical  service,  and  that 
calling  a plan  socialized  medicine  will  not  make  it  so. 

Mr.  Perlis  obviously  referred  to  the  Forand  Bill,  which  was 
introduced  in  the  85th  Congress  but  bottled  up  in  committee. 
Mr.  Perlis  stated  that  adequate  medical  care  is  not  being 
provided  the  people  and  called  for  continuing  and  constant 
experimentation  in  the  medical-economic  field. 

© Thomas  B.  Curtis,  Congressman  from  Missouri,  warned  the 
audience  that  when  social  problems  are  not  being  met,  the 
government  acts.  He  strongly  urged  the  medical  profession 
to  develop  its  own  programs  for  furnishing  medical  service, 
with  reference  to  the  over-65  age  group,  and  to  present  them 
to  Congress.  Mr.  Curtis  deplored  the  attitude  that  exists 
in  some  quarters  relative  to  "special  interest  groups." 
Special  interest  groups  are  good,  he  said,  in  that  they  are 
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a means  of  informing  members  of  Congress  of  the  will  of  the 
people . 

© Conferees  were  shown  two  new  films  which  AMA  has  had 
produced.  "The  Medicine  Man,"  a 27-minute  film,  explains 
the  evils  of  food  faddism  and  will  be  made  available  to 
state  and  county  societies  to  assist  in  the  campaign 
directed  against  manufacturers  and  advertisers  of  so-called 
"miracle"  remedies,  tonics,  and  vitamins  which  are  available 
to  all  without  a doctor's  prescription,  will  pep  up  any 
tired,  run-down  system,  will  make  a person  gain  weight  . . . 
will  cause  weight  reduction,  etc.,  etc. 

The  other  film,  "Helping  Hands  for  Julie,"  depicts  the 
careers  open  in  the  allied  medical  fields,  and  can  be  used 
to  help  in  recruiting  auxiliary  medical  personnel.  This 
film  is  also  available  to  state  and  county  societies. 

Tennessee  representatives  at  the  conference  included  Dr. 
H.  L.  Monroe,  TSMA  President-elect;  Dr.  Moore  J.  Smith, 
President,  Chattanooga  and  Hamilton  County  Medical  Society; 
Dr.  Rollin  A.  Daniel,  President-elect,  Nashville  Academy  of 
Medicine  ; Mr.  Jack  Drury,  Executive  Secretary,  Nashville 
Academy,  Mr.  Jack  Ballentine,  Executive  Secretary,  TSMA, 
and  Mr.  Jack  Drake,  Public  Service  Director,  TSMA. 


© The  Nashville  Poison  Control  Center  is  due  to  begin 
operations  Monday,  September  15.  The  center  is  composed 
of  six  hospitals  which  will  offer  treatment  of  cases  involv- 
ing poisoning  as  part  of  their  emergency  service.  They  are 
St. Thomas,  Baptist,  Vanderbilt,  Hubbard,  General,  and 
Madison. 

An  information  service  for  physicians  will  be  operated  at 
Vanderbilt.  This  information  center  will  furnish,  upon 
telephone  request,  information  concerning  toxic  agents  and 
suggested  therapy.  The  service  will  be  available  to  doctors 
and  hospitals  in  counties  throughout  the  middle  Tennessee 
area. 

The  public  will  be  advised  that  whenever  a case  of 
poisoning  occurs,  the  family  doctor  should  be  contacted  im- 
mediately. If  the  patient  lives  in  the  immediate  Nashville 
area,  he  can  be  taken  directly  to  one  of  the  six  hospital 
emergency  rooms  for  treatment.  In  areas  not  adjacent  to 
Nashville,  the  doctor  can  call  the  poison  control  informa- 
tion center  at  Vanderbilt  and  receive  the  necessary 
information. 

Plans  call  for  reports  to  be  completed  on  all  cases  which 
will  supply  the  necessary  information  to  local  public  health 
officers  to  enable  them  to  instigate  home  accident  studies. 
Statistical  work  and  information  concerning  industrial 
poisonings  is  being  made  available  by  the  Tennessee  Depart- 
ment of  Public  Health. 


® The  14th  and  final  program  in  the  health  information 
series  was  presented  in  Nashville  on  WLAC-TV  Sunday,  August 
31,  by  the  Tennessee  Society  for  Crippled  Children  and 
Adults.  The  program  set  forth  the  society's  activities  in 
its  field,  with  emphasis  on  the  annual  two  week  camp  for 
crippled  children. 

Membership  in  the  Television  Health  Information  Series 
now  stands  at  13.  It  is  anticipated  that  representatives 
from  member  agencies  will  meet  within  the  near  future  to 
evaluate  the  results  of  the  pilot  series,  and  consider  plans 
for  presenting  similar  series  in  other  TV  cities  in 
Tennessee . 
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low-up  on  the  first  14  patients  who  had  this 
procedure  either  unilaterally  or  bilaterally 
and  in  all  of  them  a normal  menstrual  cycle 
has  been  resumed  within  one  or  two 
months. 

DR.  SCHREIER:  In  summary,  we  have  re- 
viewed a case  of  a woman  who  had  bilateral 
dermoid  cysts  of  the  ovaries  in  whom  we 
have  employed  the  technique  described  by 
Dr.  Victor  Bonney  of  England  in  1916.  Most 
of  us  have  seen  young  women  in  whom 


unilateral  and  even  bilateral  oophorectomies 
have  been  done  because  of  these  benign 
tumors.  It  must  be  emphasized  that  even 
though  the  ovary  appears  to  be  completely 
destroyed  or  replaced  by  the  cyst,  there  is 
an  enveloping  capsule  made  up  of  normal 
ovarian  tissue.  This  capsule  can  be  con- 
served and  with  it  a normal  ovary  recon- 
structed. We  have  recorded  this  technique 
on  film  in  an  effort  to  further  disseminate 
Dr.  Bonney’s  contribution. 
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Vanderbilt  University  Hospital* 

Hodgkin's  Disease  and  the 
Effectiveness  of  Treatment 

This  39  year  old  white  woman  had  9 admissions 
to  Vanderbilt  University  Hospital,  the  last  admis- 
sion being  precipitated  because  of  protracted  nau- 
sea and  vomiting. 

Her  illness  began  in  1945  when  she  noted  pain- 
less swelling  in  her  neck.  A biopsy  in  1946  was 
reported  as  negative.  Additional  cervical  aden- 
opathy occurred  and  persisted.  Next  axillary 
adenopathy  developed  and  she  came  to  Vander- 
bilt University  Hospital  Outpatient  Department 
in  February,  1947  weighing  135  pounds.  A node 
biopsy  revealed  Hodgkin's  disease.  X-ray  therapy 
was  given  with  a decrease  in  size  of  the  nodes. 
She  was  asymptomatic.  In  September,  1947,  she 
became  pregnant  and  had  an  uneventful  preg- 
nancy, labor  and  delivery  with  a normal  7% 
pound  female  infant  being  delivered.  Adenopathy 
persisted,  and  over  the  next  2 years  nodes  ap- 
peared in  the  axillas,  both  cervical  areas,  and 
inguinal  and  submental  regions.  No  pain,  fever, 
chills  or  other  symptoms  were  present. 

About  this  time  she  began  to  have  pruritus  of 
the  legs  and  trunk  which  became  protracted  and 
severe.  Lethargy,  slight  cough  and  fatigue  de- 
veloped, and  in  1951  mediastinal  adenopathy  was 
found  for  which  she  received  deep  X-ray  therapy 
with  subsidence  of  symptoms.  Soon,  the  dry, 
nonproductive  cough  returned  and  worsened.  In 
1952,  she  developed  marked  adenopathy,  anemia, 
splenomegaly  and  emaciation.  She  received  trans- 
fusions for  the  anemia  but  no  other  treatment. 

In  1953,  fever,  night  sweats  and  chills  occurred, 
and  because  of  pain  in  the  left  hip  a complete 
bone  survey  by  the  X-ray  was  made.  Lytic  le- 
sions were  noted  in  the  ischium,  pelvis  and  the 
bodies  of  L-3  and  L-4.  Deep  X-ray  was  given 
with  subjective  improvement  though  chills  and 
fever  persisted.  Nitrogen  mustard  was  given  and 
resulted  in  a defervescence  of  the  fever.  The 
liver  which  had  been  enlarged  ceased  to  be  palpa- 
ble, but  the  spleen  remained  palpable  one  finger- 
breadth  below  the  left  costal  border.  She  did  well 
for  about  a year,  and  then  developed  pain  in  her 
knees.  X-ray  examination  showed  lytic  lesions  of 
both  tibias.  Hepatosplenomegaly  and  adenopathy 
were  noted.  X-ray  treatment  to  the  knees  gave 
relief. 

In  1954,  chills,  fever,  weakness  and  emaciation 
returned  and  the  weight  fell  to  106  pounds.  Dor- 
sal kyphosis,  hepatosplenomegaly,  adenopathy  and 
anemia  were  noted.  X-ray  studies  revealed  de- 


: From  the  Departments  of  Medicine  and  Pa- 
thology, Vanderbilt  University  School  of  Medicine, 
Nashville,  Tenn. 


struction  of  D-ll  and  D-8.  She  was  treated  with 
transfusions,  nitrogen  mustard  and  X-ray  to  the 
back  with  marked  improvement  in  the  back-pain 
and  lysis  of  the  fever.  Weakness  continued  along 
with  adenopathy  and  hepatosplenomegaly.  Ascites 
developed  which  required  paracentesis.  Dyspnea 
became  prominent.  Transfusions  were  continued 
in  the  Outpatient  Department.  Chills  and  fever 
returned,  and  she  was  readmitted  for  treatment. 
Ascites  and  pleural  effusion  on  the  right  were 
noted  in  addition  to  adenopathy,  hepatosplen- 
omegaly and  emaciation.  She  had  thoracentesis 
and  paracentesis  with  removal  of  straw  colored 
fluid.  Treatment  consisted  of  nitrogen  mustard 
and  transfusions.  Her  hospital  course  was  stormy 
with  high  spiking  fever,  chills  and  sweats.  Leu- 
kopenia and  thrombocytopenia  were  noted  after 
treatment  with  nitrogen  mustard. 

Cough  and  dyspnea  returned  and  repeated  thor- 
acentesis were  necessary  as  well  as  paracentesis. 
Repeated  studies  of  the  fluid  showed  the  protein 
to  be  less  than  2 Gm.  percent.  Hepatosplen- 
omegaly increased  and  she  developed  edema  of 
the  legs.  She  continued  to  be  febrile.  After  many 
paracenteses  she  was  treated  with  radioactive  gold 
with  only  partial  success  in  diminishing  the  as- 
cites. Frequent  transfusions  were  necessary  and 
were  given  in  the  Outpatient  Department  about 
one  week  apart.  Her  last  admission  was  preceded 
by  two  weeks  of  nausea  and  vomiting.  Epistaxis 
and  hemoptysis  appeared.  Dyspnea  and  cough 
became  severe.  She  noted  low  grade  fever,  weak- 
ness and  finally  prostration. 

Physical  Examination:  B P.  85/60,  P.  120,  T.  97  , 
weight  91  lb.  She  was  emaciated,  dehydrated  and 
very  weak.  The  skin  was  deeply  pigmented. 
There  was  discrete  adenopathy  in  the  inguinal 
axillary  and  cervical  areas.  E.E.N.T. — The  scleras 
were  icteric;  the  pupi's  and  fundi  were  negative. 
There  were  a few  petechiae  over  the  buccal  mu- 
cosa. Neck  was  negative  save  for  adenopathy. 
In  the  chest,  dullness  and  diminished  breath 
sounds  were  present  at  both  bases.  Heart  showed 
no  enlargement  nor  murmur.  The  abdomen  was 
distended  and  dull,  with  umbilical  herniation.  The 
liver  was  ballotable  4 fingerbreadths  below  the 
right  costal  border;  the  spleen  could  not  be  felt. 
Slight  edema  of  feet  was  present. 

Course.  The  fo’lowing  day  she  was  confused 
and  soon  became  unresponsive  save  to  noxious 
stimuli.  She  became  more  deeply  jaundiced  and 
urinary  output  fell  to  very  small  amounts.  She 
remained  afebrile.  Two  days  after  admission  she 
died  quietly. 

Laboratory  work.  The  urine  in  October,  1954, 
had  a specific  gravity  of  1.025  and  was  negative 
in  all  respects.  In  December,  1954,  specific  grav- 
ity was  1.025;  the  protein  was  1 + , sugar  negative, 
and  showed  no  WBC,  RBC  or  casts.  In  February, 
1955,  the  urine  was  brown  in  color,  of  insufficient 
quantity  for  the  specific  gravity,  had  a protein 
of  3+,  negative  sugar  and  innumerable  WBC, 
with  a few  RBC.  Numerous  blood  studies  showed 
leukopenia  (more  pronounced  after  X-ray  or  mus- 
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tard  therapy)  anemia  with  a PCV  usually  about 
30%  and  thrombocytopenia.  A typical  differential 
was:  Juv.  3%,  Segs.  84%,  Eos.  2%,  Lym.  3%, 
Mono.  4%,  platelets  were  diminished  when  the 
WBC  was  3,100  per  cu.  mm.  Alkaline  phosphatase 
was  repeatedly  elevated;  there  were  occasional 
slight  elevations  of  serum  bilirubin,  and  numerous 
STS  were  negative.  A skin  test  in  1954  to  old 
tuberculin  was  1+.  The  fluid  obtained  at  para- 
centesis showed  a specific  gravity  of  1.012,  38 
WBC  and  protein  of  1.6  Gm.%.  The  pleural  fluid 
showed  specific  gravity  of  1.012,  624  cells,  80% 
of  which  were  RBC.,  the  AFB  culture  was  nega- 
tive and  protein  was  2.0  Gms.%.  Twenty-four 
hour  sputum  cultures  for  AFB  were  negative  on 
4 occasions  and  blood  cultures  negative  on  4 oc- 
casions also. 

Laboratory  studies  on  the  final  admission,  Feb- 
ruary 17,  1955,  showed  the  following:  WBC  count 
of  5,000,  PVC  32%,  reticulocytes  5.4%,  N.P.N.  60 
mg.%,  total  serum  proteins  were  3.8  with  an  al- 
bumin of  2.1  and  globulin  of  1.7  Gm.  percent; 
serum  bilirubin  was  direct  7.9  and  indirect  4.3 
mg.,  cephalin  flocculation  was  2+  and  4 + ; thymol 
turbidity  10.0;  alkalin  phosphatase  17.0  units  and 
prothrombin  time  of  63%.  The  differential  count 
was  reported  as  showing  blasts.  4%,  Juv.  13%, 
Segs.  66%,  Lym.  4%,  Mono.  3%,  platelets  were 
diminished,  and  slight  hypochromia. 

DR.  R.  H.  KAMPMEIER:  Usually  in  con- 
sidering the  protocol  for  a Clinicopathologi- 
cal  Conference,  one  is  in  the  position  of 
attempting  to  establish  a rational  diagnosis 
to  be  affirmed  or  disproven  subsequently  by 
the  pathologists.  Thus  the  approach  is  usu- 
ally one  of  a differential  diagnosis. 

In  the  case  for  consideration  today,  I am 
forced  to  an  assumption  that  the  primary 
diagnosis  appears  in  the  protocol,  and  that 
this  diagnosis  is  correct.  We  have  the  in- 
formation that  a diagnosis  of  Hodgkin’s  dis- 
ease was  made  by  biopsy  in  1947.  two  years 
after  the  present  illness  began.  To  consider 
a diagnosis  of  disease  other  than  Hodgkin’s 
would  be  artificial,  since  everything  which 
occurred  in  the  course  of  this  case  subse- 
quent to  a diagnosis  by  biopsy  is  perfectly 
compatible  with,  and  acceptable  for  the  di- 
agnosis of  Hodgkin’s  disease.  Therefore  I 
should  use  this  case  primarily  for  its  teach- 
ing aspects,  since  it  provides  the  opportun- 
ity to  point  to  the  many  facets  of  this  disease 
and  to  discuss  some  of  the  complications 
which  may  occur. 

It  is  just  over  a century  ago  that  Hodg- 
kins, pathologist  to  Guy’s  Hospital,  London, 
described  the  disease,  bearing  his  name,  ac- 
tually in  the  year  1832. 


We  may  say  then,  that  we  have  had  in 
this  woman,  who  was  39  years  of  age  and 
who  lived  ten  years  with  the  disease, 
the  opportunity,  because  of  its  duration, 
to  anticipate  and  to  find  the  clinical  mani- 
festations this  condition  may  offer.  The 
duration  itself  in  this  case  is  a bit  on  the 
unusual  side,  though  a duration  of  7 to  10 
years  before  death  does  occur.  It  is  not  un- 
common, however,  to  have  Hodgkin’s  dis- 
ease run  its  course  in  from  18  to  36  months. 
The  rare  case  may  have  a course  of  15  years 
or  more  in  duration. 

This  patient  first  noted  a painless  lymph- 
adenopathy  in  1945,  and  the  following  year 
a biopsy  was  reported  as  negative.  This 
should  not  be  disturbing,  since  early  in  the 
disease  it  is  not  unusual  for  the  surgeon  to 
obtain  a node  which  is  not  involved  by  the 
specific  process,  and  which  is  reported  as 
showing  chronic  inflammatory  reaction.  We 
have  encountered  such  circumstances  on  a 
number  of  occasions  in  the  past.  However, 
in  1947,  the  second  biopsy  did  reveal  Hodg- 
kin’s disease  and  the  expected  response  to 
irradiation  occurred.  Subsequently  the  pa- 
tient became  pregnant  and  went  through  a 
normal  pregnancy. 

From  the  protocol  it  appears  that  for  the 
first  two  to  three  years  of  the  illness  the 
lymphadenopathy  was  restricted  to  the  cer- 
vical nodes  insofar  as  is  known,  which  is 
commonly  the  case.  Of  course  any  group  of 
lymphnodes  may  represent  the  initial  in- 
volvement,. but  certainly  all  of  us  see  the 
cervical  nodes  involved  more  frequently 
initially  than  any  other  group  of  nodes. 
Within  the  next  couple  of  years  enlarge- 
ments of  the  lymphnodes  developed  else- 
where in  the  neck,  in  the  axillas,  and  in  the 
inguinal  and  submental  regions.  It  appears 
that  during  the  first  five  years  of  her  illness, 
her  general  health  remained  quite  good  ap- 
parently, and  she  had  no  febrile  reaction 
from  the  disease. 

She  next  began  to  show  the  distressing 
results  of  invasion  of  the  skin,  which  occurs 
in  some  third  of  the  patients.  This  is  as- 
sociated with  a most  distressing  pruritis. 
In  her  case  it  was  quite  generalized,  appar- 
ently, though  this  is  not  universally  true. 
In  some  instances  it  may  seem  to  have  the 
distribution  of  a given  nerve  root  and  may 
be  accompanied  by  herpetic  lesions.  A 
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brownish  pigmentation  is  not  at  all  unusual. 
In  a minority  of  cases  an  actual  nodular 
infiltration  may  be  found  in  the  skin.  An 
important  point  to  be  made,  I believe,  is 
that  generalized  pruritis  with  or  without 
pigmentation  may  sometimes  precede  any 
evidence  of  involvement  of  lymphnodes. 
Generalized  pruritis,  then,  should  always 
be  kept  in  mind  as  possibly  the  earliest  or 
initial  symptom  of  Hodgkin’s  disease. 

Shortly,  after  this  the  patient  presented 
another  common  site  of  lymphadenopathy 
occurring  some  six  years  after  the  first  clin- 
ical manifestations  in  this  case.  The  symp- 
toms of  cough  pointed  to  involvement  of 
the  mediastinal  nodes  and  probable  pressure 
upon,  or  irritation  of  the  bronchi  to  account 
for  the  stimulation  of  the  cough  reflex,  or 
because  of  possibly  some  bronchial  obstruc- 
tion, or  because  of  interference  with  the 
normal  physiologic  processes  for  the  empty- 
ing of  secretion  from  the  bronchial  tree. 
Cough  is  commonly  the  initial  clinical  man- 
ifestation of  involvement  of  the  mediastinal 
nodes.  Deep  X-ray  therapy  to  the 
mediastinal  nodes  resulted  in  control  of 
these  symptoms  for  a time,  which  returned, 
however,  to  trouble  her  at  a later  date. 
These  symptoms  were  in  the  main  presuma- 
bly a nonproductive  cough;  she  apparently 
did  not  demonstrate  at  this  time  the  dysp- 
nea and  cyanosis  which  may  accompany  ob- 
struction of  the  bronchi  by  the  mediastinal 
mass.  Later  she  did  develop  breathlessness 
and  also  effusion  in  the  right  pleural  cavity, 
the  fluid  being  straw-colored,  having  a spe- 
cific gravity  of  1.012  with  2 Gm.  of  protein 
per  100  cc.  and  nothing  remarkable  from  a 
cellular  standpoint.  This  may  well  repre- 
sent pressure  on  the  azygos  veins  with  the 
resultant  effusion.  While  commenting  upon 
symptoms  related  to  the  respiratory  tract 
and  the  pleural  effusion,  it  may  be  worthy 
of  comment  to  call  attention  to  the  rare  cir- 
cumstances of  actual  invasion  of  the  pul- 
monary parenchyma  by  nodules  of  Hodg- 
kin’s tissue,  either  diffuse  or  localized,  and 
direct  involvement  of  the  pleura  with  ac- 
companying effusion. 

It  was  at  about  this  same  time,  some 
seven  years  after  the  onset  of  her  present 
illness,  that  splenomegaly  accompanied  the 
increase  in  lymphadenopathy.  Splenomeg- 
aly from  invasion  of  the  Hodgkin’s  process 


occurs  at  some  time  in  some  two-thirds  of 
all  cases,  and  only  rarely  does  splenomegaly 
represent  the  initial  involvement  of  lymph- 
oid tissue  by  the  process.  (We  have  seen 
this  in  two  instances.)  At  this  time  anemia 
made  itself  evident,  again  a common  con- 
comitant of  more  advanced  Hodgkin’s  dis- 
ease. At  this  particular  time  I question  that 
she  had  had  sufficient  irradiation  to  account 
for  any  degree  of  anemia.  Hypersplenism 
might  have  accounted  for  anemia  and 
thrombocytopenia,  but  it  seems  that  direct 
invasion  of  the  bone  marrow  is  a more  likely 
explanation  for  anemia.  In  addition  there  is 
that  always  intangible  “toxic”  effect  of  ma- 
lignancy or  chronic  infection  upon  the 
hematopoietic  activity  resulting  in  depres- 
sion of  the  blood-forming  elements  in  the 
absence  of  any  pathologic  evidence  of  in- 
volvement of  bone  marrow  or,  in  the  case 
of  anemia,  evidence  of  blood  loss.  Later  in 
the  course  of  this  patient’s  disease,  namely 
in  the  last  two  years  of  her  life,  anemia 
could  not  be  considered  as  being  related 
only  to  the  pathologic  changes  of  Hodgkin’s 
disease,  but  was  probably  related  in  large 
part  to  the  treatment  given,  involving  not 
only  deep  X-ray  therapy  but  also  the  use  of 
nitrogen  mustard. 

Two  years  before  the  patient’s  death  she 
illustrated  a complication  which  occurs  in 
about  15%  of  cases  of  Hodgkin’s  disease, 
namely  involvement  of  the  skeleton,  most 
commonly  of  the  vertebra  and  bones  of  the 
pelvis.  As  you  see  from  the  protocol,  lytic 
lesions  were  found  in  these  bones,  and  about 
a year  later,  more  unusually,  similar  lesions 
of  both  tibias,  accounting  for  pain  re- 
ferred to  the  knees.  Deep  X-ray  therapy 
to  the  skeletal  lesions  gave  symptomatic 
relief.  Involvement  of  the  vertebrae  was 
progressive  in  the  year  subsequent  to  the 
first  manifestations,  and  here  is  added  con- 
firmation for  our  speculation  that  anemia 
was  probably  related  to  invasion  of  the  bone 
marrow.  Dr.  Francis  would  you  like  to  com- 
ment on  the  X-ray  finding? 

DR.  HERBERT  C.  FRANCIS:  Examina- 
tion of  the  chest  shows  mild  enlargement  of 
the  hilar  and  some  of  the  lower  mediastinal 
glands.  There  is  extensive  but  scattered 
foci  of  infiltrate  in  the  right  mid  lung  field 
and  a few  widely  scattered  smaller  foci  in 
the  left  lung  field.  (Fig.  1.) 
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The  right  tibia  shows  an  area  of  trans- 
lucency  about  2 cm.  in  diameter,  about  an 
inch  below  the  proximal  end.  The  proximal 
end  of  the  fibula  shows  an  ovoid,  translucent 
lesion  about  3 cm.  in  length  and  approxi- 
mately 2 cm.  in  width.  (Fig.  2.) 


Fig.  2. 


The  left  tibia  shows  a large,  ovoid  lesion 
about  5 cm.  in  length  and  3 cm.  in  its  widest 
diameter  located  centrally  in  the  proximal 
portion  of  the  tibia.  Each  of  the  translucent 
zones  in  the  bones  show  a slight  area  of 
sclerosis  about  the  borders  of  the  destruc- 
tive changes. 

DR.  KAMPMEIER:  Hepatomegaly  accom- 
panied splenomegaly,  the  former,  as  is  com- 
monly true,  seemed  to  respond  well  to 


nitrogen  mustard  at  first.  Subsequently 
ascites  developed  to  be  followed  by  edema. 
The  retroperitoneal  lymphnodes  are  not  un- 
usually involved  in  the  later  stages  of 
Hodgkin’s  disease,  and  these  are  so  stra- 
tegically located  that  pressure  upon  the 
vena  cava  may  well  result  not  only  in 
ascites,  but  also  in  edema  of  the  lower  ex- 
tremities. On  the  other  hand,  direct  in- 
vasion of  the  peritoneal  surface  by  Hodg- 
kin’s tissue  may  also  account  for  ascites,  and 
it  was  upon  this  premise,  no  doubt,  that 
radioactive  gold  was  used  intraperitoneally. 

As  the  last  of  the  clinical  manifestations 
characteristic  of  Hodgkin’s  disease  is  the 
consideration  of  certain  systemic  reactions, 
not  apparently  related  to  local  disease.  The 
weight  loss  may  be  accounted  for  on  the 
basis  of  malignancy  as  in  other  neoplastic 
processes,  but  the  chills  and  fever  are  a 
characteristic  of  Hodgkin’s  disease  encoun- 
tered in  a goodly  proportion  of  patients. 
The  Pel-Ebstein  fever  is  a recurring  one  in 
febrile  periods  of  from  three  to  seven  days, 
followed  by  similar  periods  of  freedom  of 
fever,  to  be  followed  again  by  the  febrile 
recurrence.  During  the  febrile  periods  the 
fever  is  of  the  remittent  character  often 
fluctuating  some  three  to  four  degrees  dur- 
ing the  24  hours,  the  fastigium  may  reach 
as  high  as  106  F.  The  chills,  fever,  and 
night  sweats  recurred  during  the  last  two 
years  of  her  decade  of  illness. 

At  the  time  of  this  patient’s  last  admission 
she  presented  the  final  state  of  emaciation, 
dehydration,  hypotension,  and  tachycardia 
accompanied  by  anemia,  thrombocytopenia 
and  leukopenia.  The  superficial  lymph- 
nodes  were  described  as  being  discrete, 
which  is  rather  unusual  in  Hodgkin’s  dis- 
ease of  this  duration.  More  characteris- 
tically the  lymphnodes  become  matted 
and  cannot  be  separated  by  the  palpating 
fingers  one  from  another.  As  part  of  the 
final  picture  were  nausea  and  vomiting,  a 
possible  accompaniment  of  ascites,  possible 
invasion  of  the  gastric  mucosa  by  the  Hodg- 
kin’s lesion,  a rare  possibility,  possibly  par- 
tially due  to  a prerenal  azotemia  because 
of  dehydration,  and  lastly  possibly  partially 
due  to  disease  of  the  liver.  Jaundice  was 
present,  of  a deepening  progress  with  the 
laboratory  evidence  of  obstructive  jaundice. 
Was  this  due  to  an  enlarged  mass  of  nodes 
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at  the  hilus  of  the  liver  with  obstruction? 
And  if  so,  the  earlier  ascites  might  then 
have  resulted  from  obstruction  to  the  portal 
veins.  Though  the  liver  not  unusually  pre- 
sents nodules  of  Hodgkin’s  tissue,  it  is  im- 
probable that  obstructive  jaundice  would 
develop  as  the  result  of  such  invasion.  Be- 
cause of  the  numerous  transfusions  this  pa- 
tient had  received,  serum  hepatitis  with 
yellow  atrophy  comes  to  mind.  Such  a 
pathologic  precess  might  also  be  related  to 
the  treatment.  Hepatic  coma  may  have 
been  the  immediate  cause  of  death. 

In  summary,  I have  accepted  the  diagnosis 
of  Hodgkin’s  disease  as  made  by  biopsy  two 
years  after  the  onset  of  her  illness  and  8 
years  before  her  death.  Except  for  invasion 
of  the  brain  and  encroachment  upon  the 
spinal  cord,  this  patient  has  shown  prac- 
tically all  of  the  characteristic  manifesta- 
tions of  Hodgkin’s  disease,  as  well  as  some 
of  the  less  common  ones.  No  clinical  symp- 
tom or  sign  which  this  patient  has  presented 
is  incompatible  with  an  explanation  on  the 
basis  of  the  Hodgkin’s  lesion.  We  must 
keep  in  mind,  however,  with  regard  to  cer- 
tain systemic  manifestations,  and  particu- 
larly those  related  to  the  hematopoietic 
system,  that  this  patient  lived  long  enough 
to  receive  a great  amount  of  irradiation 
and  chemotherapeutic  agents  which  are  not 
without  noxious  effect.  Finally,  though 
death  may  have  seemed  to  be  due  to  hepatic 
coma  in  the  presence  of  progressive  obstruc- 
tive jaundice,  we  must  not  lose  sight  of,  in 
addition,  probably  electrolytic  and  metabo- 
lic abnormalities  and  all  the  other  factors 
implied  by  malnutrition,  which  along  with 
the  toxic  effects  of  drugs  may  all  have  con- 
spired to  lead  to  death. 

Autopsy  Findings 

DR.  JOHN  SHAPIRO:  I will  not  go  into 
an  exhaustive  description  of  the  anatomic 
findings  in  this  case,  but  will  point  them 
out  in  association  with  certain  comments  I 
would  like  to  make.  The  lymph  node  bi- 
opsy was  reviewed  and  revealed  unequivo- 
cal Hodgkin’s  disease. 

A major  point  of  interest  in  the  case  is 
that  at  the  time  of  autopsy  we  were  unable 
to  make  an  anatomic  diagnosis  of  Hodgkin’s 
disease.  The  lymph  nodes  were  small,  and 
in  no  tissue  sections  I examined  could  I 


have  substantiated  the  diagnosis  of  Hodg- 
kin’s disease.  Needless  to  say  she  almost 
certainly  had  foci  of  this  generalized  disease 
somewhere  in  the  body,  but  our  sampling  of 
microscopic  sections  did  not  show  it.  I be- 
lieve we  can  state  that  this  finding  is  due  to 
the  effectiveness  of  the  treatment  which  she 
received.  One  might  look  on  this  as  a case 
in  which  the  tumor  was  ablated  as  far  as 
we  could  determine  but  the  patient  expired. 
This  experience  is  becoming  increasingly 
common  with  the  lymphomas  and  the  rela- 
tively effective  treatment  as  far  as  destruc- 
tion of  the  tumor  cells  is  concerned. 
This  disappearance  of  recognizable  tumor 
tissue  is  seen  fairly  frequently  in  associa- 
tion with  nitrogen  mustard  treatment. 

An  illustration  of  the  price  that  must  be 
paid  presently  for  such  effective  therapy 
was  seen  in  the  bone  marrow  in  this  patient. 
The  picture  was  that  of  extreme  hypoplasia 
with  actual  complete  atrophy  in  some  bone 
marrow  tissue  examined.  There  were  foci 
of  regenerating  red  cells  and  a few  leuko- 
poietic  tissues,  but  these  were  quite  incon- 
spicuous. As  it  is  well  known,  hemopoietic 
tissues  as  well  as  lymphoid  tissues  are  sus- 
ceptible to  the  effects  of  irradiation  and 
nitrogen  mustard.  As  to  whether  the  bone 
marrow  could  have  re-established  itself  in 
the  future  in  this  case  is  entirely  specu- 
lative. 

The  etiology  of  the  jaundice  in  this  pa- 
tient is  not  easily  accounted  for.  However, 
I think  there  is  a reasonable  explanation 
apparent  from  the  anatomic  findings.  The 
periphery  of  the  liver  was  relatively  smooth 
and  there  were  no  areas  of  massive  destruc- 
tion. Toward  the  hilum  of  the  liver  and 
extending  out  along  the  biliary  radicles 
there  were  nodules  of  fibrous  tissue  which 
I think  served  well  to  block  excretion  of 
bile  through  these  ducts  and  may  well  have 
contributed  to  portal  hypertension  mani- 
fested by  the  large  spleen  which  was  pres- 
ent. These  fibrous  nodules  were  made  up 
of  not  only  collagenous  connective  tissue 
but  heavy  deposits  of  hemosiderin.  I think 
certainly  that  these,  as  well  as  similar  nod- 
ules encountered  in  the  spleen,  represented 
healed  foci  of  Hodgkin’s  disease.  I believe 
the  process  of  healing  had  resulted  in  ob- 
struction of  sufficient  numbers  of  ducts  in 
the  liver  to  cause  jaundice.  Of  course,  there 
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was  also  an  associated  injury  to  liver  cells 
which  was  not  the  major  factor  however. 

Evidence  of  infection  was  prominent  at 
autopsy.  There  was  a terminal  broncho- 
pneumonia and  a severe  right  sided  acute 
suppurative  pyelonephritis.  The  leukopenia 
and  decreased  resistance  to  infection  may 
have  played  a part  in  these  acute  infections. 
Also  present  in  the  lung  was  a small  focus 
of  tuberculosis.  This  was  not  a large  lesion 
but  it  had  spread,  as  was  manifested  by  a 
demonstration  of  a few  fresh  miliary  tu- 
bercles in  the  spleen  and  liver.  Whether 
or  not  there  is  an  increased  incidence  of 
tuberculosis  and  fungus  diseases  in  patients 


with  lymphoma  above  that  which  we  would 
anticipate  in  any  debilitated  individuals  is 
still  under  controversy.  We  have  the  def- 
inite impression  that  active  tuberculosis  and 
fungus  infections  are  very  frequently  en- 
countered in  patients  with  lymphoma, — the 
treatment  administered  may  be  a factor  in 
such  a situation. 

Final  Diagnoses  were: 

Hodgkin’s  disease  (clinical) 

Hypoplasia  and  atrophy  of  bone  marrow 
Acute  suppurative  pyelonephritis 
Bronchopneumonia,  and  a small  focus 
of  pulmonary  tuberculosis  with  mili- 
ary lesions  of  liver  and  spleen. 
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Recently,  a TSMA  physician  was  designated  by  the  Associa- 
tion as  its  spokesman  to  appear  before  a body  of  the  Tennessee 
State  Legislature,  not  in  connection  with  a matter  directly  involv- 
ing the  medical  profession,  but  rather  in  support  of  another  group 
allied  to  medicine.  This  group  was  frankly  asking  the  legislature 
for  help  but  was  not  specifying  what  form  that  help  should  take. 

One  Tennessee  lawmaker,  a veteran  politician,  sensed  the  ulti- 
mate request  and  asked  the  doctor  this  rather  blunt  question: 
“Doctor,  you  are  familiar  with  the  practice  followed  by 
many  industries  when  they  are  faced  with  a situation  involving 
shortage  of  personnel.  Many  of  them  afford  scholarships,  or 
in  other  ways  subsidize  training  of  needed  personnel.  What  are  the  doctors  doing? 

It  seems  to  me  that  while  doctors  protest  against  government  participation  in  any 
manner  in  the  practice  of  medicine,  the  medical  profession  too  often  addresses  its 
problems  to  government  for  some  solution  without  first  exploring  its  own  resources.” 

This  is  a problem  not  only  in  Tennessee,  but  in  other  areas  throughout  the  nation. 

Schools  of  medicine  are  expensive  operations,  when  one  takes  into  consideration  the 
fact  that  the  medical  student  pays  only  about  one-fifth  of  the  cost  of  his  education. 
This,  in  itself,  has  served  as  a depressing  factor  with  respect  to  keeping  down  the  num- 
ber of  medical  schools. 

But  how  have  doctors  contributed  to  alleviate  the  shortage  of  personnel  in  their 
profession?  To  what  extent  has  organized  medicine  paid  subsidies  to  educate,  to  pro- 
vide new  teaching  facilities,  or  to  expand  those  already  in  existence? 

The  largest  single  effort  in  this  direction,  under  the  guidance  of  organized  medicine, 
is  the  American  Medical  Education  Foundation.  Organized  in  1951,  AMEF  is,  as  its 
name  implies,  dedicated  to  the  support  of  medical  education  . . . the  direct  financial 
support  to  the  nation’s  85  schools  of  medicine.  It  depends  upon  voluntary  contribu- 
tions from  the  members  of  the  medical  profession.  Since  it  was  organized,  AMEF  has 
channeled  more  than  six-million  dollars  to  these  schools. 

This  year,  the  Committee  on  the  American  Medical  Education  Foundation,  through 
its  members  and  its  chairman,  Dr.  Louis  Rosenfeld,  Nashville,  will  assist  Tennessee  phy- 
sicians in  supporting  this  important  effort.  In  1957  contributions  to  AMEF  from  Tennes- 
see physicians  and  medical  alumni  totaled  $41,496.56. 

Tennessee  physicians  might  also  recall  these  words  from  the  Oath  of  Hipprocrates: 
"I  swear  bv  Apolla,  the  physician,  and  Aesculiapius  ...  to  reckon  him  who  taught  me 
this  art  equally  dear  to  me  as  my  parents,  to  share  with  him  and  relieve  his  necessities 
if  required.  . . .” 


James  C.  Gardner 
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LIFE  INSURANCE  FOR  DIABETICS 


The  problem  of  insuring  the  life  of  a dia- 
betic is  an  intriguing  subject  and  has  many 
facets  for  discussion.  A recent  report,1 
given  before  a group  sponsored  by  the 
American  Diabetes  Association,  summarizes 
the  problem  rather  neatly. 

Anyone  recommending  the  purchase  of 
life  insurance  these  days  and  times  would 
not  be  accused  of  harsh  salesmanship.  An 
adequate  life  insurance  program  is  as  es- 
sential in  a family  budget  as  food,  home, 
education,  and  the  payment  of  taxes.  Since 
the  wage  earner  is  responsible  for  the  above 
items,  his  untimely  removal  from  the  scene 
would  often  cause  an  upheaval  in  this 
schedule  of  living,  particularly  insofar  as 
children  are  concerned. 

As  pointed  out  by  the  author,  a diabetic 
with  a family  when  denied  the  purchase  of 
insurance  by  reason  of  his  metabolic  dis- 
order is  placed  in  a position  of  uneasiness 
and  uncertainty,  which  not  only  is  not  good 


for  a healthy  outlook  on  life  in  general,  but 
in  specific  can  do  harm  to  the  general  course 
of  his  diabetes. 

In  recent  years  several  life  insurance 
companies  have  looked  into  this  matter  and 
have  been  issuing  insurance  coverage  to 
certain  diabetics.  Their  change  in  attitude 
resulted  from  an  investigation  of  the  life 
pattern  of  well  controlled  diabetics.  At  the 
Joslin  Clinic  a survey  of  patients-  under 
observation  for  at  least  twenty  years,  for 
the  five  year  period  1947-1951,  showed  in 
general  a life  expectancy  of  44.3  years,  as 
compared  with  the  general  United  States 
white  population  expectation  of  61.5  years. 
As  one  reviews  the  figures  for  the  various 
age  groups  in  general,  the  diabetic  lives 
about  70%  as  long  as  the  nondiabetic. 

The  insurance  companies  take  into  con- 
sideration facts  which  we  as  physicians  have 
recognized  for  years, — namely  that:  the 

younger  the  individual  at  the  time  of  onset 
of  the  disorder,  the  more  severe  ordinarily 
the  course  of  the  disease;  the  greater  the 
amount  of  insulin  needed  for  control,  the 
greater  the  severity  of  the  disorder;  the 
presence  of  complications  such  as  hyperten- 
sion, retinal  changes,  and  nephritis,  the 
poorer  the  outlook.  By  contrast  also,  the 
companies  recognize  that  the  diabetic  who 
is  attentive  to  his  problem  is  usually  free 
of  urine  sugar,  has  generally  a relatively 
normal  blood  sugar  and  avoids  being  over- 
weight. Departures  from  these  latter  points 
in  particular,  usually  put  “the  finger”  on  an 
uncooperative  or  negligent  patient,  and  con- 
sequently one  who  is  likely  to  run  into 
physical  unhappiness. 

With  many  of  these  facts  weighed  in  the 
statistical  scales  of  the  life  insurance  com- 
panies, insurance  is  now  being  written  on 
diabetics  who  show  an  understanding  of 
their  metabolic  disorder  and  a successful 
plan  for  living  with  it.  True  they  pay  a 
premium-rate  greater  than  the  normal  in- 
dividual, but  it  does  permit,  for  a price,  the 
obtaining  of  life  insurance  in  the  diabetic’s 
outline  for  planning  his  personal  and  family 
life. 

It  is  probable  that  investigation  by  life 
insurance  companies  of  other  disease  pro- 
cess will  permit  a more  liberal  policy  to- 
ward those  who  suffer  from  other  problems, 
such  as  elevation  of  blood  pressure,  which 
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has  been  so  sorely  maligned  by  the  under- 
writers in  the  past.  In  short,  if  life  insur- 
ance companies  will  study  current  informa- 
tion and  statistics,  instead  of  basing  their 
procedures  and  policy-making  on  informa- 
tion gathered  decades  ago,  many  more  in- 
dividuals with  varied  physical  disorders, 
may  be  placed  in  the  category  of  acceptable 
risks  for  life  insurance. 

A.  W. 
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WHEN  IS  A CONTRACT  NOT  A CONTRACT? 

Every  reader  of  this  page  is  urged  to  read 
the  yellow  page  on  Organizational  News  to 
learn  what  is  in  store  for  those  who  have 
been  caring  for  patients  under  Medicare. 
Also,  a letter  will  reach  each  physician’s 
desk  shortly  in  which  will  appear  in  detail 
the  final  form  of  the  “contract.”  If  it  is  not 
convenient  to  read  the  letter  on  its  receipt, 
it  should  be  given  to  the  office  nurse  or  aide 
for  ready  reference  when  the  next  Medicare 
patient  appears,  and  thus  avoid  an  exchange 
of  letters  or  telephone  calls  with  the  office 
of  the  Tennessee  State  Medical  Association. 

Medicare  has  been  an  experiment  in  so- 
cialized medicine  which  has  been  interesting 
to  observe.  It  developed  for  several  reasons. 
Organized  medicine  offered  the  criticism 
that  doctors  were  being  drafted  into  the 
Armed  Forces  to  staff  military  hospitals  for 
the  care  of  the  families  of  service  personnel, 
from  generals  down  to  the  buck  private. 
The  philosophy  of  opposition  to  the  use  of 
military  hospitals  for  the  delivery  of  babies 
has  a lot  in  its  favor.  Some  of  the  military 
personnel  did  not  like  the  impersonal  at- 
tentions just  any  “army  doctor”  to  whom 
they  were  assigned,  emphasizing  the  basic 
tenet  of  “free  choice  of  physicians,”  which 
every  practitioner  knows  is  fundamental  to 
the  successful  management  of  most  patients. 
The  “military,”  in  its  argument  for  Medi- 
care, also  pointed  up  this  “free  choice”  and 
appealed  to  organized  medicine  to  sign  the 
“contract''  in  the  best  interests  of  national 
defense,  i.e. — that  the  promise  of  free  choice 
of  physicians  would  enhance  re-enlistments 


of  personnel,  so  badly  needed  especially 
among  those  highly  trained  for  the  technical 
handling  of  modern  instruments  of  warfare. 

These  three  facets,  the  thoughts  of  organ- 
ized medicine,  the  feelings  of  the  military 
personnel,  and  the  needs  of  the  Military 
were  powerful  factors  in  the  first  “deal”  be- 
tween organized  medicine  and  the  govern- 
ment. 

The  difficulties  of  making  “a  contract” 
with  an  agency  under  bureaucratic  control 
quickly  appeared.  The  memos  altering  “this 
and  that”  in  the  contract  began  to  roll  off 
the  government  printing  presses  to  reach 
the  proportion  of  a “five-foot  shelf  of  book- 
lets.” And  now  comes  a reversal,  if  not  in 
the  philosophy  of  Public  Law  569,  at  least 
in  its  implementation.  This  is  not  surpris- 
ing, at  least  to  your  Editor,  who  has  pre- 
dicted always  that  in  any  form  of  bureau- 
cratic medicine  the  bureaucrat  has  the  last 
say  by  virtue  of  holding  the  purse  strings 
and  by  the  generally  inflexible  attitude  of 
the  bureaucrat.  This  has  accounted  for  the 
progressive  flood  of  changes  from  Washing- 
ton without  a “by  your  leave”  from  the 
other  party  to  the  “contract.” 

However,  the  current  major  revision  in 
Medicare  illustrates  the  difficulties  of  mak- 
ing a contract  with  oneself,  which  in  es- 
sence is  what  Medicare  is.  since  the  elected 
representatives  in  Washington  have  decreed 
that  Medicare  be  operated  within  60  million 
dollars  a year  rather  than  90-100  million 
currently  being  spent.  The  Military  has 
had  no  choice  in  face  of  this  and  Congress’ 
mandate  to  the  Defense  Department  that 
military  hospitals  be  operated  at  “optimum.” 

Possibly  this  turn  of  events  in  the  first 
experiment  in  socialized  medicine  recog- 
nized officially  by  organized  medicine  is  for 
the  ultimate  good.  It  should  open  the  eyes 
of  the  “impractical  idealist”  in  both  the 
medical  profession  and  in  the  lay  popula- 
tion to  the  pitfalls  of  government  medicine. 
The  day  of  reckoning  will  always  appear 
when  honest  and  dishonest  waste  makes 
mounting  costs  of  medical  care  impossible 
of  payment,  just  as  it  will  some  day  when 
the  promises  of  Social  Security,  which 
would  appall  any  insurance  examiner,  catch 
up  with  its  major  pool  of  aged  recipients. 

This  fiasco  emphasizes  the  need  for  a bet- 
ter and  more  practical  policy  for  the  care 
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of  the  medically  indigent.  Insurance  pur- 
chased by  the  government  for  the  families 
of  personnel,  similar  to  the  Canadian  plan 
of  buying  insurance  for  veterans  as  related 
to  income  tax  brackets,  offers  a means  of 
providing  care  on  a sound  fiscal  basis,  con- 
tinuing patient’s  choice  of  physicians,  and 
offers  the  best  peace  of  mind  for  the  re- 
cipient. This  insurance,  as  should  all  health 
and  hospital  insurance,  should  be  on  a basis 
of  co-insurance  or  on  a major  catastrophic 
basis. 

In  any  event,  every  physician  who  will 
deal  with  Medicare  patients  should  read  the 
yellow  page  and  the  item  under  National 
News  in  this  issue. 

R.  H.  K. 


Dr.  Charles  L.  Cox,  Sr.,  70,  Memphis,  died  July 
15th  at  Methodist  Hospital. 

Dr.  A.  S.  Witheringtan,  Sr.,  74,  Munford,  died 
July  20th  at  Methodist  Hospital  in  Memphis. 

Dr.  Henry  B.  Ausban,  79,  Doyle,  died  July  19th 
at  his  home. 

Dr.  Horace  Knox  Alexander,  72,  Fayetteville, 
died  July  15th  in  the  Lincoln  County  Hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County 
Medical  Society 

The  Society’s  regular  meeting  was  held 
on  August  5th  in  the  Interstate  Building. 
The  scientific  program  consisted  of  the  fol- 
lowing: “Open  Heart  Surgery”  by  Dr.  John 
Paul  Carter;  “Hyaluronidase — Local  Tech- 
nique in  Hemorrhoidectomy”  by  Dr.  O.  C. 
Gass;  “Sphincterotomy — Report  of  Forty 
Cases”  by  Dr.  James  M.  Higginbotham. 

Roane  County  Medical  Society 

The  regular  monthly  meeting  was  con- 
ducted on  July  29th  in  the  dining  room  of 
the  Oak  Ridge  hospital.  The  scientific  pro- 
gram consisted  of  a paper  on,  “Massive  Gas- 
tric Hemorrhage  without  Major  Ulceration,” 
by  Dr.  Eleanor  J.  Humphreys,  Professor  of 
Pathology,  University  of  Chicago  Medical 
School,  Chicago,  Illinois. 


Smith  County  Medical  Society 

The  Society  conducted  its  meeting  on  Au- 
gust 1st  at  the  county  hospital  in  Carthage. 
The  guest  speaker  was  Dr.  John  C.  Burch, 
of  Nashville.  Dr.  Burch  presented  a paper 
on  “Cancer  of  the  Cervix,  Office  Diagnosis 
and  Management.” 

Memphis-Shelby  County  Medical  Society 

The  Memphis  and  Shelby  County  Medical 
Society  held  open  house  in  its  new  execu- 
tive office  building  located  at  774  Adams 
Street  in  Memphis  on  July  10th.  Attending 
by  invitation  were  city  and  county  officials, 
representatives  of  health  organizations,  the 
ministry,  civic  clubs  and  other  groups. 

Increased  activities  of  the  Society  and  its 
growing  membership  necessitated  centrally 
located  executive  offices  with  ample  parking 
facilities. 

The  new  quarters  are  located  in  a modern 
structure  with  an  exterior  attractively  de- 
signed in  brick  and  glass.  The  3,000  sq.  ft. 
of  new  space  will  contain  the  headquarters 
of  the  TSMA’s  largest  county  medical  so- 
ciety. 


NATIONAL  NEWS 


The  Washington  Scene 
(From  AMA  Washington  Office) 

The  civilian  Medicare  program  is  strug- 
gling through  an  uncomfortable  period  of 
readjustment  while  attempting  to  cut  its 
costs  by  about  30%. 

Had  the  program  continued  the  way  it 
was  operating  last  year,  the  cost  this  year 
would  be  an  estimated  $100  million.  In- 
stead, the  Defense  Department,  on  the  urg- 
ing of  Congress,  is  attempting  to  keep  the 
costs  within  the  appropriated  $70.2  million. 

No  one  can  estimate  as  yet  actually  what 
is  being  saved.  Some  services  that  previ- 
ously were  authorized  in  civilian  hospitals 
and  from  civilian  doctors  have  been  elimi- 
nated, thus  shifting  these  costs  from  the 
government  to  the  service  families.  At  the 
same  time  many  dependents  who  had  been 
cared  for  outside  the  military  now  are  re- 
quired to  go  to  the  service  hospitals. 

If  they  do  not  like  what  is  happening, 
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there  is  not  much  the  Medicare  adminis- 
trators, the  doctors  and  the  hospitals  can 
do  about  it,  at  least  not  until  the  new  Con- 
gress meets  next  January.  Then,  if  the  situa- 
tion is  out  of  hand  and  there  is  widespread 
discontent  among  the  service  families,  the 
problem  could  be  returned  to  the  lap  of 
Congress. 

The  House  originally  proposed  only  $60 
million  for  the  civilian  program,  and  or- 
dered the  Defense  Department  not  to  ex- 
ceed that  figure.  In  the  Senate,  Senator 
Knowland  (R..  Calif.)  sponsored  an  amend- 
ment increasing  the  total  to  $70.2  million, 
and  lifting  the  ceiling  on  spending.  The 
Knowland  proposal  was  approved. 

The  conference  committee  accepted  the 
Senate  changes,  but  in  its  report  on  the  bill 
instructed  the  department  to  stay  within 
the  $70.2  million.  This  the  department  is 
attempting  to  do,  but  if  the  figure  has  to  be 
exceeded  for  good  reasons,  the  department 
would  have  to  shift  funds  or  ask  for  a sup- 
plemental appropriation  and  explain  the 
need. 

If  the  ceiling  has  been  kept  in  the  bill 
itself,  the  department  couldn't  have  spent  a 
penny  more  than  the  $60  million. 

Here  are  the  major  restrictions,  as  out- 
lined by  the  department  to  a meeting  of 
Medicare  contractor  representatives: 

In  maternity  cases,  if  the  patients  are 
living  apart  from  sponsors,  they  will  con- 
tinue to  have  freedom  of  choice.  If  living 
with  sponsors,  new  patients  or  those  in  the 
first  trimester  must  use  service  facilities  if 
available.  Those  in  the  second  and  third 
trimester  must  use  service  facilities  if  avail- 
able. Those  in  the  second  and  third  tri- 
mester, if  under  civilian  care  October  1,  may 
continue,  but  if  for  any  reason  they  change 
doctors,  military  facilities  must  be  used  if 
available. 

The  new  regulations  also  discontinue  all 
services  “not  clearly  specified  in  the  law” 
for  all  dependents.  The  eliminated  services 
include  medical  care  ordinarily  rendered  on 
an  outpatient  basis,  acute  emotional  disor- 
ders. and  elective  surgery.  Emergency  care 
may  be  obtained  from  civilian  sources  with- 
out prior  authorization. 

Where  more  than  one  service  facility  is 
located  in  the  area,  a military  clearing 
house  will  screen  dependents  and  hospitals 


to  insure  that  all  service  hospitals  are  used 
“to  the  optimum.” 

★ 

Congress  has  received  a variety  of  advice 
on  what  to  do  about  the  hospitalization  of 
veterans  now  and  in  the  years  ahead.  Every- 
one seems  to  agree  that  20  to  30  years  from 
now  will  see  a sharp  increase  in  the  number 
of  nonservice-connected  disabilities  among 
the  veteran  population.  The  question  then 
is  how  many  of  these  cases  should  be  taken 
care  of  by  the  federal  government. 

During  hearings  by  the  House  Veterans 
Affairs  Committee,  Dr.  Russell  B.  Roth, 
chairman  of  the  American  Medical  Associ- 
ation Committee  on  Federal  Medical  Serv- 
ices, reiterated  the  AMA  stand  that  service- 
connected  cases  should  receive  best  care 
possible  in  VA  facilities  and  that  non- 
service-connected illness  should  be  the 
responsibility  of  state  and  local  govern- 
ments, if  the  veteran  is  unable  to  pay  for  his 
care. 

Before  adjourning,  the  House  Committee 
introduced  a bill  that  did  little  to  clear  up 
the  issue  of  nonservice-connected  care.  It 
was  aimed  rather  at  the  Budget  Bureau  in 
an  effort  to  assure  that  some  5,000  beds  now 
closed  because  of  “administrative  decisions” 
would  be  placed  in  use — presumably  for 
nonservice-connected  cases. 

Keogh-Jenkins  Bill  Passed  By  House 

The  House  of  Representatives  passed  the 
Keogh-Jenkins  Bill  (HR  10)  which  allows 
self-employed  persons  to  set  aside  a portion 
of  their  income,  tax  exempt,  for  retirement 
purposes.  The  motion  passed  the  House 
and  is  now  in  the  Senate. 

HR  10  was  introduced  in  the  House  of 
Representatives  on  January  3,  1957.  It 
passed  the  House  on  July  29,  1958,  and  was 
sent  over  to  the  Senate  just  before  the  ad- 
journment of  the  current  session. 

At  this  writing,  the  Bill  is  scheduled  to 
come  up  for  hearings  at  the  earliest  possi- 
ble time.  That  could  be  early  next  year, 
judged  by  the  Senate  Committee’s  present 
work  rush. 

The  Treasury  Department  maintains  its 
opposition  to  this  measure,  whose  enactment 
the  medical,  legal,  engineering  and  other 
professions  have  been  seeking  for  years. 
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The  principal  objection:  “A  very  sub- 

stantial revenue  loss  amounting  to  an  esti- 
mated $365  million  annually.” 


MEDICAL  NEWS 
IN  TENNESSEE 


New  Committee  to  Be  Established  to 
Consult  with  Scientific  Program 
Committee 

The  Board  of  Trustees  approved  and  di- 
rected that  an  advisory  committee  be 
formed  for  the  purpose  of  special  study  and 
consultation  with  the  present  Scientific  Pro- 
gram Committee.  Appointment  of  the  com- 
mittee is  to  be  made  by  the  President  and 
to  contain  one  member  of  each  of  the  spe- 
cialty groups.  Among  the  things  to  be  con- 
sidered will  be  the  feasibility  of  having 
out-of-state  speakers  on  the  annual  meeting 
scientific  program  as  well  as  to  formulate 
plans  as  to  how  guest  speakers  of  the  spe- 
cialty groups  can  be  integrated  into  the 
general  scientific  program. 

New  "Tennessee  Plan"  Brochure 
Distributed 

After  exhaustive  study  and  revisions  in 
the  Tennessee  Plan,  by  the  Prepaid  Insur- 
ance Committee,  action  culminated  in  ap- 
proval by  the  House  of  Delegates  December 
15,  1957,  wherein  the  revisions  in  the  Ten- 
nessee Plan  were  established.  Effective 
July  1,  1958,  the  revised  program  and  sched- 
ule of  fees  went  into  effect  on  all  new  poli- 
cies written  under  the  Tennessee  Plan.  All 
existing  policies  will  be  changed  over  to  the 
new  schedule  upon  their  anniversary  dates. 

Several  restrictions  were  included  in  the 
revisions,  as  well  as  limitations  placed  upon 
those  persons  eligible  for  full  service  bene- 
fits under  the  plan. 

The  new  gray  and  blue  colored  brochures 
containing  all  pertinent  information,  ques- 
tions and  answers,  essentials  set  up  in  the 
plan  and  a complete  fee  schedule  of  surgery, 
medical  care  and  radiology  benefits,  has 
been  printed  and  mailed  to  every  physician 
member  of  TSMA.  The  mailing  went  out 
July  31,  1958.  Every  physician  whether  or 
not  he  is  a participating  doctor  in  the  plan 
should  study  and  review  the  brochure  to 


familiarize  himself  with  the  contents  of  the 
plan  now  in  effect. 

Plaque  Tracing  Medical  History 
Presented  to  TSMA 

The  Schering  Corporation,  pharmaceuti- 
cal company,  presented  a “Medical  Amer- 
ica” plaque  which  depicts  outstanding  med- 
ical events  in  the  history  of  Tennessee.  The 
plaque  was  presented  to  the  executive  sec- 
retary. The  plaque  is  displayed  in  the 
TSMA  headquarters  in  Nashville. 

Vanderbilt  University  School  of  Medicine 

A research  team  at  Vanderbilt  has  been 
awarded  a grant  from  the  Nutrition  Council 
of  the  American  Medical  Association  to 
study  “bound”  niacin  in  corn. 

University  of  Tennessee 
College  of  Medicine 

The  National  Fund  for  Medical  Education 
has  awarded  $2,850  to  the  Division  of  Anat- 
omy to  improve  studies  of  the  brain.  The 
funds  will  finance  a preservative  process 
used  on  brain  tissue.  Dr.  Roland  H.  Alden, 
chief  of  the  Division  of  Anatomy,  said  the 
technic  will  help  overcome  a shortage  of 
anatomic  material. 

★ 

Dr.  William  M.  Hale,  professor  of  bac- 
teriology, has  received  a grant  of  $8,931  for 
research  on  the  effect  of  gamma  radiation 
on  infections  and  immunity. 

★ 

Five  Memphis  physicians  have  been  ap- 
pointed to  the  staff  of  the  College  of  Medi- 
cine and  ten  have  been  promoted  in  rank. 
The  appointments  are:  Dr.  Aaron  M.  Lef- 
kovits,  assistant  professor  of  medicine;  Dr. 
James  S.  Brown,  assistant  in  pediatrics;  Dr. 
Richard  O.  Bicks,  assistant  in  medicine;  Dr. 
Hollis  H.  Halford  and  Dr.  William  C.  Fer- 
rell, assistants  in  radiology.  Promoted  from 
instructors  to  assistant  professors  in  medi- 
cine were:  Dr.  Charles  V.  Dowling,  Dr.  Mi- 
chael L.  Gompertz,  Dr.  J.  Purvis  Milnor, 
Dr.  Morris  Pasternack,  and  Dr.  Charles  A. 
Rosenberg.  Promoted  from  assistants  to 
instructors  in  medicine  were:  Dr.  D.  E. 
Scheinberg,  Dr.  Richard  P.  McNelis,  and  Dr. 
Maury  Bronstein.  Dr.  A.  Roy  Tyrer  was 
promoted  from  instructor  to  assistant  pro- 
fessor in  neurology,  and  Dr.  William  S.  Ogle 
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was  promoted  from  assistant  to  instructor 
in  neurology.  Dr.  Israel  David  (Mike)  Mi- 
chelson  has  been  advanced  from  associate 
professor  to  professor  of  microbiology.  Dr. 
Michael  James  Sweeney  has  joined  the  staff 
as  assistant  professor  of  pediatrics.  In  ad- 
dition to  his  teaching  duties,  will  be  con- 
nected with  the  Pediatric  Research  Lab- 
oratory studying  metabolism,  fluid  and 
electrolyte  balance  and  endocrinology.  Dr. 
Lorin  E.  Ainger  will  join  the  staff  of  the 
College  of  Medicine  as  an  assistant  profes- 
sor of  pediatrics  and  also  will  serve  as  med- 
ical director  of  the  Variety  Club’s  Home 
for  Convalescent  Children. 

★ 

A $95,000  grant  to  finance  the  study  of 
the  effects  of  exposure  to  relatively  low 
amounts  of  radiation  on  bodily  function  was 
awarded  yesterday  by  the  Surgeon  Gen- 
eral’s Office  of  the  Army,  to  Drs.  R.  R. 
Overman,  of  the  Clinical  Physiological  Lab- 
oratories, and  David  S.  Carroll,  the  Depart- 
ment of  Radiology. 

★ 

Dr.  William  L.  Dornette,  professor  of 
anesthesiology,  is  the  author  of  a book, 
“Hospital  Planning  for  the  Anesthesiolo- 
gist,” published  by  Charles  Thomas,  Inc. 
Dr.  G.  Gordon  Robertson,  professor  of  anat- 
omy, is  the  author  of  the  chapter  on  em- 
bryonic development  of  the  female  genital 
system  in  the  4th  edition  of  Schauffler’s 
“Pediatric  Gynecology,”  published  by  Year- 
book. 

★ 

Dr.  Emmett  R.  Hall,  head  of  the  Depart- 
ment of  Dermatology  since  1933,  requested 
he  be  relieved  of  his  administrative  duties, 
but  continues  to  serve  as  professor  of  der- 
matology. His  nephew,  Dr.  Vonnie  A.  Hall, 
will  be  professor  and  head  of  the  depart- 
ment. 

★ 

Dr.  Russell  H.  Patterson,  Jr.  has  been 
named  chief  of  staff  of  the  City  of  Memphis 
Hospitals.  Dr.  Edward  H.  Storer  was 
named  deputy  chief  of  staff. 


Dr.  J.  E.  Jackson,  Loretto,  has  announced  his 
candidacy  for  Democratic  Committeeman  from 
the  Sixth  Congressional  District. 

Dr.  Janies  Ely,  Knoxville,  recently  spoke  before 
the  Exchange  Club,  on  “Isotopes  and  Medical  Re- 
search.” 

Dr.  Robert  C.  Thompson,  Chattanooga,  was  a 
recent  speaker  on  a TV  program,  “Your  Doctor 
Speaking.” 

Dr.  William  K.  Lee,  Etowah,  announces  the 
opening  of  his  office  for  the  practice  of  medicine 
and  surgery  in  Ducktown. 

Dr.  Herbert  White,  Fountain  City,  recently 
opened  his  office  for  the  practice  of  medicine. 

Dr.  Guy  Richardson,  Bristol,  has  been  named 
Chairman  of  the  National  Veterans  of  Foreign 
Wars’  Americanism  and  Welfare  Service  Commit- 
tee. 

Dr.  William  L.  Grymes,  Lobelville,  is  now  as- 
sociated with  Dr.  J.  C.  Leonard  in  the  practice  of 
medicine  at  Lewisburg. 

Dr.  Robert  D.  Mynatt,  urologist,  has  announced 
the  opening  of  his  office  in  Maryville. 

Dr.  O.  L.  Simpson,  Jr.,  announces  the  opening  of 
his  office  for  the  general  practice  of  medicine  in 
Maryville. 

Dr.  Elliott  V.  Newman,  Nashville,  recently  ad- 
dressed the  Rotary  Club. 

Dr.  Dennis  M.  Cornett,  Chattanooga,  has  joined 
Dr.  Robert  J.  Boehm  in  the  practice  of  surgery. 

Dr.  Carl  A.  Hartung,  Chattanooga,  was  the  re- 
cent speaker  on  a TV  station  on  the  program 
“Your  Doctor  Speaking.” 

Dr.  William  R.  Fowler,  Chattanooga,  announces 
the  opening  of  his  office  for  the  practice  of  med- 
icine, limited  to  general  surgery  and  in  association 
with  Dr.  Robert  E.  Eyssen. 

Dr.  Robert  O.  Glenn,  Mountain  City,  is  seeking 
election  to  the  Johnson  County  Board  of  Education. 

Dr.  Charles  R.  Crow,  Dover,  was  recently  hon- 
ored by  a banquet  at  the  Stewart  County  High 
School. 

Dr.  Nat  H.  Swann,  Chattanooga,  has  been  ap- 
pointed full  time  to  the  staff  of  the  Newell  Hos- 
pital and  Clinic. 

Dr.  Robert  M.  Roy  and  Dr.  William  F.  Meacham, 

Nashville  physicians,  were  recently  featured  in 
newspaper  articles  sponsored  by  the  Nashville 
Academy  of  Medicine,  entitled  “The  Doctors 
Speak.” 

Dr.  L.  A.  Schmidt,  III,  Chattanooga,  has  become 
associated  with  Dr.  A.  F.  Ebert  in  the  practice  of 
general  surgery. 

Dr.  Barlow  Harris,  Chattanooga,  announces  the 
opening  of  his  office  for  the  practice  of  obstetrics 
and  gynecology. 

Dr.  Robert  P.  Ball,  Clinton,  recently  spoke  on 
cancer  at  the  annual  meeting  of  the  Anderson 
County  Unit  of  the  American  Cancer  Society. 
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Dr.  Bennett  W.  Caughran,  Chattanooga,  has  be- 
come associated  with  Dr.  Houston  Price  in  the 
practice  of  orthopedic  surgery. 

Dr.  James  A.  Langdon,  Jr.,  formerly  of  Bemis, 
has  become  associated  with  the  Jackson  Clinic  in 
Jackson,  in  the  department  of  obstetrics  and 
gynecology. 

Dr.  Carl  F.  Romans,  Greeneville,  is  now  in 
charge  of  the  Takoma  Medical  Group. 

Dr.  Michael  James  Sweeney,  formerly  of  Evans- 
ville, Indiana,  has  joined  the  staff  of  the  Univer- 
sity of  Tennessee  College  of  Medicine  as  assistant 
professor  of  pediatrics. 

Dr.  R.  M.  Landry,  Chattanooga,  was  a recent 
speaker  on  the  subject  “Appendicitis”  over  a 
Chattanooga  TV  station. 

Dr.  Jesse  O.  Quillian,  Chattanooga,  recently  be- 
came associated  with  Dr.  Edward  E.  Reisman,  Jr., 
in  the  practice  of  general  surgery. 

Drs.  J.  Thomas  Bryan  and  William  G.  Kennon, 
Jr.,  Nashville,  announce  the  removal  of  their  of- 
fices to  2011  Hayes  Street,  for  the  practice  of 
Otolaryngology. 


Handbook  of  Treatment  of  Acute  Poisoning.  By 
E.  H.  Bensley,  M.D.,  and  G.  E.  Joron,  M.D.,  both 
of  McGill  University,  Montreal.  206  pages. 
Baltimore.  Williams  & Wilkins  Co.,  1958.  Price 
$4.00. 

This  small  volume  on  acute  poisoning  contains 
two  sections.  The  first  is  intended  to  “help  phy- 
sicians with  no  special  experience  in  toxicology 
when  called  upon  suddenly  and  unexpectedly  to 
treat  cases  of  acute  poisoning.”  This  section, 
which  takes  up  the  first  38  pages  of  the  volume, 
accomplishes  this  purpose  in  very  concise  fashion. 
It  is  perhaps  a trifle  repetitious,  but  this  could  be 
condoned  on  the  basis  that  the  information  neces- 
sary must  be  readily  available.  The  second  sec- 
tion is  devoted  to  the  specific  treatment  of  poison- 
ing by  many  common  agents  and  is  designed  for 
handy  rapid  reference.  It  may  also  be  used  as 
the  “basis  of  a course  in  the  management  of  acute 
poisoning  for  students  of  medicine.”  This  section 
is  remarkably  concise  and  up  to  date.  The  judg- 
ment used  in  the  selection  of  the  poisons  to  be 
covered  is  admirable. 

In  view  of  the  fact  that  accidental  ingestion  of 
poisons  is  reasonably  common  in  children,  it  is 
regretted  that  accurate  doses  of  the  various  anti- 
toxins and  medications  used  are  not  outlined  for 
children.  This  book  does  not  make  any  effort  to 
answer  the  question  which  so  frequently  con- 
fronts the  physician  when  the  brand  name  of  the 
ingested  substance  is  known;  therefore  this  volume 
cannot  be,  and  is  not  intended  to  be,  a complete 
guide  for  the  treatment  of  poisoning. 

Robert  E.  Merrill,  M.D. 


Liver,  Biliary  Tract  and  Pancreas.  Part  III  of 
Volume  3.  Digestive  System,  The  Ciba  Collec- 
tion of  Medical  Illustrations.  By  Frank  II.  Net- 
ter,  M.D.  149  pages.  Summit,  N.  J„  Ciba,  1957. 
Price  $10.50. 

As  in  similar  volumes  published  by  Ciba  in  the 
past  few  years,  this  consists  of  a compilation  of 
colored  drawings  of  normal  and  pathologic  states. 
A short  explanation  accompanies  the  illustrations, 
by  well  known  authorities  in  their  particular 
fields.  The  illustrations  deal  with  the  normal 
anatomy  and  physiology  of  the  organs  considered, 
as  well  as  the  patho-physiology  of  disease,  in  the 
liver,  gallbladder  and  pancreas. 

This  type  of  volume  offers  a ready  reference 
work  to  the  busy  doctor,  and  the  reviewer  has 
often  found  the  Ciba  collection  of  medical  illus- 
trations a handy  teaching  tool  for  intelligent  and 
interested  laymen  and  patients. 

R.  H.  K. 

Adventures  in  Medical  Education.  By  G.  Canby 
Robinson,  M.D.,  Cambridge,  Mass.  Harvard 
University  Press,  1957.  Price  $5.00. 

Dr.  G.  Canby  Robinson,  Dean  of  the  Vanderbilt 
University  Medical  School  from  1920  to  1928.  has 
written  a personal  narrative  of  the  great  social 
and  medical  revolution  which  has  taken  place 
during  the  past  50  years.  He  has  had  a varied 
experience  and  an  unique  opportunity  to  take 
part  in  events  of  great  importance  during  the 
growth  of  medicine,  which  raised  the  standards 
of  medical  education  to  the  university  level. 

The  first  part  of  his  book  deals  with  the  early 
growth  of  medical  education,  from  its  first  begin- 
ning in  Colonial  days,  when  doctors  were  trained 
as  apprentices.  The  prophets  of  organized  medi- 
cal education,  who  pointed  the  way  to  lead  Ameri- 
can medicine  toward  the  highest  place  in  the 
world  today,  were  Dr.  John  Morgan,  who  received 
the  first  academic  appointment  in  1765  as  Pro- 
fessor of  Medicine  at  the  College  of  Philadelphia, 
Dr.  Patrick  Macaulay,  the  first  to  plead  for  hos- 
pital teaching  facilities,  essential  for  medical  edu- 
cation, and  the  stormy  and  influential  career  of 
Dr.  Daniel  Drake,  who  pioneered  the  development 
of  medical  education  in  the  Ohio  Valley. 

The  main  portion  of  the  book  begins  with  the 
founding  of  the  medical  school  of  the  Johns  Hop- 
kins University  in  1893.  There  for  the  first  time 
in  this  country,  medicine  was  taught  at  the  true 
university  level  to  students  who  were  college 
graduates  with  special  training  in  the  natural  sci- 
ences and  modern  languages. 

Dr.  Robinson’s  personal  adventures  in  medical 
education  start  with  an  account  of  his  entrance 
to  medical  school  at  Johns  Hopkins  in  1899,  and 
from  his  experiences  we  see  how  medical  research 
developed  in  this  country,  how  modern  medicine 
spread  to  the  Middle  West  at  Washington  Uni- 
versity, to  the  South  at  Vanderbilt  University,  to 
New  York  at  Cornell,  and  the  New  York  hospital 
and  later  developed  in  China  at  the  Peiping  Union 
Medical  College. 

The  chapter  on  the  Vanderbilt  University  School 
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of  Medicine  is  of  considerable  local  interest.  Dr. 
Robinson  in  much  detail  relates  the  problems  and 
planning  in  the  reorganization  of  the  medical 
school  and  hospital.  His  great  admiration  for 
Chancellor  James  H.  Kirkland  is  expressed  in  his 
statement,  “He  was  one  of  the  most  far-seeing, 
wise  and  sound  administrators  with  whom  I have 
had  the  good  fortune  to  be  associated.”  The  erec- 
tion of  the  new  Medical  Center  building  was  the 
first  in  this  country  to  assemble  under  one  roof 
the  departmental  laboratories  of  a medical  school 
and  a teaching'  hospital.  A new  educational  fea- 
ture for  this  period  was  the  provision  of  space 
and  facilities  for  research  in  the  clinical  depart- 
ments so  that  investigations  related  to  the  study 
of  patients  could  be  closely  correlated.  The  spa- 
tial arrangement  of  the  building  was  designed  to 
break  down  interdepartmental  barriers  and  the 
location  of  the  Medical  Library  in  a center  posi- 
tion, like  the  hub  of  a wheel,  contributed  to  the 
correlation  and  integration  of  the  teaching  and 
research  programs. 

Dr.  Robinson,  now  retired,  is  Emeritus  Lecturer, 
School  of  Medicine,  Johns  Hopkins  University. 

Richard  O.  Cannon,  M.D. 


ANNOUNCEMENTS 


Postgraduate  Course  in  Pediatrics  at 
Vanderbilt  University  School  of  Medicine 

The  Pediatric  Department  at  Vanderbilt  Uni- 
versity School  of  Medicine  announces  an- 
other Postgraduate  Day  for  Thursday,  October 
16.  1958.  to  be  held  at  Vanderbilt  University  Hos- 
pital. beginning  at  9 a.m.  Pediatric  concepts 
which  have  been  clarified  in  the  last  few  years 
will  be  discussed,  as  well  as  other  recent  ad- 
vances in  prevention  and  therapy.  Interesting 
clinical  material  on  the  Ward  at  the  time  will  be 


presented.  The  course  is  approved  for  6Y2  hours 
of  Category  I credit  by  the  American  Academy  of 
General  Practice.  Tuition  is  $15.00  which  includes 
the  luncheon.  For  further  information  address 
Department  of  Postgraduate  Instruction,  Vander- 
bilt University  School  of  Medicine. 

American  Academy  of  General  Practice 

For  your  information  and  records,  the  following 
dates  are  the  forthcoming  meetings  of  the  Ameri- 
can Academy  of  General  Practice: 

1959 —  April  6 to  9 — San  Francisco,  California 

1960 —  March  20  to  24 — Philadelphia,  Pennsyl- 
vania 

1961 —  April  17  to  20 — Miami  Beach,  Florida 

Newly  Licensed  Physicians  in  Tennessee 

Quillian,  Jesse  O.,  Chattanooga 
Dingley,  Albert  F.,  Nashville 
Chernoff,  Amos  I„  Durham,  N.  C. 

Swann,  Nat  H.,  Jr.,  Cleveland,  Ohio 
Allen,  Gladstone  W.,  Fayetteville,  N.  C. 
Zumstein,  Robert  F.,  Memphis 
Wilson,  Henry  H..  Jr.,  Warrenton,  Va. 

Henry,  Louie  C.,  Whitehaven 

Lee,  William  R.,  Houston,  Texas 

Scott,  Charles  S.,  Memphis 

Elliott,  Robert  B.,  Memphis 

Roberts,  James  C.,  Jr.,  Glenshaw,  Penn. 

Spalding,  Robert  T.,  Nashville  , 

Bauer,  Edward  C.,  Roanoke,  Va. 

Coats,  Roscoe  R.,  Jr.,  Nashville 
Austin,  James  H.,  Johnson  City 
Blake,  Lynn  F.,  Strawberry  Plains 
Hill,  John  E.,  Jr.,  Chattanooga 
Cavallaro,  Richard  J.,  Brooklyn,  N.  Y. 

Gegan,  Edward  L.,  Memphis 
Webster,  Raymond  H.,  Memphis 
Wiles,  George  W.,  Mobile,  Ala. 

Carson,  Layne  E.,  Chevy  Chase,  Maryland 
Laneuville,  Lorraine  A.,  Farmville,  Va. 

Wuest,  Leonard,  Jr.,  Cincinnati,  Ohio 
Harris,  Herschel  B.,  Lookout  Mountain 


REID’S 


Each  tablet  contains: 
Vitamin  A 8000  USP  Units 

Vitamin  D 800  USP  Units 

Thiamin  HCI  3 mg. 

Riboflavin  3 mg. 

Pyridoxine  HCI  1 mg. 

Calcium  Pantothenate  5 mg. 


MULVITAB 


Nicotinamide  20  mg. 

Cobalamin  (Vitamin 

B-12  Activity)  2 meg 

Folic  Acid  0.25  mg. 

Ascorbic  Acid  75  mg. 

Vitamin  E (Alpha 

Tocopherol  Acetate)  2 mg. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 37  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Desires  general  practice  in  community 
over  5,000.  Available  immediately.  LW-291 


community  will  pay  rent  for  first  six  months. 

PW-90 


Large  clinic  in  northwestern  Tennessee  has 
opening  for  Pediatrician  with  minimum  of  2 years 
residency  and  1 year  rotating  internship.  Ex- 
cellent opportunity  in  established  location. 

PW-91 


Middle  Tennessee  community  desires  physician. 
No  other  physician  located  there.  Excellent  size 
and  opportunity  in  community  of  rapid  growth 
and  young  families.  PW-100 


A 38  year  old  widowed  physician,  Methodist. 
Graduate  of  George  Washington  University. 
Priority  IV.  Desires  general  surgery  practice  in 
East  Tennessee  community  of  10,000-200,000. 
Available  immediately.  LW-300 


♦ 

A 31  year  old  married  physician,  Methodist. 
Graduate  of  Louisiana  State  University.  Priority 
IV.  Desires  clinical  general  practice.  Available 
immediately.  LW-307 


A 33  year  old  married  physician,  Southern 
Presbyterian.  Graduate  Bowman  Gray  School  of 
Medicine.  Priority  IV.  Desires  clinical  or  as- 
sociate practice  in  Ob-Gyn.  Available  September, 
1958.  LW-314 


A 33  year  old  married  physician,  Lutheran. 
Graduate  of  Loyola  of  Chicago.  (Stritch. ) 
Priority  IV.  Desires  clinical  or  associate  practice 
in  Internal  Medicine  in  community  of  50,000  or 
more.  Available  immediately.  LW-315 


A 31  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Tennessee.  Classifica- 
tion V-A.  Desires  group  or  associate  practice  in 
general  surgery.  Now  finishing  fourth  year  sur- 
gical residency.  Available  July,  1959. 

LW-318 


A 47  year  old  married  physician,  Methodist. 
Graduate  of  University  of  Tennessee.  Desires 
general  practice  with  some  surgery  in  east  or 
middle  Tennessee.  Available  immediately. 

LW-319 


A 33  year  old  married  physician,  Methodist. 
Graduate  of  Vanderbilt  University.  Priority  IV. 
Desires  location  in  middle  Tennessee  in  general 
practice.  Prefers  clinic  or  some  industrial  work. 
Available  immediately.  LW-320 


Physicians  Wanted 

Community  in  mid-central  Tennessee  needs  phy- 
sician to  replace  present  one  who  is  leaving  to 
enter  group  practice.  New  clinic,  equipped  and 
available  at  low  rent.  Good  location.  PW-89 


Mid-central  community  of  2,000  needs  doctor  to 
take  over  practice  of  physician  who  quit  practice 
after  heart  attack.  Office  space  available  and 


Physician  in  middle  Tennessee  community  of 
3,000  offers  excellent  salary  to  general  practitioner 
with  view  toward  association.  All  equipment  and 
office  space  furnished.  Community  has  hospital. 
Age  25-35.  PW-108 


Physician  in  northeastern  Tennessee  commu- 
nity desires  associate  in  general  practice.  Large 
practice  established  and  all  office  space  and  equip- 
ment available  in  13  room  clinic.  PW-111 


Community  of  20,000  in  central  Tennessee  de- 
sires physician  specializing  in  EENT  and  Pedi- 
atrics. Community  has  large  hospital  and  need 
for  physicians  is  great.  PW-112 

♦ 

Physician  in  large  west  Tennessee  community 
retiring.  Wishes  to  find  replacement.  Either 
ophthalmology  or  Otolaryngology-ophthalmology. 
Office  space  and  equipment  available.  Requires  2 
years  internship.  PW-113 


Northeast  Tennessee  community  of  20,000  pop- 
ulation has  great  need  for  Otolaryngologist.  Com- 
munity has  71  bed  hospital  which  will  supply 
equipment  for  in-patient  use.  PW-114 


Training  in  Internal  Medicine  to  satisfy  Board 
requirements  required  of  physician  for  excellent 
opportunity  in  middle  Tennessee  area  with  new 
hospital.  County  of  25,000  with  only  7 other 
physicians.  Office  building  being  completed. 

PW-115 


Pediatrician  with  training  to  satisfy  Board  re- 
quirements needed  in  middle  Tennessee  commu- 
nity with  new  hospital  and  office  space  near  hos- 
pital. Laboratory  and  x-ray  included  on  rental 
basis  if  desired.  PW-116 


Middle  Tennessee  community  with  new  Hill- 
Burton  Hospital  and  new  office  facilities  built  by 
practicing  physician,  desires  physician  with  train- 
ing to  satisfy  board  requirements  in  Ob-Gyn. 
Under  40  years  of  age.  PW-117 


Physician  in  large  southern  Tennessee  commu- 
nity desires  associate  eligible  for  Board  certifica- 
tion in  Internal  Medicine.  Desires  sub-specialty 
in  Cardiology.  All  equipment  and  office  facilities 
provided.  PW-118 
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Roscoe  C.  Pryce,  M.D.,  LaFollette, 
Secretary 

Bedford 

John  S.  Derryberry,  M.D.,  Shelby- 
ville.  President 

Albert  L.  Cooper,  M.D.,  Shelbyville, 
Secretary 
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President 
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Arts  Bldg.,  Chattanooga,  Presi- 
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President 

F.  M.  Valentine.  Sr..  M.D.,  New- 
port, Secretary 
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President 
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Secretary 
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President 
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Secretary 
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W.  G.  Kennon,  M.D.,  1912  Hayes 
St.,  Nashville,  President 
Thomas  S Weaver.  M.D.,  1912’,i 

Hayes  St.,  Nashville,  Secretary 
Mr.  Jack  Drury,  112  Louise  Ave., 
Nashville,  Executive  Secretary 
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James  C.  Elliott,  M.D.,  Charlotte, 
President 

W.  A.  Crosby,  M.D.,  Dickson,  Sec- 
retary 

Fentress 

Jack  Smith,  M.D.,  Jamestown.  Pres- 
ident 
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Secretary 
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ville.  President 
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Y.  A.  Jackson,  M.D.,  Morristown, 
Secretary 
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W.  E.  Gibbons,  M.D.,  Rogersville, 
Secretary 
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J.  Ray  Smith,  M.D.,  Paris,  Presi- 
dent 

I.  H.  Jones,  M.D.,  Paris,  Secretary 

Hick  man-Perry 

Gordon  H.  Turner,  Jr.,  M.D.,  Lin- 
den, President 

Parker  D.  Elrod.  M.D.,  Centerville, 
Secretary 
Jackson 

L.  R.  Dudney,  M.D.,  Gainesboro, 
President 

W.  T.  Anderson,  M.D.,  Gainesboro, 
Secretary 

Knox  County-Knoxville  Academy 

Oliver  W.  Hill,  Jr.,  M.D.,  4807  New- 
com  Ave.,  Knoxville.  President 

Ralph  H.  Monger,  M.D.,  Medical 
Arts  Bldg.,  Knoxville,  Secretary 
Lauderdale 

J.  R.  Lewis,  M.D.,  Ripley,  President 

P.  W.  Walker,  M.D.,  Ripley,  Secre- 
tary 

Lawrence 


Walter  Danley,  M.D  , Lawrence- 
burg,  President 

M.  H.  Weathers,  M.D.,  Loretto,  Sec- 
retary 

Lincoln 

L.  J.  Stubblefield,  M.D.,  Huntland, 
President 

Paul  E.  Whittemore,  M.D.,  Fayette- 
ville, Secretary 
Macon 

E.  M.  Froedge,  M.D.,  LaFayette, 
President 

John  R.  Smith,  M.D.,  LaFayette, 
Secretary 

Marshall 

K.  J.  Phelps,  M.D.,  Lewisburg, 
President 

J.  W.  Rutledge,  M.D.,  Lewisburg, 
Secretary 
Maury 


D.  B.  Andrews,  M.D.,  Columbia, 
President 

Ambrose  M.  Langa,  M.D.,  Columbia, 
Secretary 

McMinn 

Milnor  Jones,  M.D.,  Athens,  Presi- 
dent 

Robert  Hewgley,  M.D.,  Englewood, 
Secretary 

Memphis- Shelby  County 
John  Davis  Hughes,  M.D.,  Sterick 
Bldg.,  Memphis.  President 
R.  Beverley  Ray,  M.D.,  954  Madison 
Ave.,  Memphis,  Secretary 
Mr.  Leslie  Adams,  774  Adams  St., 
Memphis,  Executive  Secretary 

Monroe 


Houston  Lowry,  M.D.,  Madisonville, 
President 

Joe  H.  Henshaw,  M.D.,  Sweetwater, 
Secretary 
Montgomery 

William  G.  Lyle,  M.D.,  Clarksville, 
President 

Arthur  A.  McMurray,  M.D.,  Clarks- 
ville. Secretary 

Northwest  Tennessee  Academy  of 
Medicine 


J.  Kelley  Avery.  M.D..  Union  City, 
President 

Robert  T.  Kerr,  M.D.,  Dyersburg, 
Secretary 


Overton 

A.  B.  Qualls,  M.D.,  Livingston, 
President 

H.  B.  Nevins,  M.D.,  Livingston,  Sec- 
retary 

Putnam 

William  S.  Taylor,  M.D.,  Cookeville, 
President 

Thurman  Shipley,  M.D.,  Cookeville, 
Secretary 

Itoane 

Fred  Joseph  Hooper,  M.D..  Harri- 
man,  President 

Henry  B.  Ruley,  M.D.,  Oak  Ridge, 
Secretary 

Robertson 

A.  R.  Kempf,  M.D.,  Springfield, 
President 

John  S.  Freeman,  M.D.,  Springfield, 
Secretary 

Rutherford 

J.  Kenneth  Kaufman,  M.D.,  Mur- 
freesboro, President 

R.  James  Garrison,  M.  D.,  Mur- 
freesboro, Secretary 

Scott 

D.  T.  Chambers,  M.D.,  Norma, 
President 

Milford  Thompson,  M.D.,  Oneida, 
Secretary 

Sevier 

Ralph  H.  Shilling.  M.D.,  Gatlinburg, 
President 

Charles  L.  Roach,  M.D.,  Sevierville, 
Secretary 

Smith 

Frank  T.  Rutherford,  M.D.,  Car- 
thage, President 

David  Gordon  Petty,  M.D.,  Car- 
thage, Secretary 

Sullivan- Johnson 

William  A.  Wiley,  M.D.,  228  Com- 
merce St.,  Kingsport,  President 

Joe  F.  Fleming,  M.D.,  Freels  Build- 
ing, Kingsport,  Secretary 

Sumner 

J.  R.  Blackshear,  M.D.,  Gallatin, 
President 

V.  M.  Small,  M.D.,  Gallatin,  Sec- 
retary 

Tipton 

James  D.  Witherington,  M.D.,  Cov- 
ington, President 

Hugh  Vaughan,  M.D.,  Munford, 
Secretary 

Warren 

J.  C.  Gaw,  M.D.,  McMinnville,  Pres- 
ident 

J.  Franklin  Fisher,  M.D.,  McMinn- 
ville, Secretary 

Washington-Carter-Unicoi 

C.  W.  Friberg,  M.D.,  Hamilton  Bank 
Bldg.,  Johnson  City,  President 

W.  Rutledge  Miller,  M.D.,  827  Locust 
St.,  Johnson  City,  Secretary 

Weakley 

Paul  W.  Wilson,  M.D.,  Dresden, 
President 

M.  R.  Beyer,  M.D.,  Dresden,  Sec- 
retary 

White 

C.  A.  Mitchell,  M.D.,  Sparta,  Presi- 
dent 

C B.  Roberts,  M.D.,  Sparta,  Secre- 
tary 

Williamson 

Harry  J.  Guff'ee,  M.D.,  Franklin, 
President 

William  F.  Encke,  M.D.,  Franklin, 
Secretary 

Wilson 

B M.  Hightower,  M.D.,  Lebanon, 
President 

T.  R.  Puryear,  M.D.,  Lebanon,  Sec- 
retary 


Journal  of  the  Tennessee  State  Medical  Association 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

Volume  51  OCTOBER,  1958  Number  10 


To  remind  himself  of  its  content  every  doctor,  who  proposes  to  use  a steroid  without  a clear-cut  in- 
dication, should  re-read  this  paper  before  writing  the  prescription. 

Systemic  Effects  of  Prolonged 
Use  of  Corticosteroids 

ALVA  BOWEN  WEIR,  JR.,  Memphis,  Tenn. 


The  trepidation  with  which  physicians 
administered  cortisone  soon  after  its  intro- 
duction has  gradually  given  way  to  an  at- 
titude of  almost  reckless  abandon  regarding 
use  of  that  drug  and  its  analogues.  There 
are  very  few  conditions  in  clinical  med- 
icine for  which  corticosteroids  have  not 
been  tried  and  they  seem  to  enter  the  thera- 
peutic consideration  in  almost  every  diffi- 
cult clinical  problem.  In  spite  of  their  fail- 
ure to  yield  significant  help  in  many  such 
problems,  the  steroids  nevertheless  have 
widespread  beneficial  use  in, — (1)  inflam- 
matory diseases,  somewhat  less  but  prom- 
inent use  in  (2)  allergic  and  certain  im- 
munologic problems,  and  important  but  far 
less  frequent  place  in  (3)  endocrine  disor- 
ders. Though  their  rationale  and  mechan- 
ism of  action  is  not  understood,  they  are 
quite  expensive,  and  their  use  is  associated 
with  certain  well  recognized  disadvantages 
and  hazards,  yet  the  corticosteroids  are 
among  the  most  popularly  prescribed  drugs 
today.  It  is  probably  a safe  guess  to  state 
that  they  are  exceeded  in  use  only  by  seda- 
tives, analgesics,  and  antimicrobials  in  num- 
ber of  prescriptions. 

Many  acute  disorders  fall  within  the 
realm  of  clinical  problems  which  are  re- 
sponsive to  steroids.  In  this  area  systemic 
side-effects  are  not  commonly  a problem. 


"Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  23,  1958,  Gatlinburg, 
Tenn. 

'fFrom  the  Department  of  Medicine,  University 
of  Tennessee  and  The  City  of  Memphis  Hospitals, 
Memphis,  Tenn. 


It  is  with  the  long  term  use  of  steroids  that 
important  systemic  changes  are  particularly 
likely  to  occur.  For  this  reason,  it  seems 
appropriate  to  review  some  of  the  experi- 
ence to  date  regarding  systemic  effects  of 
prolonged  administration  of  such  a popu- 
larly used  therapeutic  agent. 

Though  early  experience  was  with  cor- 
tisone, hydrocortisone,  and  cortico- 
trophin,  these  preparations  are  not  in 
abundant  use  at  the  present  time  for  the 
majority  of  the  situations  in  which  corti- 
costeroids are  used.  Most  long-term  experi- 
ence to  date  has . been  with  those  agents, 
though  a few  years  of  use  of  the  metisteroids 
have  now  accumulated.  Fluorinated  corti- 
costeroids and  methylated  metisteroids  now 
coming  into  popularity  have  seen  too  little 
use  for  evaluation  at  this  time.  However,  it 
should  not  be  anticipated  that  their  long 
term  systemic  effects  will  differ  outstand- 
ingly from  those  of  their  parent  compounds. 

Review 

Because  the  scope  of  this  paper  on  sys- 
temic effects  is  necessarily  limited  by  time, 
and  because  the  undesirable  effects  of  long 
term  use  are  those  which  are  of  most  in- 
terest and  importance  to  the  practicing 
physician,  it  is  these  which  will  be  con- 
sidered. Few  individuals  or  clinics  have 
had  sufficiently  prolonged  use  of  these 
agents  for  authoritative  statements,  hence, 
a review  of  a large  segment  of  the  available 
publications  was  carried  out.  The  most  out- 
standing of  the  problems  arising  from  the 
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long  term  use  of  the  adrenal  steroids  seem 
to  be  the  following: 

(1)  Atrophy  and  suppression  of  the 
adrenal  and  pituitary  glands, 

(2)  Production  or  exaggeration  of  dia- 
betes mellitus, 

(3)  Proneness  to  cause  peptic  ulcer  or 
complications  thereof, 

(4)  Tendency  to  produce  osteoporosis, 
and 

(5)  Psychologic  and  emotional  disturb- 
ances. 

Because  of  some  recent  publications  con- 
taining suggestive  evidence,  an  interesting 
sixth  problem  may  be  added  for  discussion, 
—that  of  the  possibility  of  production  of 
arteritis  and  the  “collagen  diseases.” 

It  is  to  be  understood  that  this  by  no 
means  constitutes  a complete  list  of  the  im- 
portant systemic  effects  of  prolonged 
steroid  administration,  but  merely  those 
seeming  of  most  practical  importance. 

Suppression  of  adrenal  activity.  Evidence 
of  depressed  activity  of  the  adrenal  cortices 
by  administration  of  cortical  hormones  is 
from  three  areas.  Clinical  evidence  has  ap- 
peared repeatedly  in  the  form  of  clinical 
crises  akin  to  those  seen  in  Addison’s  Dis- 
ease. These  have  occurred  in  the  post- 
operative state,  in  the  presence  of  acute 
febrile  disease,  or  in  severe  traumatic  in- 
juries in  patients  who  had  recently  received 
corticosteroids.  Anatomic  evidence  of 
adrenal  suppression  in  the  form  of  cortical 
atrophy  after  prolonged  steroid  administra- 
tion has  been  reported.1  Physiologic  evi- 
dence (other  than  clinical  crises)  that 
adrenal  suppression  is  induced  has  been  im- 
pairment of  the  response  by  eosinopenia 
and  increased  urinary  excretion  of  steroids 
after  administration  of  corticotrophin.  This 
has  been  reported  by  many  workers,  even 
early  in  the  cortisone  era.1'  ’• 5 

This  problem  of  adrenal  cortical  suppres- 
sion in  patients  receiving  cortisone  has  been 
one  of  real  concern,  and  there  is  every  rea- 
son to  believe  that  this  undesirable  aspect 
of  cortisone  therapy  will  be  as  great  with 
use  of  the  newer  cortisone-like  steroids.'1 
That  cortical  depression  is  probably  due  to 
the  rational  mechanism  of  suppressed  secre- 
tion of  pituitary  corticotrophin  is  evidenced 
by  the  fact  that  the  anatomic  changes  in  the 


adrenal  cortices  have  been  found  to  be  com- 
parable to  those  seen  in  individuals  in  whom 
the  pituitary  gland  has  been  destroyed.-  Ap- 
parently individuals  vary  considerably  in 
their  susceptibility  to  this  indirect  effect  of 
cortisone.  Some  correlation  with  the  mag- 
nitude of  dose  and  duration  of  treatment  is 
suggested  by  one  study.  The  adrenal  glands 
of  190  patients  who  had  received  cortisone 
were  examined.  Only  those  cases  in  which 
cortisone  was  administered  for  more  than 
five  days  in  a total  amount  greater  than  450 
mg.  showed  definite  evidence  of  adrenal 
atrophy.1  Less  definite  information  is  avail- 
able concerning  dosage  and  span  of  corti- 
costeroid treatment  in  patients  whose  corti- 
cal deficiency  is  shown  by  eosinophil  counts 
and  postsurgical  crises. 

There  is  no  clearly  delineated  information 
on  how  to  prevent  atrophy  and  suppression 
of  cortical  activity  during  corticosteroid 
treatment.  Intermittent  short  term  use  of 
ACTH  during  cortisone  therapy  is  appar- 
ently of  no  particular  advantage.1'  It  is  ap- 
parently not  important  or  particularly  help- 
ful to  administer  ACTH  for  a short  course 
at  the  termination  of  a course  of  steroid 
therapy.  The  chief  reason  for  this  seems  to 
be  the  fact  that  cortisone  administration 
leads  to  actual  cytologic  changes  in  the  an- 
terior pituitary1  7 as  well  as  the  adrenal 
cortex;  hence,  reversal  to  sufficient  function 
of  the  two  organs  for  the  handling  of  situ- 
ations of  crisis  may  be  a long  time  in  oc- 
curring. It  has  therefore  been  the  recom- 
mendation of  some  authors  '•  * that  a surgical 
or  medical  crisis  occurring  within  six 
months  after  cessation  of  corticosteroid  or 
ACTH  therapy  be  accompanied  by  the  ad- 
ministration of  hydrocortisone.  It  seems 
wise  also  to  precede  such  a crisis  if  pre- 
dictable (as  in  elective  surgery)  by  hydro- 
cortisone for  a few  hours.  Dosages  of  200 
mg.  of  hydrocortisone  48,  24,  and  two  hours 
preoperative  has  been  suggested. 3 

Available  reports1'-  10  indicate  that  even 
the  depressive  effect  of  very  long  term  cor- 
ticoid  therapy  is  reversible  under  stimula- 
tion by  corticotrophin;  however,  as  men- 
tioned above,  this  reversal  may  not  be  suf- 
ficiently complete  for  the  patient  to  adapt 
to  clinical  crises  for  many  months. 

Exaggeration  of  diabetes  mellitus. 
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Though  it  is  unquestioned  that  cortisone, 
hydrocortisone,  prednisone,  and  predniso- 
lone have  a glucocorticoid  action  and  would 
thus  have  a tendency  to  exaggerate  exist- 
ing diabetes,  it  has  been  found  that  the  de- 
velopment of  permanent  diabetes  with  cor- 
ticosteroid administration  is  rare.'1  In  one 
sizable  series,”  500  patients,  less  than  1% 
of  patients  developed  true  diabetes,  and  in 
those  pre-existing  mild  diabetes  was  not 
excluded. 

Conn  and  Fajans'-  presented  an  excellent 
review  concerning  the  influence  of  corti- 
costeroids on  carbohydrate  metabolism  in 
man.  They  reviewed  the  features  of  “ster- 
oid diabetes”  as  being,  (1)  a tendency  to 
normal  fasting  blood  sugar,  (2)  a relative 
insensitivity  to  exogenous  insulin,  (3) 
rarely  a ketosis,  and  (4)  having  reversabil- 
ity  upon  correction  of  increased  glucocorti- 
coid level. 

In  normal  individuals  there  is  much  var- 
iation in  susceptibility  to  impairment  of 
glucose  tolerance  by  administration  of  small 
doses  of  cortisone  or  ACTH;12  however,  al- 
most all  will  show  some  impairment  in  the 
first  few  days  if  given  large  doses.  In  a 
large  majority  this  is  found  to  subside  as 
dosage  is  maintained  but  in  a few  patients 
persists  or  intensifies.  Thus,  Conn  and  Fa- 
jans12 found  that  the  development  of  im- 
paired glucose  tolerance  depended  upon, 
(1)  the  dose  of  ACTH  or  cortisone,  (2)  dura- 
tion of  the  usage  of  the  drug,  (3)  whether 
evaluation  was  by  fasting  blood  sugar  or 
glucose  tolerance  test  (latter  more  sensi- 
tive), and  (4)  the  individual.  The  last  fac- 
tor is  particularly  important  because  of  the 
high  incidence  of  unrecognized  diabetics  or 
“prediabetics”  in  the  population. 

The  mechanism  of  production  of  diabetes 
from  steroid  administration  is  apparently 
multifaceted.  A negative  nitrogen  balance 
is  associated,  though  measurement  of  the 
increased  urinary  nitrogen  indicates  that 
increased  gluconeogenesis  cannot  alone  ex- 
plain the  impaired  carbohydrate  toler- 
ance.12' 14  Diminished  utilization  of  carbo- 
hydrate is  due  mainly  to  insulin  antagonism 
at  the  cellular  level  rather  than  to  de- 
pressed insulin  production  (at  least  so  it 
would  seem  from  the  fact  of  decreased  sen- 
sitivity to  exogenous  insulin). 


It  should  be  realized  that  glycosuria  as- 
sociated with  the  administration  of  ACTH 
or  cortisone  may  be  misleading  since  it  may 
appear  in  the  presence  of  normal  glucose 
tolerance.  This  is  due  to  the  fact  that  de- 
creased tubular  reabsorption  of  glucose  may 
occur  under  the  influence  of  glucocorti- 
coids.11' 15 

Since  some  intensification  of  the  already 
existent  diabetic  state  is  usually  produced 
by  administration  of  ACTH  and  corti- 
sone1"’ 17  one  may  wonder  from  the  clinical 
point  of  view  whether  or  not  these  agents 
are  contraindicated  in  the  presence  of 
known  diabetes.  A correct  answer  seems 
to  be  that  they  are  not  contraindicated  if  a 
real  need  for  them  exists,  since  the  in- 
creased hyperglycemia  and  glucosuria  can 
usually  be  controlled  by  increasing  exog- 
enous insulin.12  Because  of  great  individ- 
ual variations  each  case  must  be  handled 
individually  and  carefully. 

Peptic  ulcer.  From  the  knowledge  that 
ACTH  administration  increases  the  basal 
and  nocturnal  gastric  secretion  of  acid  and 
pepsin  as  well  as  urinary  excretion  of  uro- 
pepsin,is  it  could  be  expected  that  admin- 
istration of  ACTH  and  steroids  would  in- 
crease the  incidence  and  complications  of 
ulcer  disease.  Bunim19  has  recently  pre- 
sented a succinct  review  of  the  relation  of 
ulcer  to  steroid  administration. 

Both  the  size  of  dose  and  choice  of  steroid 
used  seem  to  be  important  factors  in  pro- 
ducing this  complication.  Kern,  Clark,  and 
Lukens20  found  that  3 of  14  (21  (v ) patients 
treated  with  prednisone  developed  peptic 
ulcer  when  the  daily  dose  was  20  mg.  or 
greater,  whereas  none  of  54  developed  ul- 
cer when  the  daily  dose  was  15  mg.  per 
day  or  less.  In  another  group  of  15  patients 
treated  with  prednisone  or  prednisolone 
and  followed  12  to  24  months,19  the  inci- 
dence of  ulcer  was  27%  and  each  of  those 
4 patients  received  20  mg.  or  more  per  day. 
One  worker  found  the  incidence  of  stomach 
symptoms  simulating  peptic  ulcer  to  in- 
crease from  5%  to  31%  when  109  of  his  pa- 
tients were  changed  from  hydrocortisone 
to  prednisone  treatment.  Since  the  inci- 
dence of  peptic  ulcer  in  the  general  popula- 
tion varies  from  1 to  3%  in  a year,  and  up 
to  10%  in  a lifetime,  it  is  obvious  that  a 
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definite  risk  of  this  disease  accompanies  the 
use  of  the  corticosteroids. 

Though  dosage  is  distinctly  important  and 
the  choice  of  steroid  possibly  important, 
the  duration  of  treatment  seems  to  matter 
very  little.  Ulcers  may  appear  during  the 
first  few  weeks  of  steroid  administration 
or  not  until  the  second  or  third  year.1"  Sev- 
eral of  the  deaths  reported  from  cortico- 
steroid administration  have  been  due  to 
perforation  of.  or  hemorrhage  from,  peptic 
ulcer. 

Seemingly  the  most  prudent  rule  for  re- 
ducing the  incidence  and  complications  of 
peptic  idcer  in  conjunction  with  corticoster- 
oid therapy  is  to  keep  the  dose  of  cortisone 
at  50  mg.  per  day  or  less,  and  prednisone  at 
20  mg.  or  less,  as  suggested  by  Kern,  Clark, 
and  Lukens.-"  It  also  seems  wise  to  consider 
the  steroids  as  relatively  contraindicated  in 
the  presence  of  an  ulcer  history  and  as  only 
an  emergency  agent,  to  be  accompanied  by 
an  anti-ulcer  regimen,  in  cases  of  active 
ulcer. 

Osteoporosis.  Having  an  anti-anabolic 
reaction,  the  adrenal  oxysteroids  suppress 
the  process  of  bone  matrix  formation,  thus 
of  new  bone  production,  while  bone  resorp- 
tion continues  at  a normal  rate.  This  fact, 
with  the  concept  of  Albright  that  osteo- 
porosis is  a disease  of  bone  matrix  and  not 
of  bone  itself,  can  satisfactorily  explain  the 
osteoporosis  that  occurs  in  Cushing’s  syn- 
drome in  a majority  of  cases.-1 

In  interpreting  the  significance  of  osteo- 
porosis in  association  with  corticotrophin 
or  corticosteroid  administration,  it  must  be 
realized  that  osteoporosis  is  a regularly  oc- 
curring feature  of  many  of  the  underlying 
diseases  for  which  the  drugs  are  given. 
Nevertheless,  the  incidence  of  compressed 
fractures  of  the  vertebrae  as  well  as  other 
bones  is  apparently  greater  in  patients  who 
receive  long  term  steroid  treatment.'"  Also, 
some  fractures  have  been  seen  in  patients 
on  steroid  therapy  whose  basic  disease  was 
not  otherwise  associated  with  osteoporosis. 

Age,  sex,  state  of  activity,  the  postmeno- 
pausal state,  dosage,  and  duration  of  treat- 
ment are  all  factors  related  to  osteoporosis. 
Bedrest  and  late  age  favor  its  development, 
and  it  has  been  commoner  in  women  than 
in  men.  Most  who  developed  osteoporosis 


have  been  on  relatively  large  doses  of  ster- 
oids for  many  months.  '1'  1 The  overall  in- 
cidence of  osteoporosis  and  pathologic  frac- 
ture cannot  be  closely  estimated  from  re- 
ports in  the  literature.  It  has  varied  from 
as  low  as  4'  «■  with  osteoporosis  alone  to  as 
high  as  33' < of  pathologic  fractures  in  re- 
ported series. 

Thoracic  and  lumbar  vertebral  bodies 
have  been  the  commonest  site  of  fracture. 
Most  frequently  there  has  been  compression 
of  the  anterior  border  of  the  vertebral  body 
and  neurologic  complications  have  not  re- 
sulted. Back  pain  usually  hails  the  onset 
but  does  not  always  occur  and  is  not  long 
lasting.  Discontinuation  of  steroids  is  not 
necessary,1"  though  reduction  to  small  doses 
seems  advisable  where  possible. 

Henneman  and  his  coworkers,-'  as  well 
as  others,  have  studied  the  effect  the  ad- 
ministration of  androgen  and  estrogen  in 
prevention  of  cortisone-induced  osteoporo- 
sis. No  firm  conclusions  seem  warranted 
from  reported  studies  as  yet. 

Psychologic  disturbances.  Multifarious 
types  of  mental  reactions  other  than  the 
common  euphoria  have  occurred  in  associ- 
ation with  corticosteroid  therapy.  The  fre- 
quency with  which  an  aberrant  psychic  pic- 
ture has  developed  has  varied  from  zero 
to  15' i with  an  average  nearer  5%. 2:1-27  In 
most  patients  these  have  been  of  a mild  and 
transient  nature  and  have  responded  to  dis- 
continuation of  the  drug;  however,  a few 
patients  have  required  intensive  therapy, 
including  shock.  Suicide  has  been  re- 
ported.-'' 

No  mechanism  for  these  psychologic  re- 
actions has  been  delineated.  The  fact  that 
spontaneously  occurring  Cushing’s  syn- 
drome is  associated  with  an  increased  in- 
cidence and  similar  types  of  reactions  sug- 
gests the  possibility  that  hyperadrenalism 
is  responsible.  It  should  be  emphasized 
that  apart  from  the  pharmacologic  effects 
of  the  agents,  the  mental  responses  may  be 
related  to  the  psychologic  significance  of 
the  patient’s  illness  and  the  symbolic  value 
to  him  of  an  alteration  in  symptoms.  There 
has  not  been  good  correlation  of  electro- 
encephalographic  changes  with  the  inci- 
dence or  degree  of  psychosis. 

Studying  the  psychic  reactions  to  ACTH 
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and  corticosteroids  very  carefully,  one 
group-7  has  divided  the  patterns  into  de- 
pressions, paranoid  reactions,  and  schizo- 
phrenic and  toxic  syndromes.  The  tend- 
ency of  a given  patient  toward  one  of  these 
types  is  determined  chiefly  by  the  patient’s 
pretreatment  personality  pattern.  Dose 
and  duration  of  treatment  seem  not  to  be 
important  determining  factors. 

Decision  as  to  management,  including  dis- 
continuation of  the  offending  drug  should 
depend  on  the  severity  and  nature  of  the 
reaction.  The  hazard  of  severe  or  suicidal 
mental  disturbance  must  be  balanced 
against  the  possibility  of  severe  flare-up  of 
the  underlying  disease  under  treatment 
when  the  cessation  of  corticosteroid  therapy 
is  considered. 

Arteritis-collagen  disease  problem.  Kem- 
per and  coworkers-9  at  the  Mayo  Clinic, 
noting  an  increased  incidence  of  polyarte- 
ritis nodosa  in  patients  with  rheumatoid 
arthritis,  were  interested  in  determining 
whether  or  not  this  fact  was  due  to  corti- 
costeroid administration.  Twenty-nine  per 
cent  of  a group  of  14  patients  with  cortisone 
treatment  had  generalized  lesions  of  poly- 
arteritis, while  none  of  38  who  did  not  re- 
ceive cortisone  showed  such  lesions.  While 
admitting  the  relative  insignificance  of  such 
a small  series,  they  concluded  that  their 
findings  suggest  “that,  in  certain  suscepti- 
ble patients  with  rheumatoid  arthritis,  the 
administration  of  cortisone  may  precipitate 
the  development  of  diffuse  necrotizing  ar- 
teritis.” Some  support  to  this  attitude  lies 
in  the  fact  that  there  have  been  very  few 
reports  of  lesions  of  widespread  arteritis 
associated  with  rheumatoid  arthritis  with- 
out the  patient  having  received  cortisone 
or  corticotrophin. 

Interesting  case  reports  of  polyneuritis 
developing  during  prolonged  steroid  ther- 
apy have  also  appeared.  Some  of  these 
could  be  evidences  of  early  polyarteritis 
which  is  often  associated  with  neuritis. 

Other  evidences  that  the  corticosteroids 
may  be  etiologically  associated  with  “col- 
lagen diseases”  in  some  instances  are,  (1) 
the  “panmesenchymal  reactions”  of  Slo- 
cumb,  0 and  (2)  the  increased  incidence  of 
positive  L.  E.  cell  tests  in  patients  with 
rheumatoid  arthritis  with  therapeutically 


induced  chronic  hypercortisonism  as  com- 
pared to  other  rheumatoid  arthritis  pa- 
tients.11 The  “panmesenchymal  reactions” 
have  consisted  clinically  of  cyclic  mood 
changes  varying  from  restless  drive  to  ex- 
haustion, marked  fatigability,  and  aching 
muscles  and  joints.  They  have  been  noted 
after  long  term  use  of  steroids  and  in  as- 
sociation with  the  syndrome  of  chronic  hy- 
percortisonism. 

Whereas  it  certainly  is  premature  to  con- 
sider that  corticosteroids  can  cause  poly- 
arteritis nodosa,  this  report  and  others 
should  result  in  further  study  of  the  point 
and  in  an  alertness  for  the  possibility  by 
those  who  use  the  drugs. 

Discussion 

Confronted  with  a patient  having  a dis- 
order likely  to  be  steroid-responsive,  the 
physician  must  in  each  case  consider  the 
“price  to  pay”  in  the  form  of  undesirable 
effects  and  balance  that  against  therapeutic 
benefit  expected.  If  the  disease  were  a po- 
tentially fatal  one  or  seemed  that  it  would 
rapidly  lead  to  disability  or  crippling,  no 
hesitation  would  be  exercised.  However, 
in  nonfatal,  slowly  progressive,  remission- 
prone  disorders,  prudence  and  a knowledge 
of  the  drug’s  untoward  effects  are  required 
before  a decision  is  made  as  to  their  pro- 
longed use. 

This  review  makes  it  obvious  that  with 
the  various  undesirable  systemic  effects  un- 
der consideration,  no  one  factor  such  as 
dosage,  duration  of  administration,  particu- 
lar steroid  used,  or  individual  patient  pro- 
clivity, is  the  one  most  important  to  con- 
sider. With  some  complications  one  is  more 
important;  with  others  another  factor  is 
most  influential. 

An  obviously  wise  policy  in  the  thera- 
peutic use  of  the  corticoids  is  to  keep  doses 
as  small  as  possible  for  effectiveness,  even 
allowing  incomplete  control  of  the  basic 
disease  if  necessary,  and  to  keep  duration 
of  administration  as  brief  as  possible. 

The  important  subject  of  the  hazard  and 
the  occasional  blessing  of  corticosteroid 
usage  in  the  presence  of  tuberculosis  and 
other  infections  has  not  been  included  here, 
nor  has  that  of  salt  and  water  retention. 
These  cannot  be  clearly  classed  as  systemic 
effects  of  prolonged  use  of  the  drug. 
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Summary 

1.  The  subject  of  the  systemic  effects  of 
prolonged  adrenal  corticosteroid  adminis- 
tration has  been  reviewed.  Discussion  of 
those  undesirable  effects  which  are  of  great- 
est clinical  importance  has  been  presented. 

2.  Moderate  doses  of  corticoids  for  sev- 
eral days  can  cause  adrenal  cortical  atro- 
phy. Suppression  of  cortical  response  to 
clinical  crises  may  last  several  months  after 
cessation  of  corticoid  administration;  there- 
fore. replacement  therapy  must  be  given  in 
anticipation  or  presence  of  such  crises. 

3.  Newly  produced  diabetes  is  usually 
rapidly  transient  in  spite  of  continuation  of 
steroids.  Exaggeration  of  existent  diabetes 
is  usually  easily  controlled. 

4.  Metisteroids  seem  to  be  more  likely  to 
produce  peptic  ulcer  than  is  cortisone. 
Doses  less  than  20  mg.  per  day  seem  to  be 
relatively  safe  in  this  regard. 

5.  Because  of  many  other  influencing  fac- 
tors, osteoporosis  in  relation  to  corticoster- 
oid therapy  is  difficult  to  evaluate;  however, 
it  appears  that  the  drugs  may,  in  moderate 
or  large  doses  over  long  periods,  produce 
or  exaggerate  osteoporosis  to  the  point  of 
pathologic  fracture. 

6.  An  aberrant  psychic  picture  develops 
in  an  average  of  5'  < of  patients  receiving 
these  drugs.  The  most  important  determin- 
ing factor  is  the  patient’s  pretreatment  per- 
sonality pattern. 

7.  There  is  suggestive  evidence  that  pro- 
longed corticosteroid  administration  may 
cause  certain  collagen-disease  patterns  to 
develop. 
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Discussion 

HAROLD  B.  HENNING,  M.D.,  Chattanooga:  Dr. 
Weir  is  to  be  commended  for  giving  us  a concise, 
thorough  and  interesting  discussion  of  an  im- 
portant subject.  I am  sure  we  all  appreciate  the 
time  and  effort  that  have  gone  into  the  prepara- 
tion of  a paper  such  as  this.  I can  find  nothing 
in  Dr.  Weir’s  paper  with  which  I can  take  issue. 

There  would  be  no  useful  purpose  served  by 


my  attempting  to  enumerate  all  the  undesirable 
effects  of  steroid  administration  which  have  been 
reported.  Almost  all  of  these  may  occur  with 
either  long  or  short  term  use  of  the  drugs. 

One  important  source  of  trouble  is  the  anti- 
inflammatory action  of  the  steroids.  An  example 
of  this  is  the  reactivation  and  spread  of  tubercu- 
losis. For  some  time,  after  this  phenomenon  was 
reported,  active  or  latent  tuberculosis  was  thought 
to  be  an  absolute  contraindication  to  the  use  of 
steroids.  However,  it  was  later  shown  that  the 
drugs  could  be  given,  if  an  urgent  need  existed, 
provided  that  antibiotic  therapy  was  also  given. 
Some  authorities  recommend  combined  antibiotic 
and  corticosteroid  treatment  in  severe  types  of 
tuberculosis,  such  as  meningitis  and  miliary  dis- 
ease, and  in  those  with  poor  resistance  and  poor 
nutrition.  In  general,  it  seems  wise  to  avoid 
steroids  in  patients  with  tuberculosis,  but  to  give 
them  without  hesitation,  under  suitable  antibiotic 
cover,  if  some  other  disease  such  as  disseminated 
lupus  or  Addison’s  disease  demands.  It  would 
seem  advisable  to  have  chest  X-ray  films  made 
every  few  months  on  patients  receiving  long  term 
steroid  treatment. 

There  is  danger  of  causing  a spread  of  other 
infections  as  well.  A number  of  cases  of  ful- 
minating, and  sometimes  fatal,  infections  have 
been  reported  in  patients  receiving  steroids.  These 
have  included  bacteria,  fungi,  protozoa  and  vi- 
ruses. The  danger  of  such  a spread  is  of  course 
greater  in  cases  of  infections  of  unknown  cause 
or  those  for  which  there  are  no  effective  anti- 
biotics. However,  many  patients  have  been 
treated  with  steroids  for  viral  hepatitis,  infectious 
mononucleosis,  trichinosis  and  other  infections 
without  apparent  spread  of  infection,  and  with 
apparent  benefit. 

The  anti-inflammatory  action  also  manifests  it- 
self, in  addition  to  hemorrhage  or  perforation  of 
peptic  ulcers,  in  perforations  of  the  gall  bladder, 
Meckel’s  diverticulum  and  in  ulcerative  esopha- 
gitis. A number  of  cases  of  perforation  of  the 
bowel  with  the  production  of  peritonitis  have 
been  reported  in  patients  receiving  steroid  treat- 
ment for  ulcerative  colitis  or  regional  enteritis; 
massive  hemorrhage  may  occur  in  ulcerative  co- 
litis. This  anti-inflammatory  effect  tends  to  make 
diagnosis  difficult,  in  that  important  signs  and 
symptoms  and  laboratory  findings  may  be  sup- 
pressed. 

In  closing  my  discussion,  I should  like  to  re- 
emphasize Dr.  Weir’s  statement  that  “the  physi- 
cian must  consider,  in  each  case,  the  price  to  pay 
in  the  form  of  undesirable  effects  and  balance 
that  against  the  therapeutic  benefit  expected.” 
Dr.  Wesley  Spink  has  said:  “A  cardinal  principle 
in  human  therapeutics  is  that  no  drug  should  be 
offered  to  any  patient  unless  backed  up  by  a rea- 
sonable degree  of  assurance  that  the  agent  will 
alter  the  clinical  course  favorably  for  the  patient. 
The  promiscuous  and  indiscriminate  use  of  any 
drug  is  to  be  condemned.” 
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Orthopedic  problems  are  so  varied  that  every  doctor  encounters  them  in  his  patients.  For  a variety 
of  reasons  it  is  impossible  to  get  all  such  instances  into  the  hands  of  a specialist.  Therefore,  what  prob- 
lems can  be  managed  by  the  nonspecialist?  This  is  answered  here. 

ORTHOPEDICS  AS  IT  AFFECTS 
THE  GENERAE  PRACTITIONER 


EUGENE  L.  JEWETT.  M.D.,  F.A.C.S.j  Orlando,  Fla. 


There  are  so  many  problems  of  a more 
or  less  orthopedic  nature  facing  the  general 
practitioner  today  that  I am  hesitant  about 
going  into  this  matter  in  any  detail.  How- 
ever, a few  suggestions  about  this  subject 
may  be  in  order  and  I hope  you  will  pa- 
tiently bear  with  me. 

The  general  practitioner  who  does  any 
obstetrics  and  pediatrics,  and  most  of  you 
do  I am  sure,  is  coming  into  contact  with 
orthopedic  problems  in  the  newborn  and 
the  young.  These  patients,  if  they  have 
any  severe  condition  of  a congenital  nature 
are  referred  generally  to  the  Crippled  Chil- 
dren’s Commission  or  to  orthopedists  in  the 
larger  communities  or  centers.  However, 
many  of  these  patients  have  mild  deformi- 
ties which  can  very  well  be  cared  for  by  a 
general  practitioner,  especially  if  he  has 
used  the  Denis-Browne  splint  and  its  modi- 
fications to  any  degree,  and  if  he  is  at  all  ac- 
quainted with  the  needs  and  uses  of  the 
wedges,  lifts  or  supports  for  the  various  con- 
ditions found  in  children’s  feet.  I am  not 
going  into  the  subject  of  plaster  casts  or 
boots  for  these  conditions,  because  this  is  a 
difficult  type  of  treatment  to  handle  well  and 
I believe  should  be  left  for  the  trained 
orthopedist  to  administer. 

All  of  you  in  recent  years  have  read  or 
heard  a great  deal  about  congenital  sub- 
luxations  or  dislocations  of  the  hip  in  the 
young.  I want  to  emphasize,  however,  that 
any  apparent  abnormality  in  one  lower  ex- 
tremity when  compared  with  the  other, 

'Read  before  the  meeting  of  the  Tennessee 
Academy  of  General  Practice.  April  21.  1958,  Gat- 
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especially  in  regard  to  the  thigh  creases; 
the  length  of  the  legs;  diminution  in  the 
range  of  motion  of  either  hip  joint,  espe- 
cially with  the  patient  on  his  back  and  the 
legs  put  into  the  “frog”  position;  or  sugges- 
tion of  “telescoping”  when  the  hip  joints 
are  pulled  in  and  out,  should  be  an  indica- 
tion at  once  for  an  x-ray  of  that  infant’s 
pelvis  and  both  hips.  After  the  infant 
starts  to  walk  any  abnormal  gait  pattern 
should  alert  the  doctor.  When  the  subluxa- 
tion or  dislocation  is  bilateral  both  lower 
extremities  may  appear  to  be  the  same  but 
there  will  generally  exist  some  deviation 
from  the  normal  which  will  lead  the  doctor 
to  have  x-rays  taken.  Generally,  the  entire 
lower  extremity  on  each  side  should  be  ex- 
amined by  x-ray.  If  there  is  a roentgenolo- 
gist available  he  might  want  “push  and 
pull”  x-ray  studies  or  other  special  roent- 
genograms, though  ordinarily  the  simple 
anteroposterior  view  of  both  hips  and  pelvis 
in  the  neutral  position  and  also  one  view 
taken  with  both  legs  in  the  “frog”  position, 
will  tell  the  story.  The  up-ward-sloping 
acetabulum  roof  on  one  or  both  sides,  even 
if  there  is  no  apparent  subluxation  or  dis- 
location, should  necessitate  the  patient  be- 
ing seen  by  an  orthopedist  as  soon  as  pos- 
sible, as  the  treatment  may  prove  to  be  a 
long  ordeal  lasting  many  months  and  even 
years,  and,  at  times,  needing  an  operation 
as  a last  resort.  Many  of  these  children 
can  receive  adequate  nonoperative  treat- 
ment up  to  the  age  of  one  or  two  years, 
but  the  earlier  this  condition  is  recognized 
and  treated  the  better. 

When  we  come  to  other  congenital  con- 
ditions affecting  the  foot,  ankle,  leg  and 
knee,  or  other  parts  of  the  body,  the  de- 
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formity  is  more  easily  seen  and  recognized. 
These  children  are  also  generally  sent  to  an 
orthopedist,  either  under  the  care  of  the 
Crippled  Children’s  Commission  or  to  a 
private  orthopedist,  where  treatment  can 
be  started.  Many  of  these  mild  conditions, 
however,  such  as  a slight  metatarsus  varus, 
mild  internal  or  external  rotation  of  the 
tibia  and  some  other  similar  conditions, 
tend  to  become  better  as  the  patient  gets 
older;  I believe  that  an  orthopedist  should 
be  consulted  in  order  to  allay  the  fears  of 
the  parents.  A general  practitioner  who 
has  been  trained  in  the  uses  of  the  Denis- 
Browne  splint,  wedges  and  lifts  on  the 
shoes  and  longitudinal  arch  inserts  or 
“cookies,”  is  perfectly  well  able  to  take 
care  of  most  of  these  minor  abnormalities 
or  deviations  from  the  normal,  but  he  will 
probably  want  the  backing  of  an  ortho- 
pedist at  least  in  the  beginning  and  perhaps 
at  the  end  of  the  period  of  treatment  or 
observation. 

The  function  of  these  various  wedges  or 
lifts  that  are  used  on  the  soles  of  the  shoe 
can  be  easily  understood  by  standing  and 
looking  at  your  own  foot  and  as  you  put  a 
wedge  or  a lift  under  the  outer  aspect  of  the 
toe  you  see  how  the  foot  tends  to  swing 
outward  in  the  abducted  or  externally  ro- 
tated position,  with  the  sole  slightly 
everted.  Likewise,  the  lift  under  the  inside 
of  the  toe  tends  to  throw  the  foot  inward 
or  into  the  adducted  position,  with  the  sole 
everted.  The  terms  “supination”  and  “pro- 
nation” apply  mainly  to  the  heel  or  the  en- 
tire region  of  the  longitudinal  arch,  or  to 
both,  and  may  apply  to  the  ankle  as  well. 
Generally,  a flat  foot  is  a pronated  foot  and 
a very  high  arch  is  a cavus  foot  with  gen- 
erally some  supination  and  inversion.  Use 
the  forearm  as  a guide  with  the  elbow  by 
the  body  and  at  a right  angle,  and  then  the 
sole  of  the  foot  follows  the  palm  of  the 
hand  as  the  forearm  supinates  and  pro- 
nates.  When  a child  has  a tendency  to  wear 
out  the  heel  of  the  shoe  on  the  inside,  a lift 
should  be  put  on  the  inside  of  that  child’s 
heel  and  built  up  gradually  until  this 
tendency  no  longer  exists.  Sometimes  the 
lift  or  wedge  is  all  that  is  needed,  but  at 
other  times  a longitudinal  arch  support  or 
“cookie”  of  sponge  rubber  should  be  put 


inside  the  shoe  in  the  longitudinal  arch 
area  if  there  is  any  tendency  for  this  arch 
to  sag  or  flatten  out.  Of  course,  many  in- 
fants and  very  young  children  have  flat 
feet  anyway,  and  the  arch  does  not  begin 
to  appear  until  the  first  or  second  year.  In 
the  colored  race  a flat  foot  is  a very  com- 
mon finding  in  apparently  healthy,  normal 
children  and  generally  persists  through  life 
and  is  asymptomatic. 

It  is  not  hard,  and  most  useful,  to  learn 
the  fundamentals  of  proper  shoes,  not  only 
for  the  young  but  for  anyone  in  adult  life, 
even  though  most  of  the  women  for  whom 
you  prescribe  sensible  shoes  will  not  wear 
them.  However,  I must  admit  that  in  the 
last  twenty-five  years  or  so  I have  noticed 
a definite  improvement  in  the  type  of  shoe 
worn  by  the  adolescent  and  middle-aged 
women,  and  especially  is  this  true  in  the 
case  of  the  woman  who  does  a lot  of  house- 
work or  engages  in  any  sport  such  as  golf  or 
tennis. 

Every  general  practitioner  should  be 
familiar  with  the  great  relief  given  most 
patients  who  have  metatarsal  pain,  when 
they  have  Jones’  or  metatarsal  bars  put  on 
the  bottom  of  the  soles  of  their  shoes.  These 
bars  must  be  placed  exactly  right  and  one 
should  train  the  shoe-repair  man  to  do  it 
correctly.  They  must  be  attached  to  the 
sole  of  the  shoe  just  back  (toward  the  heel) 
of  the  line  of  the  distal  metatarsal  heads. 
Generally,  the  metatarsal  bar  is  a great 
deal  more  efficacious  than  any  metatarsal 
pad  put  inside  the  shoe.  It  may  not  look  as 
well  but  it  will  do  the  job  and  relieve  the 
pain  much  better  in  the  vast  majority  of 
patients.  In  some  cases  both  an  inside  pad 
and  an  outside  bar  may  be  needed.  Per- 
sistent pain  in  the  metatarsal  area  with 
associated  tenderness  of  the  web  space  be- 
tween the  metatarsal  heads  and  on  the 
dorsum  of  the  foot  between  the  metatarsal 
heads  just  proximal  to  the  web  space  is  al- 
most always  indicative  of  a Morton’s  cyst  or 
neuroma  of  the  involved  interdigital  nerve 
or  nerves  in  this  area.  These  patients  have 
pain  shooting  out  to  the  tip  of  one  or  more 
toes,  depending  on  how  many  nerves  are 
involved.  Local  injections  of  Novocain  into 
these  trigger  points  will  bring  temporary 
and  sometimes  fairly  long-lasting  relief; 
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metatarsal  bars  also  help  these  patients 
quite  often.  Persistent  pain  or  recurrent 
pain  is  an  indication  for  an  orthopedic  con- 
sultation. 

I want  to  put  in  here  a strong  plea  never 
to  use  metallic  or  hard  leather  longitudinal 
arch  supports  in  the  shoes  of  an  infant  or 
child.  Even  in  an  adult  they  are  seldom 
needed.  A solid,  rigid  support  leads  eventu- 
ally to  irreparable  damage  to  the  overly- 
ing ligaments,  tendons,  and  to  a weakening 
of  their  muscle  components. 

At  this  place  I want  to  give  a very  brief 
mention  of  the  effects  of  infection  and 
trauma , as  it  applies  to  the  musculoskeletal 
system  of  the  body.  Both  infections  and 
trauma  can  produce  or  lead  to  adhesions 
between  tendons,  muscles,  bony  surfaces 
and  other  adjacent  structures,  and  this  also 
applies  to  bursae,  which  are  the  ball  bear- 
ings of  the  body  permiting  continuous  mo- 
tion of  neighboring  structures  without  pro- 
ducing intolerable  heat  and  a wearing  away 
of  these  movable  parts  (attrition).  Trauma 
produces  adhesions  mainly  through  the 
faulty  absorption  of  an  organized  blood 
clot,  whereas  infection  produces  either  a 
toxic  inflammatory  condition  in  and 
around  the  bursae  or  a real  septic  infective 
bursitis  or  myofascitis. 

A septic  bursitis,  of  course,  demands 
drainage  and  intensive  antibiotic  therapy, 
the  same  as  for  any  other  septic  process  in 
the  body.  Later  on,  after  this  is  cleared  up, 
adhesions  will  probably  result  and  the  con- 
dition is  the  same  as  a chronic  tendinitis, 
myofascitis,  periarthritis,  bursitis  or  any- 
thing you  want  to  call  it. 

An  acute,  nonsuparative  bursitis  in  the 
region  of  the  shoulder  is  best  treated  by 
deep  x-ray  therapy.  Also,  aspiration  and 
irrigation  of  this  bursa  by  means  of  the 
two-needle  technic  is  also  a very  good 
means  of  treatment.  Generally,  diathermy 
makes  these  conditions  worse.  The  chronic 
condition  should  be  treated  by  local  injec- 
tion of  one  or  more  various  substances 
which  often  should  contain  some  hydro- 
cortone  acetate.  At  the  same  time  exercises 
are  most  important,  and  muscle  relaxing 
drug  and  analgesics  are  in  order.  Recently, 
an  orthopedic  surgeon  has  advised  intra- 
venous injections  of  25  mg.  of  Priscoline 


for  such  cases  of  bursitis  and  it  certainly 
has  merit  and  should  be  tried  in  stubborn 
cases.  This  injection  must  be  given  very 
slowly  and  never  used  in  patients  with 
cardiovascular  or  renal  disease.  Calcified 
bursitis  anywhere  in  the  body  at  times  re- 
sponds to  the  treatment  just  described  but 
often  operation  is  needed  to  effect  a cure. 

The  “frozen  shozdder”  at  times  has  to  be 
manipulated  under  general  anesthesia,  and 
during  this  manipulation  great  care  must  be 
taken  not  to  injure  the  upper  end  of  the 
humerus.  When  this  manipulation  is  done 
the  operator  or  somebody  else  must  keep 
firm  pressure  up  in  the  axilla,  to  prevent 
dislocation  of  the  head  of  the  humerus  dur- 
ing the  procedure.  Any  manipulation  for 
a stiff  joint  should  be  done  slowly  and  grad- 
ually without  any  “pumping.”  Also,  care 
must  be  taken  not  to  injure  the  ligaments 
or  other  soft  structures  in  or  about  the 
joints,  or  to  cause  too  much  tearing  of  the 
capsule.  However,  adhesions  have  to  be 
broken  up  and  it  takes  a great  deal  of  ex- 
perience to  know  just  how  much  a joint  can 
or  cannot  be  manipulated.  It  is  far  better 
to  repeat  the  procedure  two,  three  or  more 
times  than  to  do  a great  deal  of  harm  be- 
cause too  forceful  a manipulation  was  done 
at  first.  Injection  of  hydrocortone  acetate 
into  these  joints,  post-manipulative,  does 
help  a great  deal  to  prevent  further  ad- 
hesions developing.  This  should  be  re- 
peated at  one  or  two  week  intervals  for  at 
least  several  weeks  or  several  months,  or 
until  complete  range  of  motion  has  been  ob- 
tained. 

When  we  come  to  sprains  we  are  talking 
about  injuries  to  joints,  whereas  strains  ap- 
ply to  pulled  or  traumatized  muscles  and 
their  tendons.  A severely  sprained  ankle 
is  best  treated  by  the  walking-cast  method, 
where  the  cast  is  kept  on  for  at  least  4,  and 
at  times  6 weeks.  If  the  local  injection 
method  is  used  an  Ace  bandage  should  be 
put  on  afterwards  and  kept  on  whenever 
there  is  any  walking,  or  if  the  ankle  swells, 
even  at  night-time.  A one-eighth  lift  should 
be  put  on  the  side  of  the  heel  on  which  the 
sprain  is  located,  to  relax  the  ligaments  so 
they  can  heal  without  stretching  and  exces- 
sive adhesion  or  fibrotic  formation.  The 
same  thing  applies  in  putting  on  a walking- 
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cast.  On  the  side  of  the  sprain  the  heel  of 
the  cast  should  be  pressed  up  rather  firmly, 
which  does  the  same  thing  as  putting  a lift 
on  that  side  of  the  heel.  Local  injection 
therapy  for  sprains  is  admirable  and  should 
be  repeated  at  about  from  5 to  7 day  in- 
tervals, for  as  long  as  needed.  Of  course, 
you  are  all  aware  of  the  value  of  elevation 
and  ice  packs  in  the  first  48  hours  of  these 
injuries,  and  then  later  elevation  and  heat, 
when  the  patient  is  not  up  and  about.  The 
same  principles  that  apply  to  the  ankle  can 
be  used  on  any  other  joint  in  the  body. 

In  regard  to  the  “tennis  elbow,”  which  is 
a tendinitis,  epicondylitis  or  bursitis  of  the 
lateral  humeral  epicondyle,  the  same  prin- 
ciples apply  as  for  bursitis  or  strained 
muscles  or  tendons  in  any  other  part  of  the 
body.  There  is  never  a large  bursal  sac 
here  but  sometimes  there  is  a small  sac 
whose  contents  must  be  aspirated.  The 
usual  treatment  of  choice  is  the  multiple- 
puncture  method,  inserting  Novocain  and 
hydrocortone  acetate  combined  with  the 
usual  physiotherapeutic  measures.  If  the 
condition  becomes  chronic,  operation  by  an 
orthopedist  must  be  done,  and  often  section 
of  the  orbicular  ligament  of  the  radial  neck 
should  be  done  as  well  as  multiple  incisions 
made  into  the  fascia  overlying  the  tendons 
arising  from  the  lateral  epicondyle. 

“Shin  splints”  is  a condition  which  most 
of  you  see,  and  is  a tendinitis  or  periosteitis 
of  the  tibia,  generally  from  over-activity  of 
the  tibialis  anticus  muscle.  This  condition 
is  seen  in  athletes  engaging  in  too  active 
exercise  too  early  in  the  season.  Restricted 
activity  with  strapping  either  by  adhesive 
or  an  Ace  bandage,  plus  the  ordinary  physi- 
cal therapeutic  methods,  generally  leads  to 
subsidence  of  this  condition  within  a few 
days  or  a week  or  two,  and  then  activity 
must  be  resumed  more  gradually  and  be 
stopped  at  the  first  sign  of  recurrence  of 
this  condition. 

The  “football  knee”  is  met  very  often  and 
represents  almost  always  a torn  semilunar 
cartilage,  with  trigger  point  tenderness 
along  the  torn  ligaments  which  attach  the 
cartilage  to  the  tibial  crest.  Severe  injury 
to  one  or  more  knee  ligaments,  or  fracture 
of  one  or  both  of  the  tibial  spines  may  also 
be  present.  Most  patients  with  these  con- 


ditions, which  are  serious  (locking  or  in- 
ability to  fully  extend  the  knee),  should  be 
sent  to  an  orthopedist  at  once,  but  a simple 
marginal  tear  of  a semilunar  cartilage 
should  be  treated  with  a six-week  walking 
leg  cast  with  the  knee  straight.  If  this  does 
not  heal  in  the  6 weeks,  when  the  cast  is 
removed  the  patient  should  be  sent  to  an 
orthopedist,  who  most  always  will  advise 
surgical  removal  of  this  offending  cartilage. 

In  regard  to  football,  I must  mention  the 
myositis  ossificans  which  is  an  unusual  com- 
plication of  a “Charley  horse”  or  contusion 
of  muscle  which  produces  a severe  post- 
traumatic  hematoma,  that  does  not  absorb 
or  regress  normally.  When  this  myositis 
ossificans  begins  to  develop  the  limb  should 
not  be  over-used  in  any  way,  and  no  opera- 
tion should  be  done  until  the  process  has 
become  status  quo  or  quiescent  for  quite  a 
few  weeks  or  months.  If  this  condition  is 
operated  on  too  early,  it  just  recurs  and 
keeps  on  recurring.  Of  course,  the  athlete 
should  be  kept  from  sports  during  this 
period. 

Scheuermann’s  disease,  or  adolescent 
thoracic  epiphysitis,  is  a condition  which 
is  met  fairly  frequently  and  which,  if  un- 
treated, brings  about  an  undesirable  thoracic 
stoop  which  might  go  well  with  the  new 
barrel,  or  “loop-droop”  type  of  feminine  at- 
tire today,  but  which  does  not  provide  a 
good  posture  from  an  anatomic  or  medical 
viewpoint.  This  condition  may  or  may  not 
appear  with  pain  and  muscle  spasm  in  the 
thoracic  spine,  but  does  always  show  itself 
as  a gradually  increasing  stoop  in  that  area. 
The  diagnosis  is  made  by  the  x-ray  exam- 
ination, and  the  treatment  consists  of  the 
patient  having  a very  well  supervised 
routine  of  exercise  every  day,  sleeping  on 
a hard  bed  or  with  a board  under  the  mat- 
tress, and,  in  more  pronounced  cases,  the 
child  should  wear  some  sort  of  good  hyper- 
extension brace  during  the  waking  hours. 
This  regimen  may  be  necessary  for  several 
months  or  even  a few  years,  but  the  ulti- 
mate good  result  is  worth  all  of  the  effort. 
There  is  no  dietary  routine  or  endocrine 
imbalance  which  brings  on  this  condition, 
according  to  the  many  authorities  who  have 
written  about  it. 

When  we  consider  senile  osteoporosis,  we 
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come  into  a combined  medical  and  ortho- 
pedic field.  Generally  there  is  pain  in  the 
back,  and  this  comes  on  with  or  without 
wedging,  fractures  or  collapse  of  one  or 
more  vertebral  bodies,  but  all  of  these  pa- 
tients should  have  x-ray  studies  and  then 
should  have  hormone  therapy  and  correct 
dietary  regimen.  Generally,  the  wedging  of 
one  or  more  vertebral  bodies  is  not  severe 
enough  to  warrant  putting  the  patient  to  bed 
on  a hyperextension  frame  or  a reversed 
Gatch  bed,  but  at  times  this  is  necessary  for 
a few  days.  A hyperextension  brace,  again, 
is  the  orthopedic  treatment  of  choice  in  this 
condition  and  must  be  kept  on  as  long  as 
the  patient  is  up  every  day,  generally  for  a 
few  months  and  in  some  cases  for  a few 
years.  X-ray  checkup  should  be  done  every 
two,  three  to  four  months  to  follow  the 
progress  of  this  condition. 

The  adolescent  youngster,  generally  a 
boy,  who  has  a tender,  painful  swelling  in 
the  region  of  the  tibial  tubercle  in  one  or 
both  knees  has,  usually,  an  Osgood-Schlat- 
ter's  apophysitis  of  this  tubercle.  Roent- 
genogram will  confirm  the  diagnosis,  and 
the  treatment  is  immobilization  of  that 
knee,  either  complete  or  partial,  until  heal- 
ing has  occurred.  This  may  take  several 
months  or  even  a year  or  more  in  some 
instances.  Operation  is  seldom  indicated, 
except  when  there  has  been  a marked  tear- 
ing away  of  part  of  the  tibial  tubercle  by 
the  patellar  ligament.  This,  of  course,  is 
distinctly  an  orthopedic  surgical  problem. 

When  we  take  up  the  question  of  whip- 
lash injuries,  I know  I am  treading  on 
dangerous  ground.  This  condition  has  at- 
tained a very  objectionable  place  in  our 
medical  practices,  largely  because  of  the 
widespread  increase  in  its  litigation  po- 
tentialities. Most  of  these  patients  had  bet- 
ter be  sent  to  a specialist,  either  an  ortho- 
pedist, a neurosurgeon  or  a general  sur- 
geon trained  in  trauma,  because  there  is  a 
great  deal  of  court  work  involved,  and  the 
functional  overlay  which  is  seen  in  most  of 
these  patients  often  demands  psychiatric 
consultation  and  treatment.  However,  many 
b neral  practitioners  have  to  treat  these  in- 
juria ■ and  cannot  refer  each  and  every  case 
to  some  other  doctor.  Of  course,  a most 
careful  examination  should  be  made  at  once 


to  see  if  there  is  any  damage  to  a nerve  root 
or  the  spinal  cord,  and  a cervical  spine  x- 
ray  survey  in  flexion  and  extension,  and 
often  with  oblique  films  should  be  made  to 
find  out  if  there  is  any  fracture,  dislocation 
or  even  a subluxation.  The  ideal  treatment 
for  such  a patient  is  bedrest  in  a hospital, 
with  cervical  traction  of  three,  four  or 
more  pounds,  which  is  to  be  kept  on  most 
of  the  time  day  and  night.  Generally,  the 
neck  is  placed  into  slight  flexion,  although 
a good  plan  is  to  have  the  patient’s  head 
and  neck  placed  where  he  gets  the  most  re- 
lief, and  this  may  be  in  extension  or  may 
be  in  various  degrees  of  flexion,  but  usually 
the  latter  is  the  case.  These  patients  should 
wear  a comfortable  cervical  collar  when 
they  get  up  to  eat  their  meals  or  to  attend 
to  their  daily  wants;  the  collar  should  be 
fitted  carefully  so  the  patient  has  the  ut- 
most comfort  as  well  as  support.  There  is 
no  hard  and  set  rule  as  to  whether  a patient 
shoidd  have  a flexion  or  an  extension  col- 
lar, since  most  of  these  whiplash  injuries 
result  in  some  tearing  and  trauma  to  both 
the  anterior  and  posterior,  as  well  as  the 
lateral  soft  or  bony  parts  of  the  neck  or 
shoulder.  At  times  this  trauma  involves 
the  thoracic  and  perhaps  the  lumbar  areas 
as  well.  Very  often  the  impact  comes  from 
the  rear  and  then  the  patient’s  car  hits  an- 
other one  ahead  of  it,  and  this  process  may 
be  repeated  more  than  once  in  each  direc- 
tion. It  is  easy  to  see  that  the  trauma  to 
one’s  neck  and  other  parts  of  the  back  can 
become  very  complicated  through  a succes- 
sion of  these  flexions,  extensions  and/or 
rotary  motions  of  the  different  parts  of  the 
spine.  The  head  and  neck  can  become  a 
real  pendulum-type  of  apparatus,  where  the 
arm  of  the  pendulum  is  the  flexible  cervical 
spine  and  the  ball  (or  head)  sits  on  top  of 
the  flexible  arm  and  not  below  it. 

With  these  whiplash  injuries  the  various 
muscle  relaxant  drugs  are,  of  course,  most 
useful  and  should  be  routinely  used  if  toler- 
ated, and  should  supplement  the  usual 
analgesics.  Very  often  tranquilizing  drugs 
are  also  necessary  and  many  times  are  all- 
important;  some  of  these  have  muscle  re- 
laxant effects  also.  When  this  condition 
becomes  chronic  as  a well  defined  myo- 
fascitis or  fibrositis,  with  or  without  brachial 
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plexus  symptoms  or  a scalenus  anticus  syn- 
drome, consultation  should  be  had  with  a 
specialist  who  is  well  acquainted  with  this 
type  of  injury  in  its  late  or  chronic  stages. 
If  the  acute  symptoms  have  diminished  and 
the  condition  becomes  subacute,  injection 
therapy  as  described  above,  into  the  tender 
trigger  points,  can  be  carried  out  at  from 
five  to  seven  day  intervals,  or  longer  if  in- 
dicated. Also,  the  usual  physiotherapeutic 
measures  are  necessary,  and  general  limber- 
ing up,  stretching  and  muscle-building  ex- 
ercises are  important,  but  must  be  care- 
fully supervised.  Very  often  the  only  cure 
is  to  have  the  litigation  aspect  settled  with 
that  miraculous  healing  power  of  the 
“greenback  poultice”! 

I shall  not  go  into  the  question  of  frac- 
tures or  dislocations  of  the  cervical  spine, 
as  I believe  this  is  outside  the  province  of 
the  average  general  practitioner.  Also, 
branchial  plexus  tears  or  serious  involve- 
ment of  these  roots  should  warrant  a neuro- 
surgical or  an  orthopedic  consultation. 

It  is  also  with  fear  and  trepidation  that  I 
embark  on  the  subject  of  trauma  to  the  low 
hack  in  the  adult,  with  the  question  of  the 
ruptured  disc  uppermost  in  my  mind.  There 
has  been  so  much  “ballyhoo”  about  this  con- 
dition that  many  of  our  patients  come  into 
our  offices  stating  flatly  that  they  have  suf- 
fered an  injury  to  their  low  back  and  have 
a ruptured  disc,  and  some  of  them  will  even 
tell  you  at  which  level  this  has  occurred  and 
on  which  side.  Such  is  the  power  of  the 
persevering  and  persistent  press!  The 
thing  to  keep  uppermost  in  our  minds  is 
that  there  are  a dozen  or  more  conditions 
which  can  lead  to  the  same  symptoms  and 
signs  of  nerve  root  pressure  in  the  low  back, 
that  have  nothing  at  all  to  do  with  a rup- 
tured disc.  It  takes  a great  deal  of  diag- 
nostic acumen  to  tell  whether  pain  in  the 
low  back  and  leg  is  coming  from  a ruptured 
disc  or  pressure  on  the  nerve  root  from  a 
narrowed  neural  canal  or  foramen,  or  a 
tumor  of  the  cord  or  root  or  of  the  sur- 
rounding tissues  or  structures,  and  often 
the  same  symptoms  can  come  from  arthritis 
of  the  sacroiliac  joint,  a myositis  or  fibrositis 
of  the  buttock  musculature,  and  I firmly 
believe  that  the  piriformis  syndrome,  in 
which  this  muscle  can  be  felt  as  a cylindri- 


cal spastic  cord,  is  often  overlooked.  Again, 
we  find  herniated  subcutaneous  fat  nodules 
or  masses  which  often  are  very  tender  and 
easily  palpated  by  the  examining  finger, 
and  the  sciatic  radiation  of  pain  is  thought 
to  be  a referred  phenomenon  produced  by 
cuneal  nerve  fibers  which  pierce  the  over- 
lying  fascia  of  the  buttock  muscles  from  the 
posterior  spinal  nerve  roots,  these  fibers  go- 
ing into  these  discreet  herniated  fat  pads 
and  also  into  the  skin.  Persistent  piriformis 
spasm  or  herniated  fat  pads  are  generally 
indications  for  orthopedic  surgery. 

Another  condition  which  can  give  the 
same  radiation  pattern  is  herpes  zoster,  or 
shingles.  Also,  there  are  the  inflammatory 
and  toxic  conditions  in  the  body  which  pro- 
duce a real  inflammation  of  the  sciatic  nerve 
trunks  themselves,  although  this  I believe 
is  very  rare.  More  common,  I am  sure,  is 
the  neuralgic-type  pain  from  a “toxic”  con- 
dition, or  that  which  comes  as  a result  of 
arachnoiditis  in  the  spinal  canal  itself, 
which  again  is  generally  of  “toxic”  and  in- 
flammatory origin,  although  it  may  well  be 
due  to  trauma.  There  are  many  other  con- 
ditions which  may  cause  the  same  low  back 
and  sciatic  pain,  and  often  it  behooves  the 
attending  doctor  to  consult  not  only  with  a 
roentgenologist  but  also  with  an  ortho- 
pedist and  neurosurgeon. 

I must  mention  in  passing  the  role  played 
by  any  one  of  the  various  circulatory  dis- 
eases which  appear  in  the  low  back  or  leg, 
as  a complication  to  pelvic  or  low  back 
trauma  and  can  produce  lumbosacral  and 
sciatic  radiation  type  of  pain.  One  of  the 
most  perplexing  of  these  conditions  is  the 
pelvic  phlehothromhosis  without  tender- 
ness in,  or  swelling  of  either  lower  extrem- 
ity and  a negative  Homan’s  sign.  When  diag- 
nosed this  situation  should,  of  course,  be 
managed  by  one  or  more  doctors  who  have 
had  a great  deal  of  experience  in  this  field. 
The  diagnosis,  however,  is  often  made  or 
suspected  by  the  general  practitioner. 

Acute  low  hack  injuries , with  sciatic  radi- 
ation to  one  or  both  legs,  is  best  treated  by 
immediate  bedrest,  generally  with  the  pa- 
tient in  the  Fowler’s  position  with  either 
bilateral  or  pelvic  traction.  If  not  too 
severe,  the  patient  may  be  allowed  bath- 
room privileges,  but  if  it  is  a real  serious  in- 
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jury  the  patient  should  be  kept  in  bed,  al- 
though he  may  turn  from  side  to  side  as 
well  as  being  on  his  back.  He  should  al- 
ways be  put  in  the  position  where  he  feels 
most  comfortable.  Of  course,  adequate  x- 
ray  studies  should  be  made  as  soon  as  the 
patient  comes  into  the  hospital  and  a very 
careful  physical  examination  has  been  made 
with  especial  attention  paid  to  any  neuro- 
logic changes  or  findings.  In  the  matter  of 
x-ray  examination  be  sure  and  have  oblique 
views  made  since  these  show  up  abnormali- 
ties in  the  lumbosacral  area  which  cannot 
be  seen  on  the  ordinary  anteroposterior  and 
lateral  films.  Myelograms  or  discograms 
should  be  left  for  the  neurosurgeon  who  is 
well  experienced  in  their  use.  Local  injec- 
tion therapy  into  trigger  points  or  spastic 
muscles  is  a most  efficacious  form  of  treat- 
ment and  may  be  repeated  as  often  as 
deemed  necessary.  There  again  the  same 
muscle  relaxant  and  tranquilizing  drugs  are 
of  definite  aid,  in  addition  to  the  analgesics 
and  hypnotics.  Very  often  one  of  the  anti- 
histamine drugs  will  give  very  good  muscle 
relaxation,  especially  at  night  and  to  pre- 
vent night  cramps. 

If  this  patient  with  the  acute  low  back 
injury  does  not  get  much  better  in  two 
weeks’  time  a consultant  should  be  called 
in.  If,  however,  he  does  well  and  becomes 
free  of  his  pain  he  may  be  allowed  up  and 
sent  home,  but  he  should  wear  some  sort  of 
a low  back  support,  be  cautioned  against 
forward  bending  or  excessive  use  of  his 
back  for  at  least  one  or  two  months  more, 
and  of  course  he  should  sleep  on  a firm 
orthopedic  mattress  or  on  one  with  a board 
under  it.  I am  one  of  those  who  believe 
that  most  acute  low  back  conditions  are  not 
ruptured  discs  but  simply  are  injuries  of 
ligaments  and  other  soft  tissues,  as  occur 
in  other  parts  of  the  body  from  similar 
trauma.  Of  course,  where  there  is  definite 
evidence  of  nerve  root  pressure  in  the  low 
back,  without  any  fracture  or  dislocation  to 
account  for  it,  a ruptured  disc  is  the  most 
common  offending  factor.  Even  most  of 
these,  I believe,  regress  and  go  back  into 
he  interbody  space  from  whence  they  came 
wit.  the  healing  of  the  herniation  or  rup- 
ture through  the  posterior  longitudinal  liga- 
ment taking  place.  When  these  ruptures 


recur  or  do  not  clear  up  in  a reasonable 
time,  consultation  again  should  be  held  and 
operative  treatment  is  generally  indicated. 

In  speaking  of  low  back  pain  and  disabil- 
ity, I want  to  stress  the  importance  of 
arthritis  in  this  area,  which  often  starts  in 
the  sacro-iliac  ligaments  and  is  the  begin- 
ning of  the  fairly  common  Marie-Strumpell 
spondylitis.  This  condition  can  give  most 
of  the  signs  and  symptoms  of  a ruptured 
disc  or  of  a nerve  root  pressure  syndrome, 
but  there  will  be  an  elevated  sedimentation 
rate,  marked  tenderness  over  the  involved 
sacro-iliac  joint  without,  ordinarily,  tender- 
ness found  in  the  midline  in  the  low  back. 
These  patients  generally  do  not  have  any 
alteration  in  the  reflexes  or  have  the  hy- 
pesthetic  areas  in  the  limb  which  are  found 
in  the  ruptured  disc  syndrome.  Deep  x-ray 
therapy  is  the  treatment  of  choice  in  the 
acute  Marie-Stumpell  condition  and,  of 
course,  the  other  antiarthritic  measures 
commonly  in  use  should  be  employed.  Here 
again,  the  oblique  roentgenograms  are  most 
important  to  help  in  this  diagnosis.  An  ade- 
quate hyperextension  brace  is  also  very  im- 
portant to  use  on  a Marie-Strumpell  spine, 
where  the  flexion  process  is  developing  or 
has  fully  developed.  Every  effort  must  be 
made  to  prevent  increasing  flexion  of  the 
back,  and  the  hyperextension  brace  is  bet- 
ter than  putting  on  multiple  hyperexten- 
sion plaster  of  paris  casts. 

In  the  realm  of  fractures,  each  general 
practitioner  should  carefully  assay  his  own 
capabilities  in  regard  to  the  treatment  of 
these  injuries  and,  of  course,  the  same  thing 
applies  to  the  treatment  of  soft  tissue  dam- 
age as  well.  Many  times  the  doctor  cannot 
refer  the  patient  to  a specialist  until  some 
time  later  and  emergency  treatment  must 
be  instituted  at  once.  Even  a very  severely 
fractured  bone  or  bones  can  be  put  to  rest 
with  a very  well-padded  plaster  cast  and 
the  limb  elevated  with  the  application  of 
ice  caps  around  the  area.  Then  after  a few 
days  the  patient  can  be  sent  to  an  ortho- 
pedist for  definitive  treatment  and  no  harm 
will  occur  unless  there  has  been  neural 
damage  or  uncontrollable  hemorrhage. 
While  speaking  about  fractures,  I want  to 
put  in  a strong  word  against  the  use  of  non- 
padded  plaster  casts.  They  are  all  right  if 
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used  by  someone  who  has  had  a great  deal 
of  experience  in  their  application  and  who 
knows  the  dangers  which  are  often  en- 
countered by  their  use.  Most  of  the  ortho- 
pedic and  fracture  men  in  the  country  do 
not  use  them,  although  for  a time,  about 
twenty  or  so  years  ago,  they  were  a great 
fad.  On  the  other  hand,  too  much  padding 
is  bad  also,  but  all  of  the  bony  prominences 
must  be  well  padded  with  felt  or  sponge 
rubber,  and  at  least  two  or  three  layers  of 
correctly  applied  sheet  wadding  are  all  that 
is  generally  needed. 

Lacerated  tendons  which  are  clean  are 
best  treated  by  good  coaption  of  the  skin 
edges  by  suture  or  clips,  and  then  after  com- 
plete healing  has  taken  place,  definitive 
treatment  can  be  carried  out.  This  is  far 
better  than  to  attempt  primary  suture  of 
completely  severed  tendons  in  the  presence 
of  an  open  wound,  which  is  at  least  po- 
tentially infected.  Sometimes  the  distal  end 
of  the  proximal  part  of  the  severed  tendon 
can  be  anchored  to  the  underlying  soft  tis- 
sues or  to  the  overlying  skin  by  a single 
suture,  so  it  can  be  uncovered  and  found 
easily  later  on. 

Lastly,  I want  to  mention  a brief  word 
about  the  painful  foot  which  comes  about  as 
a result  of  walking  about  on  hard  cement 
floors,  or  tile  floors,  for  many  hours  a day 
year  after  year.  It  has  been  estimated  that 
a normal  foot  will  break  down  after  a cer- 
tain number  of  years  of  such  walking,  even 
if  a well-fitting,  correct  shoe  is  worn.  As- 
sociated with  this,  of  course,  is  the  os  calcis 
spur  which  when  fully  developed  is  an 
operative  problem.  In  its  incipiency,  how- 
ever, a sponge  rubber  doughnut,  cut  out  so 
the  pressure  is  relieved  over  the  spur,  is  of 
great  help  and  should  be  worn  in  every 
pair  of  shoes.  Many  of  these  spurs  can  be 
held  in  check  and  operation  put  off  in- 


definitely. A patient  with  painful  feet,  with 
or  without  an  os  calcis  spur,  should  wear  a 
very  thick  sponge  rubber-sole  shoe  with  a 
good,  firm  last  and  adequate  shank.  Many 
of  these  shoes  should  have  orthopedic  or 
Thomas  heels,  and  the  sole  should  be  at 
least  three-quarters  or  more  inches  thick. 
Lately,  the  “ripple-sole”  shoe  has  come  into 
vogue  and  has  been  a great  boon  to  people 
who  stand  on  their  feet  day  after  day  for 
many  hours  at  a time,  especially  on  hard 
floors.  Needless  to  say,  overweight  should 
be  corrected  if  the  patient  cooperates. 
There  are  also  several  makes  of  a special 
“space  type”  shoe  which  are  giving  a great 
many  people  a lot  of  comfort.  They  do  not 
look  very  handsome  but  they  certainly  are 
comfortable  and  if  well  made  do  a very  fine 
job.  The  “ripple-sole,”  however,  can  be 
placed  on  any  shoe  that  has  a Goodyear 
welt  innersole,  and  all  of  these  “ripple-soles” 
have  a good,  firm  “wedge  type”  longitudinal 
support  which  does  give  the  foot  the  neces- 
sary protection  there.  Here  again,  if  there 
is  a pronated  foot,  a slight  lift  can  be  put 
on  the  inner  aspect  of  the  heel  and  a longi- 
tudinal “cookie”  or  arch  support  can  be 
placed  in  the  shoes  by  any  shoe-repair  man 
who  is  acquainted  with  this  procedure. 

Summary 

Orthopedics  touches  often  the  periphery 
and  sometimes  penetrates  to  the  core  of  the 
practice  of  the  general  practitioner.  The 
great  problem  is  to  know  what  one  can 
conscientiously  treat  and  what  conditions 
should  be  referred  to  someone  else.  The 
modern  general  practitioner  is  competent 
to  do  so  much  in  so  many  fields  of  medicine 
that  no  hard  and  fast  lines  can  be  drawn 
in  any  single  category.  What  he  feels  he 
can  do  well  in  the  field  of  orthopedics  he 
should  do — and  more  power  to  him. 
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The  author  reviews  the  results  of  surgical  treatment  of  carcinoma  of  the  breast,  and  the  factors  in- 
fluencing the  results. 

CARCINOMA  OF  THE  BREAST* 


J.  D.  MARTIN,  JR.,  M.D.,t  Emory  University,  Georgia 


In  recent  years  there  has  been  considera- 
ble statistical  information  presented  con- 
cerning carcinoma  of  the  breast.  There 
have  been  further  extensions  and  many 
variations  of  the  accepted  methods  of  treat- 
ment. McWhirter,1  in  Scotland,  has  ques- 
tioned the  advisability  of  radical  mastec- 
tomy as  a primary  and  initial  treatment  in 
carcinoma  of  the  breast  and  advocates 
simple  mastectomy,  followed  by  radiation 
therapy.  It  is  claimed  that  the  five-year 
survival  compares  favorably  with  those 
treated  by  radical  mastectomy.  The  sta- 
tistics presented  are  questioned  by  those  of 
much  experience. 

Wangensteen  and  associates  went  further 
in  their  approach  and  recommended  a su- 
praclavicular removal  of  lymph  nodes  in  ad- 
dition to  the  routine  radical  mastectomy. 
There  was  an  associated  extremely  high 
operative  mortality  and  the  cure  rate  does 
not  warrant  this  added  surgical  procedure. 
Even  Wangensteen  admits  that  this  experi- 
ment is  not  worth  continuation  in  the  ad- 
vanced cases. 

Urban,  of  the  Memorial  Hospital,  has  car- 
ried out  internal  mammary  node  dissection 
in  a small  group  of  cases  and  is  encouraged 
with  the  limited  short  term  results.  In  a 
study  of  the  specimens  removed,  he  noted 
that  in  7'<  of  those  in  which  there  were 
negative  axillary  nodes,  positive  nodes 
could  be  found  in  the  internal  mammary 
group.  This  suggests  some  merit  to  the 
procedure,  but  it  must  have  limited  applica- 
tion in  the  routine  treatment  of  carcinoma 
of  the  breast. 

For  the  last  half  century,  since  Halsted 
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and  the  earlier  enthusiastic  surgeons,  little 
has  been  added  to  the  surgical  approach  to 
the  treatment  of  this  disease.  To  Haagen- 
sen  and  Stout1  must  be  given  credit  for  the 
classification  and  determination  of  the  oper- 
ability of  carcinoma  of  the  breast.  The  sig- 
nificance of  treatment  rests  on  the  selectiv- 
ity of  the  patient  for  operation,  which  in- 
volves,— the  type  of  lesion  encountered, 
the  presence  or  absence  of  distant  disease, 
and  the  general  condition  of  the  patient. 
The  treatment  of  an  early  lesion,  by  nature 
of  the  factors  involved,  will  probably  not 
result  in  the  cure  of  all  patients.  Un- 
fortunately, one  cannot  select  the  ideal  to 
treat  and  must  assume  responsibility  for  all 
cases  regardless  of  the  consequences.  We 
can  expect,  then,  from  the  beginning  that  a 
certain  number  will  not  survive,  regardless 
of  the  stage  of  the  disease  and  the  type  of 
therapy. 

Recent  reviews  by  Rosahn  1 present  sig- 
nificant comparative  statistics  of  the  results 
in  two  groups  of  similar  cases  treated  in 
Bridgeport,  Connecticut.  The  five-year  sur- 
vival results  compare  favorably,  regardless 
of  the  type  of  surgery  performed,  or  the 
surgeon  who  performed  it.  This  bears  out 
the  contention  that  predeterminism  plays  an 
important  role  in  the  final  outcome  of  this 
and  many  other  types  of  tumors.  It  is 
further  concluded  from  the  vital  statistics 
that  the  given  patient  with  carcinoma  of 
the  breast  can  expect  to  have  a survival  rate 
which  compares  favorably  with  the  sur- 
vival rate  of  the  general  population  for  the 
age  group. 

Palliation  therapy  has  done  considerable 
towards  alleviation  of  symptoms  of  indi- 
viduals with  advanced  disease.  The  pres- 
ent status  of  radiation  therapy  has  certain 
limiting  factors,  once  the  disease  breaks 
through  and  becomes  generalized.  So  long 
as  the  process  is  localized  radiation  therapy 
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can  be  effective.  Preoperative  radiation  is 
not  routinely  advocated  for  the  reason  that 
there  is  a delay  and,  if  it  is  done  for  pallia- 
tion, the  disease  may  already  have  spread 
beyond  the  confines  of  the  local  areas  to  be 
treated.  Postoperative  radiation  can  be 
given  routinely  after  the  incision  is  healed, 
or  may  be  reserved  until  metastases  are 
seen.  The  latter  course  is  thought  to  be 
more  desirable  since  the  long  term  results 
are  believed  to  be  more  encouraging. 

The  use  of  hormones  has  done  much  to- 
wards relieving  the  subjective  and  objective 
symptoms  of  metastatic  disease.  The  andro- 
gens are  administered  to  the  premenopausal 
patient  in  100  to  200  mg.  doses  of  testosterone 
proprionate  two  to  three  times  weekly.  In 
the  postmenopause  patient,  estrogens  have 
proved  most  beneficial  in  the  form  of 
diethylstilbestrol  which  is  begun  at  15  mg. 
daily  doses.  If  lack  of  response  or  unfavor- 
able results  are  obtained  from  either  of 
these,  the  other  may  be  tried.  Osteoblastic 
metastases  frequently  can  be  controlled  fol- 
lowing such  treatment.  One  method  of  de- 
termining effective  therapy  can  be  demon- 
strated by  a diminution  in  the  calciuria 
which  accompanies  these  metastatic  bone 
processes.7  Hormone  therapy  must  be  con- 
sidered only  as  palliative  for  the  late  disease. 
The  use  of  steroid  therapy  brings  about  ob- 
jective improvement  in  a similar  manner  in 
a limited  number  of  patients. 

There  are  those  who  advocate  castration 
in  order  to  decrease  the  hormonal  stimula- 
tion. Some  advocate  the  performance  of 
surgical  oophorectomy  before  the  meno- 
pause. There  are  others  who  feel  that  this 
form  of  palliation  should  be  reserved  until 
after  evidences  of  metastatic  disease  have 
been  demonstrated.  Statistics  for  either 
method  are  not  conclusive,  but  each  offers, 
in  some  instances,  short  period  of  control. 

Huggins*  was  one  of  the  first  to  perform 
bilateral  adrenalectomies  for  advanced  dis- 
ease. There  have  been  scattered  reports  as 
to  the  worthiness  of  such  form  of  radical 
palliation.  Miller0  reviewed  228  cases  who 
underwent  adrenalectomy  and  oophorec- 
tomy and  noted  that  45  of  this  number 
showed  subjective  improvement.  Only  22 
showed  evidence  of  objective  improvement. 
Perlia10  and  others  had  58  patients  who  un- 
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derwent  bilateral  adrenalectomy  for  ad- 
vanced carcinoma  of  the  breast.  It  was 
noted  that  26%  showed  notable  improve- 
ment. Katz"  found  in  379  cases  that  43.4% 
were  unaffected  and  48.7'  , showed  mod- 
erate to  marked  improvement.  There  was 
a 7.9%  mortality.  The  average  period  of 
remissions  was  from  nine  to  ten  months. 
Ten  to  15%  had  remissions  after  two  or 
more  years.  Cade12  reported  a series  of  138 
cases  in  which  bilateral  adrenalectomy  and 
oophorectomy  were  done  and  in  which  re- 
gression was  noted  in  40' , of  the  patients. 
Suitability  for  adrenalectomy  may  be  pre- 
dicted by  recurrence  and  aggravation  of 
symptoms  and  signs  during  the  androgen 
and  estrogen  therapy;  by  improvement  after 
cortisone  administration;  also,  by  the  effect 
of  hormones  on  calcium  excretion  in  pa- 
tients with  extensive  osteolytic  lesions. 

Bronson  Ray11  believes  that  hypophysec- 
tomy  would  accomplish  what  combined 
adrenalectomy  and  oophorectomy  would  do. 
He  has  shown  that  the  mortality  is  about 
5%  ; however,  this  result  cannot  be  an- 
ticipated at  present  by  all  who  utilize  this 
method.  Remissions  can  be  expected  in 
some  40%  for  reasonably  long  periods  of 
time.  Kennedy,  French  and  Peyton11  found 
subjective  improvement  in  28  cases.  In  20 
of  these  advanced  cases  of  carcinoma  of  the 
breast  treated  by  hypophysectomy,  objec- 
tive improvement  was  noted  in  18.  The 
longest  sustained  remission  was  20  months, 
from  which  it  is  concluded  that  hypophysec- 
tomy is  preferable  to  adrenalectomy  in  ad- 
vanced carcinoma  of  the  breast. 

With  the  combined  opinions  which  have 
been  presented,  it  may  be  stated  that  there 
is  no  one  suitable  method  of  palliation.  The 
application  of  each  of  the  possibilities  may 
be  suggested  and  tried  for  improvement. 

Conclusions 

The  ideal  and  most  satisfactory  treatment 
for  carcinoma  of  the  breast  still  rests  with 
the  early  suspicion  and  diagnois  and  ade- 
quate treatment.  This  should  consist  in  an 
extensive  radical  mastectomy,  either  with 
or  without  postoperative  radiation  therapy. 
This  method  of  treatment  should  result  in 
about  70%  five-year  cures  when  the  dis- 
ease is  limited  to  the  breast.  When  the  dis- 
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ease  has  gone  beyond  the  confines  of 
primary  origin,  the  outcome  may  may  be  a 
variable  one,  depending  on  the  type  of 
lesion  involved,  the  form  of  treatment,  the 
age  of  the  patient  and  the  extent  of  second- 
ary spread. 

Progress  in  palliation  has  been  made  by 
the  utilization  of  radiation  therapy,  hor- 
mone substitution,  steroid  therapy,  castra- 
tion, adrenalectomy  or  hypophvsectomy. 
These  may  be  used  separately  or  in  combi- 
nation. The  purpose  is  to  make  the  patient 
comfortable,  but  not  to  prolong  life  in  a 
more  unpleasant  state. 
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Effect  of  Insulin  and  Glucagon  on  Tumour  Growth. 

Salter.  J.  M.,  DeMeyer,  R..  and  Best,  C.  H.: 

Brit.  M.  J.  2:5,  1958. 

The  authors  described  the  effect  of  insulin  and 
glucagon  on  tumour  growth  (Walker  carcino- 
sarcoma tissue)  in  famile  Wistar  rats.  In  a large 
series  of  other  trials  not  reported  here,  insulin 
consistently  produced  a small  but  significant  slow- 
ing of  the  tumour  growth.  This  inhibition  oc- 
curred only  when  the  food  intake  of  the  treated 
animals  was  restricted  to  the  level  of  the  controls. 
The  retardation  of  growth  of  the  tumour  induced 
by  glucagon  alone  has  varied  from  20  to  40%. 
This  inhibition  can  be  attributed,  in  part,  to  the 
reduction  in  food  intake  and  the  adverse  effect  of 
glucagon  on  the  growth  of  the  rat  as  a whole.  Al- 


though rats  treated  with  both  insulin  and  glucagon 
lose  less  weight  than  those  given  glucagon  alone, 
inhibitions  of  tumour  growth  of  60-70%  have  ob- 
tained invariably.  The  inhibition  is  not  there- 
fore proportional  to  the  weight  loss.  In  each 
experiment  the  carcinostatic  action  of  the  com- 
bined therapy  has  been  much  greater  than  the 
sum  of  the  individual  effects  of  the  two  substances. 
The  significance  of  these  findings  is  discussed,  and 
the  possibility  of  a clinical  trial  of  the  substances 
is  suggested,  if  this  phenomenon  of  the  extensive 
inhibition  of  tumour  growth  by  insulin  and 
glucagon  together  is  observed  in  a large  number 
of  other  tumours  in  various  species  of  animals. 
(Abstracted  for  the  Tennessee  Diabetes  Associa- 
tion by  Charles  A.  Rosenberg,  M.D.,  Memphis.) 
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The  recognition  and  proper  management  of  this  “every-day”  problem  is  so  essential.  The  topical  use 
of  a host  of  drugs  and  chemicals  so  often  adds  insult  to  injury.  The  detection  and  then  the  elimina- 
tion of  the  offending  substance  in  the  environment  is  the  basic  approach  in  management. 


Contact  Dermatitis  And  Its  Management* 

RICHTER  H.  WIGGALL,  M.D.,  Knoxville,  Tenn. 


Contact  dermatitis  is  perhaps  the  most 
common  skin  disease  that  confronts  the 
physician  today.  It  is  either  seen  in  its  pure 
form,  as  in  poison  ivy  or  as  a complication 
of  therapy  for  the  treatment  of  some  other 
dermatitis.  By  the  term  contact  dermatitis 
one  implies  that  either  an  allergic  reaction 
has  occurred  in  the  skin  to  contact  with 
some  substance  or  that  an  irritation  has 
been  produced.  The  latter  is  known  as  a 
primary  irritant.  Practically  any  age  group 
is  susceptible  and  one  might  say  that  every- 
one is  susceptible  to  this  type  of  dermatitis. 
Waldbott  has  observed  a sensitivity  to  his 
mother’s  lipstick  in  a four  weeks  old  infant. 
Practically  any  substance  can  be  incrimi- 
nated, from  the  most  common  everyday  or- 
dinary contacts  to  the  infrequent  or  unusual 
exposure.  It  might  be  said  that  the  former 
are  not  only  much  more  common  but  much 
more  difficult  to  prove  because  they  are  the 
least  likely  to  be  suspected  by  the  patient. 
The  list  of  substances  to  which  one  might 
be  allergic  are  legion  and  there  would  be 
no  point  in  listing  them.  They  are  con- 
stantly increasing  in  number. 

The  clinical  characteristics  of  allergic 
contact  dermatitis  depends  on  several  fac- 
tors. The  acute  type  such  as  is  manifested 
by  dermatitis  venenata  secondary  to  poison 
ivy  is  characterized  by  the  appearance  of 
erythema,  vesiculation  and  edema.  How- 
ever, the  reaction  of  an  individual  to  some 
substance  to  which  he  has  become  allergic 
may  not  necessarily  be  as  acute.  Occasion- 
ally just  a mild  erythema,  a slight  thicken- 
ing or  scaling,  or  a rather  thickened  lichen- 
ified  torpid  patch  of  dermatitis  may  result. 
The  type  of  reaction  depends  on,  of  course, 
the  allergenic  properties  of  the  sensitizing 

*Read  before  the  Meeting  of  the  Tennessee 
State  Medical  Association,  April  23,  1958,  Gatlin- 
burg,  Tenn. 


agent,  the  extent  and  number  of  exposures, 
the  presence  or  absence  of  moisture  on  the 
skin  and  the  individual’s  response  to  a sen- 
sitizing exposure.  Although  it  may  occa- 
sionally be  absent,  itching  is  perhaps  the 
most  constant  symptom. 

While  contact  dermatitis  may  occur  in 
any  area,  the  most  common  sites  are  the 
exposed  areas,  the  face,  neck,  hands,  fore- 
arms and  exposed  portions  of  the  legs. 
There  is  often  a very  sharp  delineation  be- 
tween the  involved  and  normal  skin.  This 
is  often  well  illustrated  when  the  allergen 
is  air  borne  such  as  a fly  spray.  The  skin 
covered  by  clothing  is  sharply  separated  in 
appearance  from  the  skin  that  had  been 
exposed  directly  to  the  allergen.  There  is 
a tendency  for  the  palms  to  be  spared  al- 
though the  dorsa  of  the  hands  may  actively 
participate.  This  sometimes  explains  why 
the  dermatitis  appears  on  the  male  geni- 
talia with  very  little  evidence  elsewhere. 
Curiously,  the  hairy  portion  of  the  scalp 
seems  to  be  immune  and  it  is  uncommon 
for  an  allergic  reaction  to  occur  in  that  site. 
Reactions  to  shampoos,  hair  rinses  and  dyes 
usually  involve  the  face  and  neck. 

Pathogenesis  and  Course 

The  course  of  contact  dermatitis  may  be 
either  of  short  duration  or  a rather  pro- 
longed siege.  It  is  dependent  to  some  ex- 
tent upon  the  degree  of  hypersensitivity, 
the  nature  of  the  irritant  and  the  area  of 
skin  exposed.  The  dermatitis  first  appears 
at  the  site  of  exposure  but  new  lesions  may 
continue  to  appear  elsewhere  on  the  body 
for  several  days  without  known  re-exposure 
to  the  allergen.  The  mechanism  of  this  is 
not  well  understood.  It  might  be  stated 
here  that  vesicles  and  bullae  do  not  contain 
the  allergen,  and  when  these  rupture  and 
spread  their  contents  on  the  skin  it  does 
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not  “spread”  the  dermatitis.  It  is  possible 
that  small  amounts  of  the  antigen  are  scat- 
tered on  the  skin  initially  in  concentrations 
insufficient  to  provoke  an  original  response 
and,  as  the  sensitization  reaction  proceeds, 
these  areas  become  sensitive.  It  may  also 
be  possible  that  there  are  different  reaction 
times  of  various  portions  of  the  skin  to 
smaller  amounts  of  antigen. 

The  mechanism  of  the  development  of 
allergic  eczematous  sensitization  is  interest- 
ing. There  is  an  initial  refractory  period 
which  represents  an  undetermined  time 
from  the  first  contact  to  the  appearance  of 
symptoms.  This  may  be  a matter  of  years. 
This  is  often  noted  in  the  woman  using  nail 
polish  for  a number  of  years  before  becom- 
ing allergic  to  it.  The  incubation  period 
represents  a period  of  time  between  the  be- 
ginning of  sensitization  and  the  appearance 
of  symptoms.  This  usually  is  between  10 
and  30  days.  It  is  never  less  than  7 days. 
If  the  patient  reacts  to  the  “first”  exposure 
in  2 to  6 days  it  usually  implies  that  he  has 
been  cross  sensitized  to  another  similar 
substance.  It  is  possible  for  a single  dose 
to  sensitize  the  patient  and  to  provoke 
symptoms.  This  would  apply  only  to  some 
substance  that  remains  adherent  to  the  skin 
during  the  period  of  incubation.  The  re- 
action time  is  the  period  between  the  appli- 
cation of  an  allergen  to  the  sensitized  skin 
and  the  first  sign  of  symptoms.  This  is 
usually  longer  than  12  hours  and  most  often 
reaches  its  peak  within  48  hours.  On  the 
other  hand,  there  may  be  a delay  in  the  ap- 
pearance of  symptoms  of  a number  of  days. 
This  is  well  demonstrated  by  the  applica- 
tion of  patch  tests  where  the  reaction  occa- 
sionally may  not  appear  until  several  days 
after  the  patch  tests  have  been  applied. 

Once  sensitization  to  an  allergen  is  estab- 
lished there  is  considerable  individual  vari- 
ation as  to  how  long  it  will  persist.  A good 
many  patients  will  retain  it  for  life  while 
others  will  have  a gradual  tapering  off  over 
a period  of  years  of  their  sensitivity.  Of 
interest  along  these  lines  is  the  process 
known  in  industry  as  “hardening.”  This 
rather  curious  phenomenon  applies  to  work- 
ers who  become  sensitized  to  some  sub- 
stance in  their  occupation  and  by  persisting 
in  constant  exposure  develop  either  some 


type  of  resistance  or  immunity  to  the  sub- 
stance. It  is  possible  that  this  is  a type  of 
hyposensitization.  It  is  a temporary  phe- 
nomenon and  if  the  worker  stops  the  ex- 
posure for  a variable  period  of  time  he  finds 
that  he  again  has  become  reactive  and  has 
to  undergo  another  period  of  hardening. 

Causes  and  their  Determination 

The  determination  of  causative  factor. 
The  one  essential  procedure  necessary  to 
cause  a contact  dermatitis  to  involute  or  to 
prevent  further  occurrences  is  to  establish 
the  causative  allergen.  This  is  sometimes 
easier  said  than  done.  When  one  is  faced 
with  an  acute  dermatitis  venenata  there  is 
no  problem.  However,  in  a good  many  in- 
stances it  involves  suspecting  every  possible 
contactant  in  a patient’s  environment,  in- 
cluding those  not  only  recently  acquired 
but  those  which  have  been  present  and  used 
for  years.  I have  found  the  illustrations  in 
Waldbott’s  book  “Contact  Dermatitis”  par- 
ticularly helpful  in  getting  patients  to 
realize  and  appreciate  the  complexity  of 
the  problem  and  the  numerous  exposures 
to  very  simple  and  commonplace  substances 
and  objects  that  may  cause  trouble.  Or- 
dinarily, I explain  to  the  patient  some  of 
the  patterns  that  certain  things  produce 
and  then  place  some  of  the  burden  on  him 
by  stating  that  if  there  is  a flare  up  of  his 
dermatitis  it  usually  occurs  twelve  hours  or 
so  after  the  exposure.  Of  course,  as  previ- 
ously mentioned,  this  depends  somewhat 
upon  the  type  of  reaction  the  patient  is 
having  as  a result  of  his  exposure.  Where 
the  dermatitis  is  less  reactive  one  is  plagued 
sometimes  with  a long  incubation  period 
and  here  the  pattern  of  dermatitis  may  give 
some  leads  as  to  the  offending  allergen.  I 
have  found  it  useful  at  certain  times  to 
have  the  patient  make  a complete  list  of 
his  contactants  during  a certain  period  of 
time  as  he  goes  along.  It  is  quite  surprising 
how  one  overlooks  the  very  ordinary  con- 
tacts. 

The  distribution  of  the  dermatitis  may 
narrow  the  possibilities  considerably.  I 
would  like  to  discuss  a few  areas  of  the 
body  and  some  of  the  more  likely  allergens 
causing  trouble,  and  wish  to  emphasize  that 
this  is  only  a fragmentary  list. 
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Head  and  Neck.  If  the  process  is  diffuse 
it  is  most  frequently  due  to  an  air  borne 
contactant  such  as  an  insect  spray,  a cos- 
metic applied  by  spraying  or  a volatile  ma- 
terial such  as  cigarette  lighter  fluid,  gaso- 
line or  ragweed  pollen.  Occasionally,  the 
dermatitis  may  be  limited  to  the  periorbital 
tissues  and  eyelids  and  still  be  due  to  the 
same  cause.  This  is  sometimes  due  to  the 
fact  that  these  areas  are  not  well  washed 
and  the  offending  substance  remains  on 
them  sufficiently  long  to  cause  a reaction. 

Less  diffuse  eruptions  may  be  due  to  any 
of  the  cosmetics  or  cleansing  materials.  One 
must  also  remember  that  many  things  get 
to  the  face  inadvertently  by  the  hands.  I 
usually  do  not  ask  a person  if  they  think 
their  hands  touch  their  face  very  often  dur- 
ing the  day  but  wait  until  during  the  inter- 
view they  sometimes  place  their  hands  on 
their  face  at  which  time  I call  their  atten- 
tion to  this.  It  is  rather  interesting  the 
number  of  times  a person  unconsciously 
places  his  hand  on  his  face  and  serves  to 
draw  their  attention  to  it  in  a very  forceful 
manner. 

Hands  and  Forearms.  There  is  such  a 
variety  of  substances  to  which  the  hands 
and  forearms  come  into  contact  that  it  is 
almost  impossible  to  make  any  list.  This 
area  is  usually  the  most  frequent  site  of  in- 
dustrial dermatoses.  One  very  ubiquitous 
substance  that  is  not  infrequently  the  cause 
of  dermatitis  of  the  hands  is  nickel. 

AxiUas.  The  obvious  substances  that  are 
applied  locally  here  such  as  deodorants, 
powders,  colognes  and  other  cosmetics  are 
quickly  considered.  Thought  should  also 
be  given  to  dress  materials,  dyes  and  clean- 
ing solutions. 

Trunk  and  Proximal  Extremities.  In 
these  areas  one  suspects  most  frequently 
something  in  the  clothing,  cosmetics,  and 
nickel  in  clothing  fasteners. 

Anogenital  Region.  Due  to  moisture 
present  in  this  area  the  anogenital  region 
is  particularly  susceptible  to  chemical  irri- 
tation. This  is  also  due  to  the  fact  the 
genitalia  are  in  contact  with  anything  that 
may  be  on  the  hands  such  as  poison  ivy, 
various  medications  used  in  the  treatment 
of  hemorrhoids  and  the  various  dermatoses 
that  may  affect  this  area. 


Feet.  Allergic  reactions  on  the  feet  are 
not  uncommon.  They  may  involve  the  sole 
and  thus  may  be  diagnosed  as  a fungus  in- 
fection. If  the  dorsa  of  the  feet  are  in- 
volved a fungus  infection  is  much  less 
likely.  The  substances  involved  in  this 
area  include  dyes,  fixatives,  cement,  glues 
used  in  shoes,  foot  powders,  liquids  and 
creams. 

Patch  tests.  Of  value  in  determining  the 
etiologic  agent  in  a contact  dermatitis,  if 
other  means  have  not  already  demonstrated 
it,  is  the  performance  of  patch  tests.  This 
is  a procedure  in  which  suitable  dilutions 
of  either  a routine  series  of  substances  that 
may  give  leads,  or  suspected  substances 
from  the  patient’s  environment  are  applied 
to  the  skin.  This  is  covered  by  a small  patch 
and  left  in  place  usually  for  a period  of  48 
hours.  If  a reaction  develops  prior  to  that 
period  the  patch  should  be  immediately  re- 
moved since  the  point  is  proved.  There 
are  some  substances  which  require  a longer 
period  than  48  hours  and  give  what  is 
known  as  a delayed  type  of  reaction.  If  the 
patch  test  is  negative  in  48  hours  and  some 
of  the  substances  are  suspected  strongly  of 
causing  the  dermatitis  they  should  be  al- 
lowed to  remain  on,  or  the  patient  be  ob- 
served at  intervals  of  two  or  three  days  to 
view  the  site.  It  is  rather  unwise  to  allow 
the  patient  to  interpret  the  reaction. 

There  are  certain  precautions  to  be  taken 
in  the  application  of  patch  tests.  They 
should  never  be  done  when  the  dermatitis 
is  acute  but  should  be  done  when  it  has 
subsided.  If  multiple  sensitivities  are  sus- 
pected or  the  sensitivities  are  great,  only  a 
few  patch  tests  should  be  done  at  one  time. 
It  is  important  to  use  the  proper  dilution 
of  the  patch  testing  agent  on  the  skin,  for 
if  the  concentration  is  too  strong  it  will 
produce  an  irritating  nonspecific  type  of  re- 
action. For  instance,  soap  left  on  the  skin 
for  48  hours  will  invariably  produce  an  ir- 
ritation-type of  reaction.  Usually  a l'<  dilu- 
tion of  soap  is  used.  The  presence  of  a posi- 
tive patch  test,  of  course,  does  not  neces- 
sarily indicate  that  that  is  the  cause  of  the 
dermatitis.  The  elimination  of  the  suspected 
substances  from  the  patient’s  environment 
and  disappearance  of  the  dermatitis  is  usu- 
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ally  considered  good  evidence  that  the 
cause  has  been  determined. 

Treatment 

Treatment  of  Acute  Contact  Dermatitis. 
In  an  acute  contact  dermatitis  the  skin  is 
acutely  inflamed  or  irritated.  The  most 
simple  measures  in  the  form  of  local  ap- 
plications should  be  employed.  There  is  a 
strong  temptation  because  of  the  acuteness 
to  employ  a variety  of  medical  treatment 
which  often  exacerbates  the  dermatitis 
rather  than  soothes  it.  Ordinarily,  I would 
say  that  the  most  soothing  treatment  con- 
sists of  compresses  or  baths  depending  on 
the  distribution  of  the  dermatitis.  I gen- 
erally prefer  physiologic  saline,  Burow’s  So- 
lution or  boric  acid,  and  for  baths  either 
starch  or  Aveeno  baths.  If  there  is  not  too 
much  oozing  a mild  shake  lotion  may  be 
employed.  Lotions  containing  the  anti- 
histamines, local  anesthetics,  penicillin  or 
sulfas  are  not  advised  due  to  their  sensitiz- 
ing properties.  In  the  use  of  shake  lotions 
it  is  important  that  they  are  not  used  to  the 
point  of  building  up  masses  or  caked  ma- 
terial because  these  are  uncomfortable  and 
the  removal  is  irritating  to  the  skin.  Ordi- 
narily the  application  of  greasy  ointments 
should  not  be  used  while  there  is  active 
vesiculation  or  oozing  present.  In  the  early 
acute  phase  topical  applications  of  the 
steroids  are  not  effective  and  are  expensive. 
As  the  dermatitis  begins  to  subside  and  the 
oozing  and  vesiculation  cease  the  applica- 
tion of  a nonirritant  lubricating  substance 
such  as  a nonscented  cold  cream,  Neobase, 


Nivea  Cream  or  Hydrophilic  Ointment,  USP 
is  of  value. 

The  best  and  most  effective  form  of 
therapy  for  a severe  acute  type  of  contact 
dermatitis  is  systemic  steroid  therapy.  It 
is  so  effective  that  there  is  a great  tempta- 
tion to  use  it  even  in  the  mild  cases,  and 
since  the  duration  of  the  disease  is  short 
there  is  admittedly  little  risk  in  their  use. 
However,  it  is  generally  felt  that  the 
steroids  should  be  used  for  the  more  severe 
type  of  reaction.  The  steroids,  and  I prefer 
the  newer  oral  preparations,  are  given  in 
adequate  dosage  for  two  or  three  days  and 
as  the  dermatitis  improves  the  dose  is  cor- 
respondingly reduced.  If  the  dermatitis 
continues  to  appear  when  the  steroids  are 
stopped  they  should  not  be  repeated  in- 
definitely. Rather,  a search  for  the  allergen 
should  be  intensified.  Actually  when  the 
dermatitis  has  become  clear  and  the  al- 
lergen not  removed  the  precipitation  of  a 
new  attack  may  reveal  the  cause  if  the  pa- 
tient’s attention  is  directed  to  the  mode  of 
causation  of  the  dermatitis. 

Supplemental  measures  include  the  recog- 
nition of  secondary  infection  should  it  oc- 
cur and  the  opening  of  large  bullae  to  re- 
lieve the  pressure.  The  injection  of  some 
specific  antigens,  in  particular  that  of 
poison  ivy,  is  to  be  avoided.  Its  effect  dur- 
ing an  acute  attack  of  poison  ivy  has  never 
been  demonstrated  to  be  of  value  and  it  has 
frequently  lead  to  an  exacerbation  of  the 
dermatitis.  There  are  also  indications  that 
it  may  have  caused  a glomerulonephritis. 
The  use  of  superficial  x-ray  therapy  is  in- 
effective and  unwarranted. 
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The  use  of  drugs  orally  in  the  management  of  diabetes  mellitus  is  still  more  or  less  in  the  experi- 
mental stage.  Anyone  using  them  should  weigh  the  indications  and  contra-indications  carefully. 

The  Use  of  the  Oral  Sulfonylureas 
In  Diabetes  Mellitus 

ALBERT  S.  EASLEY,  M.D.,  Chattanooga,  Tenn. 


“Be  not  the  first  to  cast  aside  the  old,  nor 
yet  the  last  to  accept  the  new.” 

And  it  is  on  this  note  that  this  paper  is 
given.  Herein,  an  attempt  will  be  made  to 
elucidate  on  the  developing  panacea  in  the 
use  of  oral  sulfonylureas  in  the  treatment  of 
diabetes  mellitus,  this  panacea  having  the 
potentialities  of  becoming  one  of  serious  im- 
port, as  happens  so  frequently  when  a new 
drug  is  introduced  into  the  medical  arma- 
mentarium. Yet,  on  the  other  hand,  the 
subject  will  be  reviewed  with  a completely 
open  mind  and  an  attempt  will  be  made  to 
advise  its  judicial  usage  in  those  cases 
where  it  is  felt  to  be  worthwhile.  It  might 
be  added  here,  that  this  particular  discus- 
sion is  very  apropos  at  the  present  time,  be- 
cause I am  sure  that  you  have  all  been  be- 
sieged with  requests  for  the  “wonder  drug” 
in  many  cases  of  varying  types  of  diabetes, 
as  a result  of  rather  widespread  publicity 
in  the  newspapers  recently  and  especially 
in  certain  magazines  of  wide  circulation 
during  the  past  month.  In  these  periodicals, 
however,  a somewhat  false  impression  is 
left  with  the  layman  that  the  oral  sulfo- 
nylureas seem  to  promise  a new  way  of  life 
for  the  vast  majority  of  diabetics,  when  this 
is  far  from  being  the  truth.  To  deny  that 
it  offers  opportunities  for  a selected  group 
of  diabetics  would  be  fallacious,  and  it  is 
certainly  obvious  that  its  introduction  has 
stimulated  interest  in,  and  accelerated  re- 
search in  the  continuous  search  for  an  oral 
substitute  for  insulin  as  has  never  been 
known  before. 

The  search  for  an  oral  drug  for  the  treat- 
ment of  diabetes  mellitus  is  as  old  as  the 


*Read  before  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  22,  1958,  Gatlinburg, 
Tenn. 


knowledge  of  the  existence  of  such  a clini- 
cal entity.  For  hundreds  of  years  there 
have  been  tried  various  herbs,  roots,  ex- 
tracts and  other  compounds  in  the  treat- 
ment of  diabetes  mellitus.  Even  when  in- 
sulin was  discovered,  in  1921,  by  Drs.  Ban- 
ting and  Best,  they  had  devoted  a large  part 
of  their  experimental  research  toward  the 
discovery  of  an  oral  substance  that  would 
prove  effective.  When  it  was  discovered 
that  insulin  was  ineffective  by  mouth  and 
only  effective  by  the  parenteral  route,  there 
was  only  a momentary  lag  in  the  search 
for  an  oral  hypoglycemic  agent.  Then  re- 
newed interest  for  such  an  agent  became 
evident.  Within  the  past  fifteen  years,  this 
search  has  reached  widespread  proportions, 
as  evidenced  by  the  many  oral  hypogly- 
cemic agents  that  have  been  developed  and 
tried  as  a means  of  therapy,  resulting  in 
one  now  being  available  on  the  commercial 
market,  tolbutamide,  marketed  in  this  coun- 
try under  the  trade  name,  Orinase. 

A very  brief  historical  review  will  be 
given  here  in  order  to  have  a clearer  pic- 
ture of  the  years  of  research  behind  the 
product  marketed  today.  Of  the  various 
compounds  that  have  been  developed,  the 
following  are  only  a few  of  the  better 
known  ones:  Synthalin,  with  its  tragic  re- 
sults, Myrtillin  (a  blueberry  leaf  extract), 
glukonin  of  yeast,  hypoglycin,  guanadin, 
extracts  from  beans,  amellin  and  phaselon 
have  all  been  found  to  have  blood  sugar 
lowering  qualities,  but  none  have  proved 
efficacious  in  the  treatment  of  diabetes  mel- 
litus, either  because  of  impracticability, 
mode  of  action,  adverse  side  effects  or  other 
causes. 

Despite  the  fact  that  the  triad  of  insulin, 
diet  and  exercise  has  long  been  proven  to 
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be  the  more  nearly  physiologic  and  near 
ideal  means  of  treatment  of  diabetes  melli- 
tus,  an  oral  hypoglycemic  agent  without  the 
practical  disadvantages  of  insulin  has  been 
sought.  Insulin  in  enteric  coated  tablets 
and  in  other  forms  has  been  tried,  but  to 
no  avail.  The  sulfonylureas  first  came  into 
this  field  of  research  in  1942,  when  Janbon, 
in  France,  noticed  a distinct  hypoglycemic 
effect,  even  to  the  point  of  fatalities,  when 
isopropyl  thiodiazole  (IPTD)  was  given  to 
patients  in  the  treatment  of  typhoid  fever. 
Loubatieres  continued  this  work  with  the 
compound  and  even  today  is  continuing 
such.  In  1955,  Franke,  Fuchs,  Achelis  and 
others  in  Germany  reported  the  effective- 
ness of  therapy  in  diabetes  mellitus  with 
Carbutamide  (BZ-55)  through  its  blood  sug- 
ar lowering  quality.  Carbutamide  is  a 
sulfonamide  derivative  akin  to  isopropyl 
thiodiazole.  Very  shortly  after  the  advent 
of  Carbutamide,  Dr.  Hoechst,  also  of  Ger- 
many, developed  tolbutamide,  also  known 
as  Orinase,  Rastinon,  Artosin  and  D-860. 
We  all  know  of  the  disastrous  results  en- 
countered in  the  early  trials  with  Carbuta- 
mide in  this  country  and  its  subsequent 
withdrawal  from  clinical  investigation.  So, 
it  is  only  with  tolbutamide  (Orinase),  that 
this  discussion  will  be  concerned.  Inciden- 
tally, the  only  difference  in  the  chemical 
structure  of  the  two  drugs  is  that  a methyl 
group  in  tolbutamide  displaces  the  p-amino 
group  in  Carbutamide. 

Perhaps,  if  any  one  thing  should  cause  us 
to  use  the  greatest  of  precautions  in  the 
clinical  usage  of  tolbutamide,  it  should  be 
the  fact  that  its  mode  of  action  is  far  from 
being  definitely  known.  Although  a tre- 
mendous amount  of  experimental  data  has 
been  accumulated  on  the  subject,  it  seems 
to  have  resulted  in  adding  more  confusion 
to  the  already  existing  confusion,  and,  as 
yet.  no  definite  mode  of  action  has  been  as- 
certained, although  several  excellent  work- 
ing hypotheses  have  been  offered.  This 
lack  of  knowledge  of  its  mode  of  action 
should  by  all  means  cause  physicians  to 
cercise  caution  in  the  indiscriminate  use 
< i the  drug.  Of  what  value  is  a drug  that 
on  the  surface  appears  innocuous,  yet  be- 
cause of  lack  of  knowledge  concerning  its 
action  has  the  possibility  of  creating  a con- 


dition or  conditions  that  may  prove  injuri- 
ous to  the  individual  during  prolonged 
usage?  This  development  of  complications 
after  chronic  usage  of  the  drug  is  merely 
supposition  and  there  is  certainly  no  clini- 
cal evidence  to  support  it,  yet  this  possi- 
bility is  there  and  must  be  kept  in  mind. 

Possible  Action  of  Tolbutamide 

In  order  to  advance  the  various  hypoth- 
eses offered,  it  would  be  well  to  use  the 
simple  terms  of  Claude  Bennett,  that  being 
that  the  level  of  blood  sugar  is  determined 
by  the  balance  between  the  rate  of  glucose 
supply  from  the  liver  and  rate  of  glucose 
removal  into  the  tissues.  Therefore  to  be 
effective,  a hypoglycemic  agent  must  in- 
crease glucose  removal  into  the  tissues,  de- 
crease glucose  removal  from  the  liver,  or 
both.  With  this  in  mind,  we  can  now  go 
on  to  the  five  main  hypotheses  postulated 
as  to  the  mode  of  action  of  tolbutamide, 
namely: 

(1)  Inhibition  of  the  production  of  glu- 
cagon by  the  alpha  cells  of  the  pan- 
creas. 

(2)  Release  of  insulin  by  stimulating  the 
beta  cells  of  the  pancreas. 

(3)  Inhibition  of  an  insulin  destroying 
enzyme  or  an  insulin  antagonist. 

(4)  Increase  of  utilization  of  glucose  by 
the  peripheral  tissues  by  way  of  a 
direct  insulin  effect. 

(5)  Retardation  of  the  rate  of  release  of 
glucose  from  the  liver  either  directly 
or  perhaps  by  way  of  some  unknown 
pancreatic  mechanism. 

At  the  risk  of  sounding  academic  rather 
than  practical  in  this  presentation,  it  is  felt 
wise  to  discuss  briefly  these  hypotheses. 
Glucagon,  a hyperglycemic  agent,  being  in- 
hibited in  its  production  would  be  a most 
effective  means  of  explaining  the  mode  of 
action,  but  several  factors  disprove  this. 
First  is  the  histologic  fact  that  in  the  au- 
topsied  animal  given  tolbutamide,  there  are 
no  major  evidences  of  damage  to  the  alpha 
cells  and,  also,  the  action  is  too  rapid  for 
such  to  exist.  There  is  no  clinical  or  ex- 
perimental data  to  back  up  this  hypothesis. 

Several  investigators  lean  strongly  to- 
ward the  second  hypothesis,  that  being  the 
release  of  endogenous  insulin  by  stimulat- 
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ing  the  beta  cells  of  the  pancreas,  chief 
among  these  investigators  being  Louba- 
tieres  and  Rachmel  Levine.1  It  has  been 
definitely  proven  that  in  a depancreatized 
animal  tolbutamide  exerts  little  or  no  ef- 
fect, this  also  being  true  in  the  human  who 
has  had  a pancreatectomy.  Also  leaning 
toward  this  hypothesis  is  the  fact  that  his- 
tologic changes  are  found  in  the  beta  cells 
of  the  pancreas  of  the  autopsied  laboratory 
animal  given  tolbutamide.  However,  sev- 
eral investigators  have  been  able  to  exert 
a blood  sugar  lowering  effect  with  tolbuta- 
mide in  a depancreatized  animal,  so  again 
we  have  no  conclusive  proof. 

There  is  no  clinical  or  experimental  data 
to  back  up  the  third  hypothesis  of  inhibition 
of  an  insulin  destroying  enzyme  or  insulin 
antagonist. 

That  there  is  an  increase  of  utilization  of 
glucose  by  the  peripheral  tissues  by  way  of 
a direct  insulin  effect  has  definitely  been 
proven  to  be  a fallacy.  Since  this  is  one  of 
the  end  means  of  insulin  effect,  it  was  felt 
that  perhaps  tolbutamide  exerted  a like  ef- 
fect, but  this  was  disproved  in  that  tolbuta- 
mide exerts  an  opposite  effect  and  that 
there  is  by  no  means  an  increase  of  glucose 
utilization  in  the  peripheral  tissues. 

The  final  hypothesis,  retardation  of  the 
rate  of  release  of  glucose  from  the  liver, 
either  directly  or  perhaps  by  some  unknown 
pancreatic  mechanism,  has  a large  number 
of  research  men  supporting  this  theory.  The 
exact  step  in  the  set  of  systems  of  glucose 
metabolism  where  the  influence  is  exerted 
is  not  known,  but  it  is  felt  to  be  in  the  step 
of  release  of  glucose-6-phosphatase  to  free 
glucose  in  the  liver.  If  the  sulfonylureas 
inhibit  glucose-6-phosphatase,  hypoglyce- 
mia results.  Even  though  this  is  strictly  a 
hypothesis,,  it  is  felt  to  be  an  excellent 
working  one,  because  despite  the  fact  that 
investigators  say  that  tolbutamide  exerts 
its  blood  sugar  lowering  effect  in  a hepatec- 
tomized  animal,  there  is  a great  deal  of  ar- 
gument over  this  issue.  If  this  should  be 
the  mode  of  action  of  the  sulfonylureas,  it 
is  an  extremely  important  point  to  settle, 
because  any  drug  which  chronically  affects 
the  set  of  systems  in  the  liver  which  manu- 
factures and  releases  glucose,  would  ulti- 
mately be  expected  to  produce  functional 


and  perhaps  anatomical  changes  in  the 
liver. 

It  is  to  emphasize  this  last  statement  that 
this  rather  lengthy  discussion  of  the  mode 
of  action  of  the  drug  has  been  injected  into 
this  paper.  Above  all  else,  let  us  be  aware 
that  its  mode  of  action  is  an  extremely  im- 
portant point  to  settle,  and  after  this  issue 
has  been  settled  a more  rapid  usage  of  tol- 
butamide can  be  expected,  provided  the 
mode  of  action  is  without  danger. 

Indications  and  Contraindications  to  Use 

Despite  anything  said  before,  tolbutamide 
is  available  and  its  judicious  usage  is  an 
adjunct  to  our  medical  knowledge  of  dia- 
betes mellitus.  With  this  in  mind,  very 
general  criteria  for  the  selection  of  cases 
in  which  the  drug  can  be  used  will  be  set 
forth.  It  is  extremely  difficult  to  predeter- 
mine which  patients  will  or  will  not  re- 
spond to  tolbutamide,  because  what  may 
work  in  one  individual  may  not  work  in 
another  with  a similar  type  or  severity. 
Each  case  must  be  individualized.  There 
have  been  numerous  methods  set  forth  for 
the  selection  of  cases,  but  none  have  been 
truly  worthwhile.  The  only  sensible 
method  of  selection  of  cases  is  by  the  thera- 
peutic test  itself.  It  has  been  said  that 
tolbutamide  was  only  of  value  in  the  pa- 
tient taking  little  or  no  insulin,  yet  it  has 
been  proven  effective  in  a few  cases  taking 
very  large  doses.  So,  the  following  criteria 
are  very  general  and  are  not  to  be  com- 
pletely adhered  but  merely  to  act  as  a 
guide. 

Cases  in  which  tolbutamide  is  of  value: 

1.  Patients  40  years  or  more  of  age. 

2.  Patients  with  relatively  mild  diabetes. 

3.  Patients  taking  less  than  40  units  of  insulin 
daily. 

4.  Patients  with  insulin  allergy  (although  the 
patient  should  very  definitely  be  desensitized 
to  insulin  for  use  in  emergencies). 

5.  Patients  where  senility,  psychologic,  physi- 
cal, socio-economic  and  other  factors  make 
the  use  of  insulin  impractical. 

6.  Patients  where  a routine  schedule  of  meals 
cannot  be  kept. 

Cases  in  which  tolbutamide  should  not  be  used: 

1.  Patients  who  developed  diabetes  before  the 
age  of  20  years. 

2.  Patients  taking  over  40  units  of  insulin  daily. 

3.  In  the  presence  of  infections. 

4.  In  the  presence  of  ketosis. 
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5.  Patients  with  “brittle”  diabetes. 

6.  As  a substitute  for  dietary  restrictions. 

7.  Patients  who  could  control  their  diabetes 
with  diet  alone,  this  includes  the  obese  in- 
dividual. 

8.  Patients  who  fail  to  respond  to  the  thera- 
peutic test  or  who  after  apparent  success 
with  the  drug  develop  poor  control. 

9.  A malnourished,  emaciated  patient. 

From  the  above,  it  is  seen  that  the  use  of 
the  drug  will  find  its  greatest  justification 
in  the  mild  diabetic,  above  the  age  of  40, 
who  is  resistant  or  allergic  to  insulin,  or 
whose  educational,  physical  or  psychologic 
handicaps  make  insulin  therapy  difficult. 

Treatment  with  Tolbutamide 

The  institution  of  treatment  with  tolbuta- 
mide in  the  new  diabetic  or  in  the  one  who 
has  not  been  taking  insulin  is  relatively 
simple.  In  these  cases,  3 Gm.  of  tolbutam- 
ide are  given  the  first  day  in  three  divided 
doses,  2 Gm.  the  second  day  in  two  divided 
doses,  and  1 Gm.  the  third  day  and  each 
day  thereafter  as  a single  morning  dose. 
This  is  a rather  simplified  method  of  insti- 
tution of  treatment  and  it  may  be  carried 
out  in  other  ways.  Some  clinicians  give 
the  entire  daily  dose  in  one  single  morning 
dose,  others  using  the  divided  dose  routine 
described  above. 

In  the  patient  taking  insulin,  the  approach 
is  a little  more  complicated.  The  dosage  of 
tolbutamide  remains  essentially  the  same, 
but  the  reduction  of  insulin  can  become 
somewhat  tricky.  If  the  patient  is  taking 
less  than  10  units  of  insulin  daily,  as  a gen- 
eral rule  the  entire  dose  can  be  stopped  on 
the  first  day.  In  those  patients  taking  more 
than  10  units,  it  is  usually  safe  to  reduce 
the  insulin  20%  the  first  day  and  20%  each 
day  thereafter,  provided  the  patient  is  kept 
under  good  control.  This  reduction  sched- 
ule may  vary  somewhat  with  the  individual. 

During  the  first  10  to  14  days  of  treatment 
with  tolbutamide,  it  is  very  important  to 
follow  the  patient’s  course  closely.  The 
following  precautions  should  be  taken  into 
consideration  and  very  strictly  adhered  to: 

1.  Frequent  testing  of  the  urine  for  glycosuria, 
preferably  on  every  specimen. 

2.  Frequent  testing  of  the  urine  for  ketonuria, 
preferably  two  to  three  times  daily. 

3.  Blood  sugar,  nonfasting,  at  least  every  third 
day. 


4.  White  blood  cell  counts,  twice  weekly,  with 
differential  counts  if  thought  necessary. 

5.  Complete  urinalysis,  twice  weekly. 

6.  Liver  function  tests,  once  weekly. 

7.  Observation  of  clinical  symptoms,  at  least 
every  third  day. 

8.  Daily  contact  with  the  patient,  either  by  tele- 
phone or  in  person. 

9.  Close  observation  for  development  of  any 
side  effects. 

The  above  precautionary  procedures 
should  be  followed  closely.  The  patient  is 
considered  to  be  under  good  control  if  there 
is  freedom  from  glycosuria,  freedom  from 
ketonuria,  there  is  a sense  of  well  being, 
the  white  blood  cell  counts  and  liver  func- 
tion tests  are  normal,  the  urinalyses  are 
normal,  blood  sugars  taken  two  and  one 
half  hours  after  a meal  are  not  over  180  mg. 
per  100  ml.,  and  there  are  no  side  effects 
noted. 

As  far  as  maintenance  with  tolbutamide 
is  concerned,  this  varies  with  the  individ- 
ual, although  the  majority  of  the  patients 
will  be  adequately  maintained  on  1 Gm.  of 
tolbutamide  daily.  Some  cases  require  2 
Gm.  daily.  It  is  suggested  that  no  larger 
dosage  than  2 Gm.  daily  be  used  as  a main- 
tenance dose,  although  a few  clinicians  use 
as  much  as  10  or  12  Gm.  daily  for  mainte- 
nance of  a few  individuals.  This  practice  is 
to  be  frowned  upon  and  it  is  strongly  rec- 
ommended that  2 Gm.  be  the  maximum 
daily  maintenance  dose. 

A word  of  interest  may  be  added  here 
that  tolbutamide’s  full  effect  is  not  reached 
until  4 hours  after  the  drug  is  taken.  It  is 
also  to  be  noted  that  the  blood  level  is  dis- 
sipated within  10  hours  except  in  a few 
cases  where  it  remains  for  some  24  hours. 
Loubatieres  has  determined  that  the  blood 
sulfonamide  level  is  not  proportionate  to 
the  degree  of  hypoglycemia. 

Although  the  side  effects  of  tolbutamide 
occur  in  only  3%  of  those  taking  the  drug, 
and  are  for  the  most  part  of  a mild  nature 
disappearing  after  the  drug  is  discontinued, 
they  should  be  mentioned  here  as  danger 
signals. 

Side  effects: 

1.  Erythematous,  macular  eruptions  of  the  skin. 

2.  Leucopenia. 

3.  Eosinophilia. 

4.  Hypoglycemic  reactions. 

5.  Hematuria. 

6.  Abdominal  pain. 
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7.  Vomiting. 

8.  Activation  of  duodenal  ulcer. 

9.  Melena. 

Any  of  the  above  noted  reactions  to  the 
drug  should  be  carefully  looked  for  and  if 
found  warrant  discontinuing  the  drug,  ex- 
cept for  the  hypoglycemic  reactions.  Much 
has  been  said  about  the  fact  that  hypogly- 
cemic reactions  do  not  occur  with  tolbutam- 
ide; this  is  not  the  exact  truth,  because 
hypoglycemic  reactions  do  occur  with  blood 
sugars  ranging  down  to  as  low  as  26  mg. 
percent.  There  has  been  one  death  re- 
ported from  hypoglycemic  reaction  in  an 
84  year  old  emaciated  male  taking  tolbutam- 
ide by  McKendry2  in  Canada. 

The  success  found  with  the  usage  of  the 
drug  varies  with  the  clinician  and  it  is  a 
thought  that  perhaps  those  who  claim  the 
greatest  success  have  patients  who  are  not 
under  as  good  control  as  they  think  because 
of  lack  of  close  observation  of  the  patient. 

Percentages  of  success  vary  from  40  to 
60%  of  those  taking  the  drug.  It  has  been 
found  that  a fairly  large  percentage  of  those 
patients  who  are  well  controlled  in  the  be- 
ginning with  tolbutamide  will,  within  4 to 
6 months  after  treatment  is  begun,  fail  to 
respond  to  the  drug  and  have  to  return  to 
taking  insulin,  suggesting  a transitory  ef- 
fect in  some  individuals.  This  makes  us 
realize  the  importance  of  monthly  visits  of 
the  patient  to  the  physician  for  urinalysis, 
blood  sugar  and  white  blood  cell  count,  and 
on  occasions,  liver  function  tests.  It  is  also 
noted  that  some  patients  who  take  large 
doses  of  insulin  may  still  have  to  take  some 
insulin  along  with  tolbutamide.  This  com- 
bination of  insulin  and  tolbutamide  is  ri- 
diculous; any  patient  who  requires  any  in- 
sulin whatsover  does  not  need  tolbutamide 
in  addition. 

What  should  the  diabetic  patient  be  told 
who  asks  whether  he  or  she  may  take  tol- 
butamide? What  should  the  patient  who  is 
placed  on  the  drug  be  told?  These  are  two 
very  important  questions  and  should  be 
answered  fully. 

What  to  tell  the  patient  about  tolbutamide: 

1.  Good  prospects  for  successful  control  can  be 
given  to  those  patients  who  developed  dia- 
betes after  the  age  of  forty. 

2.  Even  newer  oral  hypoglycemic  agents,  par- 
ticularly DBI,  hold  promise  of  being  effective 
in  all  ages. 


3.  The  oral  preparations  are  a matter  of  con- 
venience only. 

4.  Insulin  is  still  the  ideal  physiologic  agent  in 
the  treatment  of  diabetes. 

5.  Oral  hypoglycemic  agents  do  not  cure  dia- 
betes. 

6.  The  oral  hypoglycemic  agents  are  not  a form 
of  insulin,  neither  do  they  act  like  insulin. 

7.  Oral  hypoglycemic  agents  are  not  effective 
in  complications,  infections  and  ketosis. 

8.  When  the  disease  can  be  controlled  by  diet, 
there  is  no  need  for  the  oral  hypoglycemic 
agents. 

9.  Oral  hypoglycemic  agents  do  not  cause  any 
change  in  dietary  restrictions. 

10.  The  favorable  effect  of  oral  hypoglycemic 
agents  is  transitory  in  some  individuals, 
ranging  from  4 to  6 months. 

11.  The  patient  should  be  thoroughly  warned  of 
the  importance  of  testing  the  urine  for  gly- 
cosuria and  ketonuria,  the  importance  of 
other  laboratory  procedures  and  daily  con- 
tact with  the  physician. 

It  is  too  early  to  say  what  effect  tolbutam- 
ide will  have  on  degenerative  complica- 
tions that  are  found  in  diabetes,  and  it  will 
be  interesting  to  note  as  the  years  pass  what 
the  answer  to  this  question  will  be.  Will  it 
or  will  it  not  have  any  effect  on  the  inci- 
dence of  diabetic  degenerative  changes? 

Nothing  that  has  been  said  in  this  pa- 
per or  in  any  other  scientific  work  on  the 
subject  will  be  of  any  value  if  a practice 
that  has  insidiously  developed  in  connection 
with  Orinase  in  this  country  is  allowed  to 
continue.  This  practice  is  the  indiscrimi- 
nate dispensing  of  Orinase  by  pharmacists 
without  prescription.  Within  the  past  week 
I saw  a patient  I had  not  seen  within  the 
past  5 months,  and  who  told  me  she  had 
decided  to  take  Orinase  on  her  own  judg- 
ment and  for  4 months  had  been  doing  so 
in  varying  doses.  She  stated  that  she  had 
bought  Orinase  in  a pharmacy  in  Chatta- 
nooga without  a physician’s  prescription 
and  without  any  questioning.  Since  that 
time  she  had  bought  the  drug  without  pre- 
scription and  without  questioning  in  two 
different  pharmacies  in  Miami,  one  in 
Knoxville  and  one  in  Illinois.  This  is  be- 
coming a fairly  malignant  practice  among 
some  of  the  pharmacists.  I would  warrant 
to  say  that  I could  walk  into  any  number 
of  pharmacies  in  our  four  major  cities  and 
without  questioning  buy  Orinase  without 
prescription  and  as  my  patient  told  me 
“with  only  a kind  face.”  This  practice  is 
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evident  despite  the  fact  that  it  plainly  states 
on  the  Orinase  bottle  that  under  Federal 
law  it  is  not  to  be  dispensed  without  pre- 
scription. 

Summary 

Tolbutamide  is  being  widely  used  today, 
in  some  cases  judiciously,  in  others  not.  Its 
mode  of  action  is  unknown  and  should  be 
definitely  determined  before  complete  us- 
age of  the  drug  is  accomplished.  It  is  ef- 
fective in  selected  cases  and  in  these  cases 
is  the  drug  of  choice.  There  are  side  effects 
which  should  be  guarded  against. 

References 

1.  Levine,  R.,  and  Sobel,  G.:  The  Mechanism 
of  Action  of  the  Sulfonylureas  in  Diabetes  Melli- 
tus,  Diabetes  6:263,  1957. 

2.  McKendry,  J.  B.  R.:  Fatal  Hypoglycemic 

Coma  from  the  Use  of  Tolbutamide  (Orinase), 
Canad.  M.  A.  J.  76:572,  1957. 

Discussion 

uR.  JEAN  MURRAY  HAWKES,  M.D.,  Mem- 
phis: Dr.  Easley  has  given  a thorough  and  concise 
review  of  the  theory  and  technic  in  the  use  of  the 
oral  sulfonylureas  in  diabetes.  To  his  discussion 
I can  add  little  except  on  two  subjects. 

One  is  the  use  of  Orinase  and  insulin  together. 
I agree  that  in  the  average  case  it  is  ridiculous. 
In  insulin  resistant  patients  taking  100  to  200 


units  of  insulin,  however,  we  have  had  fairly  good 
results  with  the  combination,  using  it  to  reduce 
the  insulin  requirement  to  a dosage  that  can  be 
contained  in  a standard  insulin  syringe 

The  other  topic  is  the  early  follow-up.  We 
have  had  almost  two  years’  experience  with  the 
oral  drugs  at  the  University  of  Tennessee  Medical 
School  and  in  private  practice.  For  financial  rea- 
sons, we  were  content  with  once  weekly  urine 
urobilinogen  tests  as  a criterion  of  liver  function, 
and  once  weekly  blood  sugars,  complete  urines, 
white  counts,  and  hematocrits.  This  seemed  to 
be  adequate.  Two  leukopenias  and  one  micro- 
scopic hematuria  in  our  72  cases  cleared  on  stop- 
ping the  drug. 

Perhaps  because  of  our  predominantly  clinic- 
type  patients,  we  have  not  had  such  good  overall 
statistics  as  other  groups.  Of  the  72  original  pa- 
tients, there  are  55  still  available  who  really 
needed  a hypoglycemic  agent,  and  had  a reason- 
able expectation  of  results  with  Orinase.  Only 
21,  or  38%,  are  doing  well;  in  34,  or  61%,  the 
drug  was  discontinued  because  of  inadequate  con- 
trol, development  of  infection,  acidosis,  inability 
to  cooperate,  or  for  financial  reasons. 

Much  medical  experience  bears  testimony  to 
the  fact  that  remedies  employed  without  a thor- 
ough knowledge  of  their  action  eventually  prove 
to  have  some  disadvantage.  To  date,  except  for 
its  inadequacy  in  many  cases,  Orinase  has  not 
proved  to  have  any.  My  own  feeling  is  that  an 
agent  which  stimulates  the  already  inadequate 
islets  to  produce  insulin  must  eventually  exhaust 
them;  our  increasing  evidence  of  secondary  fail- 
ures, in  this  small  series,  suggests  this  as  an  even- 
tual possibility. 
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New  Hometown 
Veterans  Program  in 
Effect  in  Tennessee 


How  to  Participate 


• On  July  1,  the  revised  Hometown  Veterans  Medical  Care 
Program,  went  into  effect,  as  worked  out  between  the  Tennes- 
see State  Medical  Association  and  the  Veterans  Admdinistra- 
tion.  There  are  some  600  to  800  physicians  participating  in 
Tennessee.  Doctors  interested  in  participating  in  this  pro- 
gram should  contact  the  VA  Regional  Office  at  Nashville. 
Physicians  who  are  members  of  the  Tennessee  State  Medical 
Association  are  eligible  to  participate.  Write  directly  to 
the  VA  Regional  Office  at  Nashville — not  to  the  Tennessee 
State  Medical  Association. 

• The  forms  for  authorizing  medical  services  (10-2989  A) 
for  reporting  medical  treatment  and  for  requesting  continued 
treatment  are  new  and  designed  to  minimize  paper  work.  Au- 
thorization for  treatment  will  be  sent  to  you  when  a veteran 
selects  you  as  his  physician  or  in  some  instances  when  the 
VA  office  refers  him  to  you.  The  service  to  be  rendered, 
frequency  of  visits,  etc.,  will  be  indicated.  Upon  comple- 
tion of  treatment  near  the  end  of  the  month,  the  completed 
report  of  treatment  and  your  monthly  statement  on  your  let- 
terhead or  billhead  are  returned  to  the  VA  office  for  pay- 
ment. Any  physician  desiring  to  participate  and  to  learn 
more  about  this  program,  should  contact  the  Chief  Medical 
Officer  of  the  VA  at  Nashville. 


Medicare  Shutdown  • Medicare  officials,  after  another  look  at  the  account 
Early  in  1959  a books,  see  the  possibility  of  a shutdown  of  the  civilian 

Possibility  phase  of  the  program  early  in  1959.  One  alternative  will  be 

for  Congress  to  vote  more  funds  after  it  convenes  in  January 
1959.  The  only  other  alternative  would  be  for  Medicare  to 
use  other  funds  to  supplement  the  appropriation,  then  go  be- 
fore Congress  next  year  and  explain  why  the  instructions 
could  not  be  followed  to  operate  within  the  $72  million 
budget  commitment. 


Medicare  Picture  in  • During  the  year  from  July  1,  1957  through  June  30,  1958, 
Tennessee  a total  of  19,952  claims  were  made  by  physicians  and  hos- 

pitals in  Tennessee.  This  was  a total  of  2.09  per  cent  of 
the  national  volume.  Of  this  amount,  7,583  were  hospital 
claims  and  12,369  were  physician  claims. 

The  total  amount  of  money  for  all  claims  was  $1,773,- 
602.09,  of  which  $977,077.65  represented  the  amount  paid  to 
physicians  in  Tennessee.  This  information  should  be  of 
some  importance  to  Tennessee  physicians  in  order  to  give 
them  a picture  of  the  volume  and  scope  of  the  Medicare 
program  as  it  has  existed  in  Tennessee  to  this  date. 

Voluntary  Prepayment  • More  than  $4  billion — a rate  of  about  $11  million  per  day 
Plans  Pay  $11  Million  — of  the  nation's  health  care  bill  will  be  paid  in  1958 
Per  Day  through  voluntary  health  insurance,  according  to  the  Health 

Insurance  Council. 

Benefit  payments  to  cover  the  cost  of  hospital,  surgical 
and  medical  care,  last  year  amounted  to  $3.5  billion,  up 
20.7  per  cent  over  1956. 


Jenkins-Keagh  Ball 
Dies  in  Senate 


AMEF  Needs  Your 
Help! 


Committees  on  Aging 
Now  Have  Guide 


AMA  Makes  New 
Report  on  Indigent 
Care 


TSMA  Trustees  to 
Conduct  Fall  Meeting 
October  12 


The  Council,  in  a projection  of  its  1957  figures  on 
health  insurance  coverage  in  the  U.S.,  estimates  that  some 
123  million  persons  are  protected  against  the  cost  of  hospi- 
tal expenses.  111  million  for  surgical  expenses,  74  million 
for  regular  medical  expenses,  and  15  million  for  major  medi- 
cal expenses.  This  means  that  about  72  percent  of  the  total 
U.S.  civilian  population  today  is  protected  by  some  form  of 
voluntary  health  insurance. 

@ In  its  final  legislative  action,  the  Senate  killed  the 
Jenkins-Keogh  Bill  to  let  self-employed  persons  establish 
tax  deferred  retirement  income  plans.  This  measure  had 
passed  the  House  by  a large  majority  prior  to  its  death  in 
the  Senate.  Reasons:  The  Senate  Policy  Committees  were  ap- 
prehensive that  passage  of  this  bill  might  lower  taxes  and 
lessen  federal  income.  This  bill  is  surely  to  come  up  in 
the  next  Congress  and  doctors  in  their  home  communities 
should  make  their  views  known  to  their  Senators  about  this 
bill.  Only  through  individual  action  will  the  Senate  take  a 
different  look  on  this  measure. 

® The  American  Medical  Education  Foundation  has  begun  its 
annual  campaign  to  raise  funds  for  medical  schools.  Since 
the  Foundation  was  organised  six  years  ago,  American  physi- 
cians have  contributed  through  their  medical  societies  and 
individually  over  §6  million  to  the  AMEF.  Among  the  chief 
reasons  for  the  success  of  the  program  to  date  has  been  the 
great  interest  among  physicians  in  keeping  medical  schools 
as  free  as  possible  from  the  control  that  accompanies  fed- 
eral subsidy.  Funds  collected  by  the  Foundation  are  turned 
over  to  the  medical  schools  with  no  strings  attached.  In 
making  contributions  to  the  Foundation,  physicians  may  des- 
ignate which  school  is  to  receive  their  gift.  Dr.  Louis 

Rosenfeld  of  Nashville  is  State  Chairman  of  TSMA  for  the 

American  Medical  Education  Foundation.  Further  information 
on  the  Foundation  may  be  obtained  by  writing  directly  to  Dr. 
Rosenfeld,  Medical  Arts  Building,  Nashville,  or  to  TSMA 
headquarters.  The  Woman's  Auxiliary  to  TSMA  also  is  active 
in  raising  funds  for  AMEF. 

• "Suggested  Guides  for  County  Medical  Society  Committees 
on  Aging"  is  the  title  of  a new  booklet  being  prepared  by 

the  AMA's  Committee  on  Aging  for  use  by  state  and  county 

medical  societies.  The  booklet  contains  suggestions  as  to 
(1)  purposes  of  a medical  society  committee  on  aging;  (2) 
membership  and  format;  (3)  tenure  of  members;  (4)  meetings; 
and  5)  activities.  Copies  of  the  pamphlet  will  be  available 
from  the  Council  on  Medical  Service  of  the  AMA. 

© A new  report  entitled  "Medical  Care  for  the  Indigent  in 
1957"  has  been  prepared  by  the  Committee  on  Indigent  Care  of 
the  AMA's  Council  on  Medical  Service.  This  report  deals 
with  some  of  the  specific  problems  that  States  have  encoun- 
tered under  current  laws.  Two  previous  reports  in  the  se- 
ries have  dealt  with  the  development  of  Public  Assistants 
Medical  Care  and  the  changes  made  by  1956  and  1957  amend- 
ments to  the  program. 

The  Committee's  new  report  examines  in  detail  the  many 
problems  raised  by  the  states  and  the  federal  policies  af- 
fecting methods  of  paying  for  medical  services.  The  first 
two  reports  are  now  available  in  reprint  form,  and  the  new 
report  will  be  available  shortly  from  the  Council  on  Medi- 
cal Service. 

© The  Board  of  Trustees  will  conduct  its  regular  fall  meet- 
ing on  October  12th  in  Nashville.  A number  of  policy  mat- 
ters are  to  be  brought  before  the  Board  at  its  semi-annual 
meeting. 
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• What  do  Tennessee  physicians  contribute  to  their  commu- 
nities in  terms  of  free  medical  care,  gifts  to  charity,  and 
public  service  activities?  This  question  was  answered  this 
month  and  the  information  given  the  public  by  means  of  a 
survey  conducted  by  the  Public  Service  Office. 

Results  were  obtained  from  questionnaires  sent  TSMA  mem- 
bers and  from  similar  surveys  conducted  by  the  Nashville 
Academy  of  Medicine  and  the  Memphis-Shelby  County  Medical 
Society. 

Total  amounts  represent  the  conservative  tabulation  of 
replies  to  the  questionnaires.  The  box  score  shows: 

1.  $9,171,000  worth  of  free  medical  service. 

2.  $2,992,000  given  annually  to  charity. 

3.  $605,000  worth  of  free  teaching  time  contributed  to 
Tennessee's  three  schools  of  medicine. 

4.  183  hours  per  doctor  spent  annually  attending  scien- 
tific meetings,  hospital  staff  meetings,  etc. 

5.  144  hours  per  doctor  devoted  each  year  to  civic  activ- 
ities. 

9 "Medical  Economics"  has  scheduled  publication  of  the  sur- 
vey in  its  October  27th  issue.  News  releases  describing  the 
results  of  the  survey  were  also  distributed  to  all  Tennessee 
newspapers  for  publication  during  the  week  of  October  5th. 

® A representative  of  WLAC-TV,  Nashville,  told  the  Televi- 
sion Health  Information  Series  Committee  that  the  14-program 
series  of  health  information  programs  presented  during  June, 
July,  and  August  was  a successful  pioneering  venture  in  pub- 
lic service  TV  programming.  Mrs.  Ruth  Talley,  WLAC-TV' s 
Public  Service  Director,  met  with  the  committee  and  pre- 
sented an  evaluation  of  the  series. 

The  concensus  of  the  committee  membership  was  that  ef- 
forts should  be  made  to  determine  whether  the  programs  could 
be  presented  as  a health  information  series  in  other  tele- 
vision cities  in  Tennessee.  The  study  is  to  be  completed  by 
the  first  week  in  November  and  a report  made  to  the  commit- 
tee. 

© The  importance  of  state  and  county  medical  society  action 
in  coping  with  the  problems  of  the  aged  was  emphasized  at 
the  AMA  Planning  Conference  on  Medical  Society  Action  in  the 
Field  of  the  Aged. 

Doctors  from  44  states  attended  the  Chicago  meeting  Sep- 
tember 13  and  14.  Dr.  Thomas  F.  Frist,  Chairman,  Sub- 
committee on  Aging  of  the  Public  Service  Committee,  repre- 
sented TSMA. 

Dr.  F.  J.  L.  Blasingame,  AMA  Executive  Vice-President, 
told  the  conferees  that  the  overall  problem  amounts  to  a 
battle,  with  segments  of  society  groping  for  a solution.  He 
explained  that  the  Joint  Council  to  Improve  the  Health  Care 
of  the  Aged  will  adopt  broad  policies  and  offer  leadership 
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at  the  national  level,  but  that  these  policies  must  be  modi- 
fied to  meet  the  needs  at  the  state  and  local  levels.  Some 
of  the  immediate  needs  pointed  out  included: 

1.  Adequate  facilities  for  aged  to  permit  their  removal 
from  hospitals,  such  as  improved  nursing  homes,  visit- 
ing nurse  care,  and  home  care. 

2.  Extension  of  pre-paid  insurance  programs  to  afford 
coverage  to  persons  over  65. 

3.  A positive  program  of  health  and  health  improvement  to 
keep  the  older  person  in  good  health. 

Several  spokesmen  stated  that  the  problem  must  be  met  on  all 
fronts,  and  that  medicine  should  share  the  leadership.  Also 
pointed  up  was  the  importance  of  bringing  about  a new  and 
different  attitude  toward  aging.  As  one  spokesman  put  it, 
"America  is  a future-oriented  society.  We  do  everything  for 
our  children,  our  future  citizens,  but  we  do  nothing  for  the 
aged. " 

© "The  steady  decline  of  fatal  poisonings  in  recent  years 
has  been  due  to  a number  of  things — not  the  least  of  them 
the  development  of  TREATMENT  centers  in  many  cities,  where 
facilities  for  quick  diagnosis  and  antidote  are  available, 
and  from  which  information  can  be  swiftly  dispatched  for 
treatment  in  an  emergency,"  the  Nashville  Banner  said  in  an 
editorial  September  16. 

"Nashville's  program  to  that  end  is  now  underway,  part  of 
an  important  life-saving  project  in  31  middle  Tennessee 
counties,  sponsored  by  the  Tennessee  State  Medical  Associa- 
tion," the  editorial  continued. 

It  also  pointed  out  that  in  spite  of  the  accent  put  on 
caution,  poisonings  do  occur. 

"Their  annual  toll  has  been  reduced  by  programs  similar 
to  the  one  now  in  operation  locally.  It  can  be  reduced  by 
the  same  method  here,"  The  Banner  said. 

• The  appointment  of  Poison  Control  Center  Directors  has 
been  made  by  the  Poison  Control  Committees  in  Memphis  and 
Jackson.  The  Memphis  center,  at  LeBonheur  Hospital,  will  be 
under  the  direction  of  Dr.  Harris  L.  Smith,  and  Dr.  Chester 
K.  Jones  will  direct  the  Jackson  center,  at  the  Madison 
County  General  Hospital. 

0 

• A complete  listing  of  all  health  information  materials 
available  from  AMA,  including  radio,  television,  pamphlets, 
and  other  materials,  is  now  on  hand  in  the  Public  Service 
Office.  The  listings  can  be  obtained  by  writing  this  office. 

• The  Tennessee  Department  of  Education's  Division  of  In- 
struction is  helping  in  the  promotion  of  the  Sixth  Annual 
Health  Project  Contest.  Mr.  R.  R.  Vance,  Director  of  In- 
structional Education,  has  written  principals  of  all  senior 
high  schools  in  Tennessee,  inviting  their  attention  to  the 
contest.  Mr.  Vance  also  distributed  copies  of  the  contest 
rules  to  the  high  school  principals. 

In  his  letter,  Mr.  Vance  included  a synopsis  of  last 
year's  first  prize  winning  project  conducted  by  Memphis' 
Treadwell  School,  and  an  "honor  roll,"  a list  of  the  five 
schools  which  have  won  the  contest  in  previous  years. 

"Your  school  has  just  as  good  a chance  as  any  other;  so 
let's  all  get  moving  without  delay!"  he  told  the  principals. 
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Though  the  “sliding  scale”  is  commonly  used  in  managing  the  diabetic,  the  doctor  should  be  aware  of 

its  hazards  and  choose  his  cases  accordingly. 

Use  of  the  "Sliding  Scale  for  Determination 

of  Insulin  Dosage 

RALPH  W.  MASSIE,  M.D.,f  Nashville,  Tenn. 


Introduction 

In  the  regulation  of  the  diabetic  patient, 
control  of  the  blood  sugar  and  elimination 
of  glycosuria  is  the  principal  goal.  To  ac- 
complish this,  all  physicians  rely  to  a 
greater  or  lesser  extent  on  the  measurement 
of  the  amount  of  glucose  present  in  the 
urine  at  stated  times  during  the  day.  Often- 
times, the  degree  of  glycosuria  will  guide 
the  physician  in  estimating  the  dosage  of 
insulin  necessary  to  correct  hyperglycemia 
and  to  eliminate  excretion  of  glucose.  This 
reliance  on  qualitative  or  semiquantitative 
urine  sugar  determinations  leads  some  phy- 
sicians to  use  an  insulin  dosage  schedule 
for  hospitalized  patients  which  is  based 
solely  on  the  percent  of  glucose  in  the  urine. 
In  this  paper  the  term  “sliding  scale”  will 
refer  to  this  method  of  automatically  pre- 
scribing insulin  in  strict  relationship  to  the 
percentage  of  glucose  present  in  routine  dia- 
betic urine  specimens.  An  order  for  a 
“sliding  scale”  which  was  extracted  from  a 
hospital  record  is  given  in  table  1 as  an 
example. 

Table  I 

Example  of  “Sliding  Scale”  Extracted  from  a 
Hospital  Record 

1)  Diabetic  urines  at  7 A.M.,  11  A.M.,  4 P.M., 
and  9 P.M. 

2)  Give  regular  insulin  on  “sliding  scale”: 

0 units  for  trace  and  negative  urine 
5 units  for  1+  sugar 
10  units  for  2+  sugar 
15  units  for  3+  sugar 
20  units  for  4+  sugar 

3)  Test  urine  for  acetone  if  sugar  is  3+  or  4+ 
and  then  give  5 additional  units  of  regular  in- 
sulin for  each  plus  in  urine  acetone. 


*Read  before  the  Meeting  of  the  Tennessee  Dia- 
betes Association,  April  22,  1958,  Gatlinburg, 

Tenn. 

tFrom  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


Apparently  the  “sliding  scale”  was  first 
described  by  Joslin  in  1934  in  his  diabetic 
manual.1  He  describes  giving  15  units  of 
regular  insulin  for  an  “orange  urine,”  10 
units  for  a “yellow  urine”  and  5 units  for  a 
“green  urine.”  He  carefully  restricted  this 
practice  to  patients  who  were  for  some  rea- 
son unable  to  estimate  calories.  Since  this 
limited  beginning,  this  practice  has  been 
extended  to  include  treatment  of  preopera- 
tive and  postoperative  surgical  patients, 
pregnant  and  postpartum  obstetric  patients, 
diabetic  patients  not  in  a hospital,  and  has 
even  been  employed  for  patients  hospital- 
ized on  teaching  medical  wards  of  univer- 
sity hospitals.  The  advantages  and  hazards 
of  this  practice  will  be  considered  in  this 
paper. 

Advantages 

The  “sliding  scale”  assures  that  insulin 
therapy  will  be  promptly  started  when  gly- 
cosuria is  first  recognized.  Thus  insulin 
treatment  does  not  depend  on  locating  the 
attending  physician  (who  may  be  unavail- 
able for  several  hours)  or  an  intern  or 
resident  who,  if  he  be  on  the  surgical  or 
obstetric  service,  may  be  participating  in 
a surgical  procedure  and  unavailable  for 
several  hours.  Certainly  dependence  on 
glycosuria  to  determine  insulin  dosage  does 
emphasize  to  nursing  personnel  the  impor- 
tance of  regular  and  prompt  urine  collec- 
tion and  determination  for  glucose.  The 
simplicity  of  this  method  for  determining 
the  insulin  dosage  makes  it  feasible  to  teach 
it  to  the  diabetic  patient  for  home  use  when 
acute  illness  or  other  unusual  situations  oc- 
cur which  would  disturb  his  carbohydrate 
metabolism.  Thus,  he  can  begin  treatment 
according  to  an  orderly  plan  and  then  seek 
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the  advice  of  his  physician.  The  advantages 
of  the  “sliding  scale”  then  are  convenience, 
simplicity,  and  promptness  of  treatment. 

Hazards 

As  usually  employed,  no  allowance  is 
made  for  urine  volume,  and  thus  it  is  as- 
sumed that  glycosuria  and  polyuria  are  in- 
variably related.  Another  assumption  is 
that  changes  in  blood  glucose  levels  are  ac- 
curately reflected  in  the  urine.  There  is 
no  consideration  of  the  clinical  state  of  the 
patient  at  the  time  the  urine  is  obtained 
nor  during  the  several  hours  prior  to  this. 
It  is  the  inability  to  include  the  physician’s 
evaluation  of  the  clinical  state  of  the  pa- 
tient which  makes  the  “sliding  scale”  po- 
tentially very  hazardous.  Table  2 lists  sev- 

Table  2 

Situations  Where  the  “Sliding  Scale”  Is 
Hazardous 

1.  Urinary  retention 

a)  Obstructive  uropathy 

b)  Neuropathy  with  an  atonic  bladder 

2.  “Pseudorenal  glycosuria”  of  pregnancy 

3.  The  early  post  partum  period 

4.  Glycosuria  following  hypoglycemic  reactions 

5.  False  positive  tests 

a)  Reducing  substances  other  than  sugars 

b)  Pentosuria,  fructosuria,  lactosuria,  etc. 

c)  Glucosuria  due  to  conditions  other  than  dia- 
betes mellitis,  e.g.,  true  renal  glycosuria 

d)  Errors  in  urine  determination 

eral  situations  where  use  of  a “sliding  scale” 
is  especially  dangerous. 

Urinary  retention,  either  from  obstruc- 
tive uropathy  or  from  neuropathy  with  an 
atonic  bladder,  can  result  in  incomplete 
emptying  of  the  bladder  with  a large  resid- 
ual volume.  Thus,  transient  hyperglycemia 
with  accompanying  heavy  glycosuria  and 
polyuria  may  result  in  positive  tests  for 
sugar  long  after  the  hyperglycemia  has 
been  corrected  and  excretion  of  glucose  has 
ceased.  Accordingly,  insulin  would  be 
given  when  there  are  normal  or  even  sub- 
normal blood  glucose  levels. 

In  the  pregnant  diabetic  there  is  occa- 
sionally an  extremely  low  “renal  threshold” 
for  glucose  (“pseudorenal  glycosuria  of 
pregnancy”).  There  may  be  almost  con- 
stant glycosuria  during  this  time  even 
though  there  is  no  hyperglycemia.  Indeed, 
PerkofT  and  Tyler-  report  two  patients  who 
had  2 -f  urine  glucose  determinations  (Ben- 
edict) at  a time  when  the  blood  glucose 


was  25  mg.  per  100  cc.  If  insulin  were 
given  according  to  the  “sliding  scale,”  in- 
sulin might  well  be  prescribed  in  the  pres- 
ence of  severe  hypoglycemia. 

In  the  immediate  postpartum  period  there 
is  frequently  a marked  decrease  in  insulin 
requirement.  At  this  time  there  is  increased 
sensitivity  to  insulin  and  hypoglycemic  re- 
actions are  extremely  common.  Doses  of 
insulin  which  were  necessary  to  control 
hyperglycemia  prior  to  delivery  will  almost 
invariably  produce  severe  hypoglycemia  in 
the  early  postpartum  period.  The  “sliding 
scale”  as  employed  during  late  pregnancy 
and  during  labor  will  almost  certainly  re- 
sult in  overtreatment  following  delivery. 

Many  patients  exhibit  transient  glyco- 
suria even  when  excessive  doses  of  insulin 
are  administered.3  These  patients  may  have 
daily  unrecognized  hypoglycemic  reactions 
with  rebound  hyperglycemia  and  will  ex- 
hibit glycosuria  in  an  erratic  pattern.  Ad- 
ditional insulin  administered  according  to  a 
“sliding  scale”  is  unwarranted  and  may 
precipitate  severe  hypoglycemia  and  insu- 
lin induced  coma. 

False  positive  test  from  reducing  sub- 
stances other  than  sugars,  pentosuria,  glu- 
cosuria in  patients  with  diseases  other  than 
diabetes  mellitis  and  inaccurate  urine  ex- 
aminations by  inexperienced  personnel  need 
only  to  be  mentioned.  The  hazards  in  these 
situations  are  believed  to  be  self-evident. 

Apart  from  the  dangers  inherent  in  any 
form  of  “sliding  scale,”  there  is  also  the 
problem  that  administration  of  regular  in- 
sulin during  the  day  obscures  any  pattern 
of  glycosuria  that  might  have  existed.  Fre- 
quently patients  already  receiving  a long- 
acting  insulin  are  admitted  to  a hospital 
because  of  inadequate  control  of  hypergly- 
cemia or  glycosuria.  The  ill  advised  use  of 
regular  insulin  during  the  day  makes  ra- 
tional adjustment  of  dosage  of  long-acting 
insulin  most  difficult.  In  this  situation  even 
the  course  of  heavy  glycosuria  should  be 
followed,  and,  if  there  is  no  ketonuria,  ad- 
justments should  be  made  in  the  long-acting 
insulin  without  the  additional  confusion  re- 
srdting  from  ill-timed  injections  of  regular 
insulin. 

Since  sole  dependence  is  placed  on  the 
determination  of  urinary  glucose  concen- 
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tration,  it  is  assumed  that  the  blood  levels 
of  glucose  are  accurately  and  promptly  re- 
flected in  the  urine.  In  the  absence  of 
urinary  retention,  this  is  probably  a valid 
assumption,  for  the  stable  diabetic  who  is 
relatively  insulin-resistant  and  who  does 
not  have  rapid  fluctuations  in  blood  sugar. 
In  the  young  or  unstable  diabetic  this  as- 
sumption is  not  justified.  In  this  situation 
glucose  in  the  urine  means  there  has  been 
recent  hyperglycemia,  but  since  rapid  fluc- 
tuations do  occur,  the  blood  sugar  may  have 
returned  to  normal  (with  cessation  of  poly- 
uria) prior  to  the  time  the  urine  is  col- 
lected. Regular  insulin  given  according  to 
a “sliding  scale”  may  result  in  hypogly- 
cemia, rebound  hyperglycemia  and  repeti- 
tion of  the  cycle.  The  net  result  may  be 
wide  swings  in  the  blood  sugar  which  could 
have  been  avoided  by  a minor  adjustment 
in  the  next  day’s  injection  of  long-acting 
insulin. 

Summary 

A method  whereby  insulin  dosage  is  de- 


termined in  strict  accordance  to  the  excre- 
tion of  glucose  has  the  advantages  of  sim- 
plicity and  convenience  to  the  hospital  and 
physician.  Its  use  as  a pre-arranged  pro- 
gram by  which  a diabetic  patient  can  in- 
crease or  adjust  an  insulin  dose  to  limit 
heavy  glycosuria  during  an  intercurrent  ill- 
ness is  certainly  worthwhile.  This  method 
is,  however,  potentially  dangerous  and  fur- 
thermore will  frequently  interfere  with 
satisfactory  management  with  long-acting 
insulin.  In  a hospital  fortunate  enough  to 
be  adequately  staffed  by  physicians,  it 
seems  that  the  hazards  of  this  program  ex- 
ceed the  advantage  of  its  convenience. 
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Influence  of  the  Temperature  of  Ingested  Sugar 

Solutions  on  the  Blood-Sugar  Level.  Barta,  L., 

and  Bedo,  M.:  Lancet  1:1283,  1958. 

The  authors  refer  to  a rarely  mentioned  and  in- 
teresting difference  between  the  action  of  cold 
and  warm  foods.  (Bicknell,  F.  Lancet,  2:388, 
1957.)  After  eating  cold  foods  hypoglycaemia  de- 
velops sooner  than  after  ingestion  of  warm  foods. 
In  those  diabetic  patients  who  received  their  in- 
sulin before  a supper  consisting  of  cold  meat, 
hypoglycaemia  developed  sooner  than  in  patients 
whose  supper  consisted  of  warm  meat  of  the  same 
quality  and  quantity.  It  was  therefore  decided  to 
examine  the  difference  between  the  effect  of  warm 
and  cold  foods  upon  the  blood-sugar  level  in  a 
group  of  12  male  albino  rats.  The  blood-sugar 
rise  was  about  68%  greater  after  the  administra- 
tion of  warm  glucose  solution  than  after  the  in- 
gestion of  cold  glucose  solution.  This  phenomenon 
is  of  importance  in  the  dietetic  treatment  of  dia- 
betic patients.  The  consumption  of  a cold  cream 
rich  in  sugar  and  protein  causes  a uniform  and 
slow  rise  in  blood-sugar  level;  and  this  effect 
might  be  enhanced  by  the  action  of  proteins  in 
increasing  the  blood-sugar.  (Abstracted  for  the 
Tennessee  Diabetes  Association  by  Charles  A. 
Rosenberg,  M.D.,  Memphis.) 
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University  of  Tennessee 
College  of  Medicine* 

Surgical  Treatment  of  Adrenogenital  Syndrome 

DR.  HARWELL  WILSON:  Gentlemen, 
the  patient  that  we  have  for  consideration 
this  afternoon  came  to  the  surgical  service 
because  the  pediatricians  had  noticed  that 
this  little  girl  presented  a markedly  en- 
larged clitoris.  This  brings  up  the  entire 
question  for  discussion  not  only  of  the  man- 
agement of  this  particular  patient,  but  also 
for  consideration,  the  adrenogenital  syn- 
drome and  some  other  endocrinologic  prob- 
lems which  I think  will  be  interesting  for 
the  surgical  group  to  discuss  this  afternoon. 
Dr.  Baugh,  will  you  present  the  patient, 
please? 

DR.  CLARENCE  M.  BAUGH:  E.  W.  is  a 19 
month  old  female  infant  who  was  admitted  to  this 
hospital  on  September  1,  1958  with  the  chief  com- 
plaint of  enlarged  clitoris.  The  patient  was  ad- 
mitted for  elective  phallectomy. 

Present  illness:  The  patient  was  born  on  No- 
vember 30,  1956  with  a birth  weight  of  6 lbs. 
12  ozs.  The  only  abnormality  noted  at  birth  was 
that  the  child  had  what  were  thought  to  be  male 
external  genetalia  with  hypospadias,  but  which 
proved  to  be  of  abnormal  female  type.  The  child 
did  well  for  2 days,  following  which  the  child 
began  vomiting  which  was  of  projectile  character 
and  was  intermittent.  The  child  was  admitted 
to  LeBonheur  Children’s  Hospital  on  December 
17,  1956  because  of  the  persistent  vomiting.  At 
that  time  she  weighed  5 lbs.  and  appeared  to  be 
markedly  dehydrated. 

The  main  physical  findings  on  that  admission 
were  a dehydrated  infant  with  a clitoris  or  penis 
measuring  approximately  2 cm.  in  length  and 
having  a marked  chordee.  An  opening  at  the  base 
of  the  phallus  gave  a superficial  appearance  of 
hypospadias.  There  was  no  actual  vaginal  orifice 
seen,  only  what  appeared  to  be  the  external 
urethral  opening  at  the  base  of  the  phallus.  Se- 
rum electrolytes  at  that  time  were  found  to  re- 
veal a low  sodium  of  121  mg.  and  an  elevated 
potassium  of  6.8  mg.  per  100  cc.  Twenty-four 
hour  urine  collection  revealed  a 17-ketosteroid 
excretion  of  5.14  mg.  24  hrs.,  (normal  17- 
ketosteroid  excretion  in  24  hrs.  being  1 to  2 mg. 
per  24  hours  in  the  third  week  of  life).  The 
child’s  sex  was  established  by  examination  of  the 

*From  the  Division  of  Surgery,  University  of 
Tennessee  College  of  Medicine  & John  Gaston 
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polymorphonuclear  leucocytes  which  revealed  fe- 
male cliromosonal  pattern. 

A diagnosis  of  adrenogenital  syndrome  was  es- 
tablished from  these  findings  and  the  child  put 
on  25  mg.  cortisone  and  DOCA,  4 mg.  I.  M.  daily 
with  a stormy  course,  but  steady  improvement. 
Since  that  time,  she  has  had  several  hospital  ad- 
missions for  establishment  of  proper  endocrine 
replacement  and  was  finally  readmitted  here  on 
September  1,  1958  for  elective  clitorectomy. 

On  this  admission,  the  physical  examination 
revealed  a well  developed  female  with  obvious 
changes  from  steroid  administration,  namely  moon 
facies  and  some  truncal  enlargement.  The  major 
physical  findings  were  confined  to  the  external 
genitalia  which  revealed  a clitoris  of  approxi- 
mately 2.5  cm.  in  length  and  approximately  1.5 
cm.  in  diameter  and  somewhat  enlarged  labia 
majora  with  no  testes  palpable  in  the  labia  ma- 
jora.  The  external  urethral  orifice  was  noted  at 
the  base  of  the  phallus;  no  true  vagina  being  seen. 
Laboratory  examination  revealed  a hematocrit  of 
70  vol.%,  a WBC  count  of  21,600  with  a normal 
differential.  The  latest  17-ketosteroid  excretion 
in  24  hrs.  was  determined  to  be  5 mg.  per  100  cc. 
The  child  was  taking,  on  this  admission,  hydro- 
cortisone 3 times  a day  and  twice  daily  by  mouth 
with  added  salt  1%  teaspoon  in  the  child’s  food. 
On  September  5,  1958  elective  clitorectomy  was 
performed  by  Dr.  Eugene  Bramlitt,  resident,  Dr. 
Earle  Wrenn,  the  attending  staff  surgeon,  was 
present. 

DR.  WILSON:  Thank  you,  Dr.  Baugh. 
Dr.  Wrenn,  as  the  attending  surgeon,  I am 
going  to  ask  you  to  comment  on  this  prob- 
lem before  we  ask  Dr.  Eugene  Bramlitt,  our 
resident,  to  describe  the  operation. 

DR.  EARLE  WRENN:  This  patient  pre- 
sents one  of  the  problems  that  are  encoun- 
tered in  the  neonatal  period  of  abnormal 
development  of  the  external  genitalia  in 
which  it  is  sometimes  difficult  to  ascertain 
the  true  sex  of  the  child.  The  studies  men- 
tioned in  the  case  presentation  have  proven 
that  this  is  a congenital  adrenogenital  syn- 
drome. This  is  most  common  in  the  fe- 
male. It  is  a condition  in  which  there  is 
an  abnormal  excretion  of  the  androgenic 
hormones  by  the  fetus  in  utero  which  re- 
sults in  a frequently  rather  striking  hyper- 
trophy of  the  clitoris  and  of  the  labia  ma- 
jora, the  latter  frequently  resembling  a 
scrotum  both  in  appearance  and  in  size. 
The  development  of  the  urethra  and  vagina 
into  separate  passages  is  impaired  so  that  a 
single  external  orifice  or  urogenital  sinus 
persists.  At  birth,  the  picture  is  that  of  a 
large  phallus  with  a tight  chordee  and  usu- 
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ally  a single  orifice  at  the  base  of  this  phal- 
lus. Occasionally  a separate  but  perhaps 
deformed  vaginal  orifice  is  present.  When 
this  condition  is  suspected,  the  diagnosis  is 
proven  by  the  determination  of  elevated 
17-ketosteroids  in  the  urine.  The  life  his- 
tory of  these  patients  includes  several  other 
defects  due  to  the  abnormal  endocrine  sys- 
tem. The  rate  of  growth  of  the  child  is 
markedly  increased  so  that  the  height  and 
bone  age  may  be  markedly  advanced 
through  childhood.  However,  the  epiphyses 
fuse  early  and  these  patients  are  stunted  in 
their  eventual  growth  and  become  very 
small  adults.  There  is  marked  virilization 
with  a considerable  amount  of  increased 
hair  over  the  body,  a male  type  voice  and 
failure  of  the  secondary  female  sex  charac- 
teristics to  develop  at  puberty.  These  pa- 
tients are  also  sterile  if  untreated.  When 
the  condition  occurs  in  males,  it  results  in 
the  syndrome  of  macrogenitosomia  praecox. 

If  cortisone  treatment  is  begun  in  infancy 
or  early  childhood,  the  patient  may  go  on 
to  a fairly  normal  growth  pattern  and  to 
development  of  the  normal  secondary  sex 
features.  Normal  menstruation  will  occur 
and  it  is  believed  that  these  patients  will  be 
able  to  have  children.  The  enlarged  cli- 
toris would  be  a problem  later  on  and  it  is 
felt  that  it  should  be  removed  early.  This 
enlarged  organ  not  only  causes  psychologi- 
cal distress  due  to  the  external  deformity, 
but  it  may  be  quite  erotogenic  and  may  ac- 
tually be  the  source  of  pain  during  sexual 
excitement  later  on  in  life.  A total  cli- 
torectomy  is  advised.  The  clitoris  has  a 
long  shaft  and  crura  which  extend  in  “y” 
shaped  fashion  along  the  pubic  rami.  If 
only  the  external  part  of  the  clitoris  is  re- 
moved, the  remaining  deeper  portions  may 
enlarge  and  continue  to  cause  symptoms. 
Therefore  a complete  removal  of  the  cli- 
toris is  indicated. 

DR.  WILSON:  Dr.  Eugene  Bramlitt,  will 
you  describe  the  operation  which  you  per- 
formed on  this  child? 

DR.  EUGENE  BRAMLITT:  This  opera- 
tion sounds  more  formidable  than  it  really 
is.  The  clitoris  was  removed  by  making  a 
small  elliptical  incision  between  the  labia 
and  around  the  base  of  the  enlarged  clitoris. 
The  clitoris  was  then  grasped  by  the  for- 


ceps and  by  means  of  sharp  dissection  was 
dissected  away  from  the  surrounding  tissue 
down  to  its  attachment  by  the  suspensory 
ligament  to  the  pubis.  This  was  severed, 
the  crura  were  then  dissected  free  on  each 
side  and  detached  from  the  ischium  on  each 
side.  The  wound  was  then  closed  with 
chromic  suture.  During  the  dissection,  a 
catheter  was  inserted  into  the  urethra  so 
that  this  could  be  visualized  throughout  the 
procedure.  There  is  some  danger  of  dam- 
aging the  urethra  during  the  operation  as 
most  of  the  dissection  is  carried  out  immed- 
iately on  top  of  the  urethra.  After  the 
clitoris  had  been  removed,  the  vaginal  open- 
ing was  enlarged  by  making  a midline  in- 
cision from  the  base  back  toward  the  rec- 
tum for  approximately  V2  inch.  The  mu- 
cosa of  the  rudimentary  vagina  was  then 
pulled  down  and  attached  to  the  skin  by 
interrupted  chromic  sutures. 

DR.  WILSON:  Dr.  Bramlitt,  what  would 
you  estimate  as  the  amount  of  blood  which 
was  lost  during  this  procedure? 

DR.  BRAMLITT:  I believe  approximately 
100  cc.  of  blood  loss  may  have  occurred. 

DR.  WILSON:  Thank  you.  Dr.  Bramlitt. 
I think  that  we  might  throw  this  case  open 
for  general  discussion  now. 

DR.  ROBERT  M.  MILES:  It  was  stated 
when  Dr.  Baugh  presented  the  history,  that 
the  patient  was  a salt  loser.  Since  many 
syndromes  associated  with  adrenal  hyper- 
cortisism  are  associated  with  salt  retention, 
how  can  this  be  explained?  In  addition,  I 
would  like  to  ask  another  question  concern- 
ing diagnosis.  Could  this  syndrome  be  due 
to  tumor  of  the  adrenal  cortex? 

DR.  WILSON:  Dr.  Wrenn,  would  you  like 
to  answer  Dr.  Miles’  question? 

DR.  WRENN:  In  answer  to  the  first  ques- 
tion, Dr.  Miles,  about  one-fourth  of  the 
patients  with  congenital  adrenogenital  syn- 
drome do  present  the  additional  difficulty 
of  sodium  loss  and  potassium  retention.  On 
the  other  hand,  a very  occasional  patient 
will  show  the  opposite  defect  of  sodium  re- 
tention and  hypertension.  Still  more 
rarely,  an  occasional  patient  in  addition  will 
show  hypoglycemia.  These  findings  are  as 
yet  poorly  understood  and  require  some 
comment  on  the  theories  as  to  the  nature  of 
the  endocrine  disturbance.  It  is  currently 
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felt  that  the  primary  defect  is  an  inability 
of  the  adrenal  cortex  to  synthesize  adequate 
amounts  of  hydrocortisone  or  compound  F. 
The  steroid  precursors  of  hydrocortisone 
are  then  apparently  diverted  into  other  ab- 
normal substances  which  have  androgenic 
functions  to  account  for  the  increased  17- 
ketosteroid  excretion  and  the  virilization. 
The  deficiency  of  hydrocortisone  causes  the 
pituitary  to  elaborate  large  amounts  of 
ACTH.  The  salt  loss  and  potassium  reten- 
tion then  is  possibly  related  to  the  deficient 
amounts  of  hydrocortisone.  On  the  other 
hand,  there  are  investigators  who  suspect 
that  the  abnormal  steroids  which  are 
formed  may  in  addition  have  some  specific 
salt  losing  effect.  Which  of  these  mech- 
anisms plays  the  main  role  is  not  fully  de- 
termined to  the  satisfaction  of  everyone. 

DR.  WILSON:  Dr.  Julian  Bramlett,  would 
you  like  to  comment  further  on  this  ques- 
tion? 

DR.  JULIAN  C.  BRAMLETT:  With  refer- 
ence to  tumors  causing  this  deformity  or 
clinical  syndrome,  in  answer  to  Dr.  Miles’ 
second  question:  the  answer  is  yes.  Occa- 
sionally in  this  type  of  deformity,  the  pre- 
natal type  of  adrenogenital  syndrome  with 
a persistence  of  the  urogenital  sinus,  a 
tumor  may  be  the  etiological  factor.  The 
differentiation  between  adrenal  hyperplasia 
and  tumor  would  be  by  the  response  of  the 
17-ketosteroid  urinary  excretion  to  hydro- 
cortisone therapy.  Tumors  of  the  adrenal 
cortex  with  excessive  excretion  of  17- 
ketosteroids  do  not  usually  show  a decrease 
in  the  urinary  excretion  with  cortisone 
therapy;  whereas  in  the  adrenogenital  syn- 
drome due  to  hyperplasia  there  will  be  a 
decrease  in  the  17-ketosteroid  excretion  on 
cortisone  therapy.  Also  there  is  a postnatal 
type  of  adrenogenital  syndrome  with  nor- 
mal development  of  the  urethra  and  vagina 
but  later  occurrence  of  clitoral  hypertrophy 
and  virilization.  This  is  most  likely  to  be 
due  to  adrenal  tumor  and  in  a high  per- 
centage of  cases,  this  is  a malignant  neo- 
plasm. In  this  type  of  case,  there  is  failure 
to  respond  to  hydrocortisone  therapy  with 
a decrease  of  17-ketosteroid  excretion  in  the 
urine.  A similar  type  of  disease  can  be 
caused  in  males  by  testicular  tumors,  which 
can  be  found  on  physical  examination  and 


biopsy,  certain  types  of  thalamic  lesions, 
pineal  body  tumors,  and  in  some  cases  en- 
cephalitis. These  can  usually  be  differen- 
tiated by  the  17-ketosteroid  test,  there  being 
no  increased  excretion. 

DR.  WILSON:  In  the  consideration  of  the 
practical  management  of  this  patient  in  the 
future,  this  child  might  be  considered  in 
some  respects,  similar  to  the  individual  who 
has  an  endocrine  problem  and  finds  it  nec- 
essary to  take  thyroid  medication  for  the 
rest  of  his  life  or  some  other  individual 
who  finds  it  necessary  to  take  insulin  for 
the  rest  of  his  life.  In  this  particular  pa- 
tient, there  is  obviously  a deficiency  of  en- 
docrine products  secreted  by  the  adrenal 
glands.  Dr.  Wrenn,  suppose  you  outline  for 
us  substitution  therapy  which  you  think 
will  be  necessary  for  the  future  normal  de- 
velopment of  this  child. 

DR.  WRENN:  This  patient  will  have  to 
take  cortisone  or  hydrocortisone  for  the  rest 
of  her  life.  The  calculation  of  the  dosage 
is  based  on  the  level  of  the  17-ketosteroid 
in  the  urine  and  varies  from  patient  to  pa- 
tient and  from  time  to  time,  so  that  24  hour 
urine  collections  for  the  determination  of 
17-ketosteroids  at  intervals  are  necessary. 
Since  this  patient  is  also  a salt  loser,  it  may 
be  necessary  for  her  to  take  DOCA  in  ad- 
dition. Not  all  of  the  patients  who  have 
the  salt  losing  tendency  require  DOCA. 
Many  times  the  hydrocortisone  and  salt 
added  to  the  diet  are  sufficient  to  control 
the  electrolyte  disturbance. 

DR.  WILSON:  Dr.  Miles? 

DR.  MILES:  Although  it  has  been  men- 
tioned that  many  similar  cases  have  been 
successfully  carried  for  an  indefinite  period 
on  replacement  therapy,  it  should  be  re- 
membered that  patients  on  indefinite  ther- 
apy of  this  sort  should  be  followed  very 
closely  and  in  the  case  of  an  infant,  the 
parents  should  be  advised  as  to  the  impor- 
tance of  this.  In  connection  with  the  long 
term  follow  up  it  is  doubly  important  since 
should  this  type  therapy  begin  to  fail,  one 
might  have  to  consider  re-evaluation  of  the 
whole  problem  with  the  possibility  of  the 
consideration  of  surgical  exploration.  In 
hyperplastic  conditions  of  the  adrenal  cor- 
tex as  in  other  endocrine  organs  adenoma- 
tous changes  or  discrete  adenomata  may 
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occur  which  might  call  for  surgical  excision. 

DR.  WILSON:  Thank  you.  Dr.  Miles.  1 
think  this  patient  that  Dr.  Baugh  presented 
for  us  has  given  the  opportunity  to  con- 
sider this  adrenal  problem  which  is  always 
fascinating,  sometimes  confusing,  but  cer- 
tainly interesting.  Frequently,  our  discus- 
sions of  problems  of  this  type  at  surgical 
rounds  have  had  to  do  with  patients  pre- 
senting a cortical  tumor  which  might  pro- 


duce the  adrenogenital  syndrome.  We  have 
occasionally  had  the  opportunity  of  pre- 
senting a patient  with  Cushing’s  syndrome 
and  of  course,  we  occasionally  see  mixed 
type  of  cases.  I think  that  it  will  be  inter- 
esting for  us  to  have  additional  progress 
reports  on  this  patient  in  the  future  and 
we  will  ask  our  pediatric  colleagues  to  keep 
us  informed  regarding  the  progress  of  this 
particular  patient. 


Remedial  Lesions  of  the  Mitral  and  Aortic  Valves. 

Maurer,  Elmer  R.  and  Mendiz,  F.  L.,  Jr.:  Am. 

J.  Cardiol.  2:292,  1958. 

The  many  recent  advances  in  surgical  correc- 
tion of  heart  disease  emphasize  the  constant  neces- 
sity for  periodic  review  of  the  surgical  technic 
employed.  The  authors  have  considered  the 
remedial  lesions  of  the  mitral  and  aortic  valves, 
analyzing  their  results  and  the  results  of  others, 
for  the  present  opinion  regarding  surgery  of  the 
mitral  and  aortic  valves. 

Mitral  commissurotomy  for  purely  stenotic 
lesions  of  the  mitral  valve  gives  good  results  in 
85  to  90%  of  the  cases,  when  these  patients  do 
not  have  irreversible  myocardial  damage  or  pul- 
monary arterial  hypertensive  changes.  The  neces- 
sity to  do  an  adequate  commissurotomy  (with 
definite  attempt  to  open  both  commissures)  is 
emphasized. 

In  some  15%  of  cases  of  mitral  stenosis  it  is 
impossible  to  determine  accurately  prior  to  opera- 
tion whether  stenosis  is  the  predominant  lesion. 
Even  complete  physiologic  studies  with  cardiac 
catheterization  will  not  always  detect  the  presence 
of  mitral  insufficiency  or  allow  a quantitative 
evaluation  of  its  severity.  The  authors  feel  that 
the  surgical  technic  of  mitral  purse-string,  as 
outlined  by  Glover  and  Davila,  is  the  procedure 
of  choice  for  correction  of  mitral  insufficiency. 
For  quantitating  the  degree  of  correction  of  the 
insufficiency  by  the  operative  procedure,  intra- 
cardiac pressures  in  the  left  ventricle,  left  atrium, 
pulmonary  artery  and  aorta  are  used.  The  ad- 
vantages of  the  mitral  purse-string  operation  are 
that  the  insufficiency  can  be  corrected  without 
producing  mitral  stenosis  and  that,  when  prop- 
erly done,  there  is  no  injury  to  the  myocardium, 
coronary  arteries  or  conduction  system.  With  the 
perfection  of  operations  of  the  open  heart  tech- 
nic, the  combined  direct  suturing  of  the  mitral 
leaflets  and  purse-string  suture  to  reduce  the  size 
of  the  mitral  annulus  will  be  the  treatment  of 
choice  for  mitral  insufficiency. 

The  mortality  rate  in  recent  reports  of  open 
heart  approaches  to  aortic  stenosis  has  been  ex- 


tremely high.  It  is  the  author’s  opinion  that  at 
the  present  time  closed  transaortic  commissurot- 
omy is  the  procedure  of  choice  in  aortic  stenosis 
due  to  rheumatic  fever,  where  one  can  anticipate 
commissural  fusion,  and  therefore  a good  result 
from  commissurotomy.  In  the  arteriosclerotic 
form  of  aortic  stenosis  with  marked  hardening  of 
the  valve  leaflets  without  commissural  fusion, 
commissurotomy  would  give  a poor  result.  Coro- 
nary insufficiency  with  pain  is  not  considered  a 
contraindication  to  surgery. 

Aortic  insufficiency  is  usually  an  acquired 
lesion  resulting  from  rheumatic  fever,  bacterial 
endocarditis,  syphilis  or  trauma.  Insufficiency  of 
the  aortic  valve  is  very  rarely  associated  with 
aortic  stenosis. 

The  Hufnagel  valve  at  the  present  time  ap- 
pears to  offer  the  only  real  solution,  although  in- 
complete, to  controlling  this  highly  fatal  ab- 
normality. The  site  for  insertion  of  the  valve  in 
the  aorta  has  been  a point  just  beyond  the  left 
subclavian  artery.  It  would  not  seem  advisable 
to  insert  the  valve  between  the  coronary  arteries 
and  the  vessels  of  the  head  because  of  the  possi- 
ble reduction  of  backflow  during  diastole  and  the 
correspondingly  reduced  flow  through  the  cor- 
onary arteries.  Improvement  in  any  individual 
patient  will  depend  upon  the  preponderance  of 
reduction  of  work  load  of  the  left  ventricle  and 
minimal  reduction  in  the  coronary  perfusion  flow 
consequent  to  partial  correction  of  the  aortic 
regurgitation.  Peripheral  embolization,  which 
presented  as  a problem  in  about  15%  of  the 
original  cases  of  Hufnagel,  has  been  completely 
eliminated  by  wrapping  the  area  where  the  cuff 
overlaps  the  valve  with  a piece  of  elastic  Orion 
cloth.  Experimental  work  involving  plastic  oper- 
ations by  open  technic  on  the  aortic  valve  for 
correction  of  aortic  insufficiency  have  not  been 
very  encouraging.  The  Hufnagel  operation  of- 
fers the  best  prospects  and  should  be  suggested 
as  the  method  of  treatment  in  selected  cases. 
(Abstracted  for  the  Middle  Tennessee  Heart  As- 
sociation by  Dr.  James  Callaway,  Nashville.) 
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Disseminated  Reticulum  Cell  Sarcoma* 

A 63  year  old  white  married  housewife  was 
seen  in  this  hospital  three  times  over  a period 
of  14  months. 

FIRST  ADMISSION.  (April  1-6,  1954.)  At 
least  6 months  before,  she  had  noticed  a palpable 
mass  in  the  left  posterior  chest,  which  appeared 
to  be  gradually  enlarging.  She  was  otherwise  in 
good  health  and  had  no  complaints.  Inquiry  into 
her  past  history  revealed  only  that  about  19 
months  prior  to  admission  she  had  sustained  a 
fall  in  which  she  thought  she  struck  the  left  side 
of  her  back.  She  developed  some  bruises,  but 
noticed  no  mass  at  this  time. 

Physical  Examination.  T.  98  F.,  P.  78,  R.  18, 
and  BP  130/70.  She  did  not  appear  ill.  Positive 
findings  were  limited  to  the  presence  of  a slightly 
tender,  fixed,  moderately  firm  swelling  approxi- 
mately 11  cm.  in  diameter,  located  medial  and 
superior  to  the  left  scapula.  This  appeared  to 
lie  well  beneath  the  skin  and  was  not  attached  to 
the  scapula.  The  overlying  skin  surface  was  red- 
dened and  appeared  inflamed. 

Laboratory  Data.  Urinalysis  was  within  nor- 
mal limits.  The  P.C.V.  was  39%;  W.B.C.  was 
5,900  with  80%  segmented  neutrophils,  19% 
lymphocytes,  and  1C  monocytes.  Serologic  tests 
were  negative. 

X-ray  films.  In  a lateral  view  of  the  thorax 
there  was  “.  . . a soft  tissue  mass  over  the  dorsal 
aspect  of  the  upper  thorax,  apparently  attached 
to  muscle  sheath  and  with  one  small  area  sug- 
gesting cartilage.  Definite  bone  involvement  is 
not  seen  on  a single  view.”  The  impression  was 
possible  chondrosarcoma. 

Course.  On  the  day  following  admission,  ex- 
ploration of  the  back  was  carried  out  under  gen- 
eral anesthesia.  The  mass  was  followed  from  the 
levels  of  C-7  through  T-4,  extending  to  the  left 
of  the  spinous  process  for  about  5 cm.,  and  deep 
into  the  muscles  of  the  back.  It  resembled  a 
walled  off  abscess,  filled  with  grossly  necrotic 
tissue  and  with  exudate  showing  some  reddish 
brown  coloration.  Frozen  sections  of  solid  por- 
tions of  this  lesion  showed  chronic  inflammation. 
Removed  en  bloc,  the  mass  measured  11  x 5 x 4 
cm.  The  postoperative  diagnosis  was:  “Abscess 
of  back,  sterile;  possibly  due  to  hematoma  of 
perispinal  muscles.”  All  cultures  of  the  surgical 
specimen  were  negative.  The  microscopic  diag- 
nosis, following  permanent  sections,  was:  “Chronic 
nonsuppurative  inflammation  of  subcutaneous  tis- 
sue. suggestive  of  first  stage  of  Webcr-Christian 
•se.”  She  was  discharged  in  good  condition 
on  the  fourth  postoperative  day. 

From  the  Department  of  Pathology,  Methodist 
Hospital,  Memphis,  Tennessee,  Wm.  W.  Tribby, 
Director. 


SECOND  ADMISSION.  (June  19-24,  1954.)  In 
the  11  week  period  following  operation  there  had 
been  partial  healing  of  the  incision,  but  an  open 
area  had  persisted  with  a draining  sinus.  Posi- 
tive physical  findings  were  again  limited  to  the 
posterior  thoracic  wall.  In  the  line  of  the  skin 
incision  was  an  area  of  induration  measuring 
8x4x4  cm.  In  its  central  portion  this  area 
was  open,  presenting  a fungating  mass  which 
measured  3.5  cm.  and  which  resembled  granula- 
tion tissue,  bleeding  readily.  A sinus  tract  led 
into  the  adjacent  subcutaneous  structures.  Rou- 
tine laboratory  data  included  a P.C.V.  of  38%, 
W.B.C.  3,600  with  64%  segmented  neutrophils, 
1%  bands,  27%  lymphocytes,  5%  monocytes,  1% 
eosinophils,  and  2%  basophils.  Urinalysis  and 
serologic  tests  were  negative.  Exploration  was 
repeated  with  excision  of  the  skin  scar  and  of 
the  adjacent  deep  tissues.  Material  cultured  from 
the  depth  of  the  involved  area  yielded  Staphylo- 
coccus albus.  Fungus  cultures  were  negative.  She 
was  discharged  after  an  uneventful  course.  Sub- 
sequently, x-irradiation  was  given  over  the  op- 
erative area. 

THIRD  ADMISSION.  (July  18-24,  1955.)  In 
the  interval  of  more  than  a year  between  admis- 
sions, complete  healing  of  the  operative  wound 
had  been  maintained.  She  had  been  followed  dur- 
ing this  time  and  continued  in  good  health. 
Shortly  before  this  admission,  however,  physical 
examination  revealed  a midabdominal  mass 
thought  to  lie  within  the  peritoneal  cavity  and 
measuring  12  cm.  in  diameter.  She  stated  that 
for  about  3 months  she  had  experienced  some 
sensation  of  abdominal  fullness.  There  had  been 
no  weight  loss.  At  this  time  a P.C.V.  was  29%, 
W.B.C.  5,100  with  75%  neutrophils,  19%  lympho- 
cytes, 2%  monocytes,  and  4%  eosinophils.  Other 
routine  procedures  contributed  no  further  infor- 
mation. Chest  film,  gastrointestinal  series,  and 
cholecystograms  were  all  negative.  Exploratory 
laparotomy  was  performed. 

DR.  JACK  PIGOTT:  The  initial  com- 
plaint of  this  woman  was  that  of  a gradu- 
ally enlarging  mass  in  the  superficial  tissues 
of  the  thoracic  wall,  present  for  six  months. 
The  history,  including  the  fact  that  she  was 
otherwise  in  good  health,  is  consistent  with 
that  group  of  tumors  designated  “soft  tissue 
sarcomas.”  The  association  of  trauma,  how- 
ever, must  be  considered.  We  are  told  that 
well  over  a year  previously  she  thought  that 
she  had  bruised  this  area,  but  nineteen 
months  passed  before  the  development  of 
a mass. 

The  history  and  physical  findings  are 
equally  consistent  with  nonsuppurative 
nodular  panniculitis  ( Weber-Christian  dis- 
ease), although  at  the  time  of  admission  she 
did  not  have  fever.  No  mention  is  made 
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of  her  temperature  before  this  time.  The 
size  of  the  mass  is  quite  compatible  with 
Weber-Christian  disease.  Among  the  cases 
reported  to  date,  of  which  there  have  been 
less  than  one  hundred,  some  have  presented 
lesions  measuring  10  to  12  cm.  in  diameter. 
Reddening  of  the  overlying  skin  surface, 
which  I assume  was  due  to  pressure,  is 
again  fairly  characteristic.  Only  the  dura- 
tion of  six  months  is  not  at  all  typical.  The 
laboratory  findings  are  not  significantly  ab- 
normal, and  in  Weber-Christian  disease  this 
is  often  the  case.  In  other  instances,  leuko- 
penia, leukocytosis,  and/or  anemia  have 
been  reported.  The  X-ray  films  speak  for 
themselves. 

What  of  the  findings  at  surgery  and  the 
postoperative  course?  One  fact  is  disturb- 
ing if  the  diagnosis  of  Weber-Christian  dis- 
ease is  to  be  considered.  That  is  the  exten- 
sion of  the  lesion  deep  into  the  muscles  of 
the  back,  which  is  not  at  all  characteristic. 
Following  operation  the  wound  did  not 
completely  heal  and  evidently  became  sec- 
ondarily infected,  with  Staphylococcus  al- 
bus  growing  from  the  cultures.  Over  a 
postoperative  period  of  eleven  weeks,  a 
fungating  mass  measuring  3.5  cm.  had  ap- 
peared and  the  findings  are  certainly  sug- 
gestive of  a neoplasm.  As  stated,  however, 
it  resembled  granulation  tissue.  Although 
on  this  admission  anemia  was  still  not  pres- 
ent, there  was  a slight  leukopenia,  with  a 
total  count  of  3,600.  The  differential  white 
count  was  essentially  normal.  There  was 
no  evidence  of  a mycotic  infection.  I pre- 
sume that  there  was  good  response  to  local 
irradiation.  In  any  event,  healing  was  com- 
pleted and  maintained. 

Then,  having  been  well  for  a whole  year, 
she  began  to  experience  rather  vague  ab- 
dominal discomfort  which  is  described  as 
a sense  of  fullness.  Three  months  later  she 
appeared  with  a mid-abdominal  mass.  This 
development  is  still  not  inconsistent  with 
Weber-Christian  disease,  which  has  been 
known  to  involve  mesenteric,  omental,  and 
retroperitoneal  fat.  Although  the  abdomi- 
nal signs  and  symptoms  could  represent  an 
entirely  new  disease,  it  seems  more  likely 
that  they  are  manifestations  of  the  same 
process  which  began  nearly  two  years  ago. 
On  this  admission,  the  packed  cell  volume 


was  low,  being  29%.  The  white  count  was 
now  normal.  Chest  films,  gastrointestinal 
series,  and  cholecystograms  are  described  as 
normal;  presumably  there  was  no  involve- 
ment or  displacement  of  the  gastrointestinal 
tract  by  the  intraperitoneal  mass. 

If  this  is  not  Weber-Christian  disease  at 
all,  but  a soft  tissue  sarcoma,  several  tumors 
must  be  considered.  Liposarcoma  is  one 
which  is  radiosensitive,  and  the  fact  that 
she  apparently  responded  to  irradiation  is 
suggestive.  The  size  of  the  tumor  is  not  so 
suggestive;  to  my  knowledge  the  only  lipo- 
sarcomas  which  have  been  cured  by  irradia- 
tion have  been  very  small  ones.  The  loca- 
tion and  gross  appearance  are  not  at  all  in 
favor  of  fibrosarcoma.  The  rhabdomyosar- 
coma grows  rapidly.  The  first  lesion  in  this 
case  involved  subcutaneous  tissue,  enlarged 
gradually,  and  was  evidently  eliminated  by 
treatment.  If  liposarcoma,  fibrosarcoma, 
and  rhabdomyosarcoma  are  excluded,  two 
other  sarcomas  are  possibilities.  One  of 
these  is  the  mesenchymoma,  which  may  de- 
velop in  any  location  and  which  has  several 
possibilities  in  the  direction  of  differentia- 
tion. It  is  interesting  that  the  X-ray  films 
showed  a small  area  which  might  have  been 
cartilage,  although  none  was  demonstrated 
in  the  excised  tissue.  Malignant  mesen- 
chymoma is  of  course  quite  rare.  A second 
and  more  likely  possibility  is  malignant 
lymphoma.  In  this  group  of  tumors,  the 
reticulum  cell  sarcoma  best  fits  the  case 
under  discussion.  While  the  initial  site  of 
involvement  is  a little  unusual,  this  is  a 
tumor  which  may  arise  anywhere  in  the 
body,  apparently  beginning  in  reticulo- 
endothelial tissue.  It  may  grow  very  rap- 
idly, undergoing  central  necrosis. 

Although  Weber-Christian  disease  is  not 
positively  excluded,  I am  more  inclined  to 
believe  this  is  a malignant  tumor.  My  di- 
agnosis is  reticulum  cell  sarcoma. 

DR.  CASH  KING:  I should  like  to  show 
the  X-ray  films,  the  first  of  which  was  made 
on  the  first  hospital  admission  in  1954.  This 
is  a soft  tissue  film  of  the  chest,  lateral  view. 
In  it  one  observes  a soft  tissue  mass  over 
the  posterior  aspect  of  the  scapula  and  ap- 
parently extending  a bit  below  it.  If  it  is 
composed  of  lipoid  tissue,  there  is  undoubt- 
edly much  of  it  which  would  be  palpable 
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on  physical  examination,  but  not  discerni- 
ble in  the  film.  This  is  because  fat  gives 
such  little  radiographic  density.  I cannot 
make  out  any  calcification  in  the  area  and 
I cannot  say  positively  at  this  time  that 
cartilage  is  present.  The  next  films  are  a 
PA  and  lateral  of  the  chest,  made  in  Oc- 
tober of  1954  five  months  after  the  second 
admission.  The  lung  fields  are  clear;  there 
is  nothing  remarkable  in  the  appearance  of 
the  bony  structure  of  scapulas  or  ribs.  In 
the  lateral  view  we  see  the  skin  surface  and 
the  underlying  tissue  appears  fairly  normal. 
These  are  out-patient  films.  The  next 
group,  made  on  the  third  hospital  admis- 
sion, include  a normal  chest  film  along  with 
a gastrointestinal  series  and  cholecysto- 
grams  which  are  also  normal. 

DR.  WILLIAM  W.  TRIBBY:  Are  there 
any  questions  or  comments  before  the  find- 
ings are  presented? 

DR.  CECIL  WARDE:  What  is  the  nature 
and  cause  of  Weber-Christian  disease? 

DR.  TRIBBY:  Weber-Christian  disease,  or 
nonsuppurative  nodular  panniculitis,  is  a 
rare  condition  of  unknown  etiology.  There 
is  widespread  necrosis  of  subcutaneous 
fatty  tissue  and,  as  Dr.  Pigott  has  pointed 
out,  internal  fatty  tissue  may  also  be  in- 
volved. The  lesions  are  tender  and  re- 
current fever  is  characteristic.  Early  in  the 
disease  there  are  small  aggregates  of  lipid 
histiocytes;  these  are  followed  by  inflam- 
matory reaction  and  later  by  fibrosis.  In 
the  vast  majority  of  cases  the  disease  is 
fatal.  I should  like  to  point  out  that  the 
diagnosis  in  this  case  was  not  definite,  but 
only  suggested. 

DR.  AL  SMITH:  This  was  my  patient.  I 
should  like  to  mention  that  the  diagnosis 
prior  to  surgery  was  sarcoma  of  some  type. 
Then  exploration  revealed  something  re- 
sembling a suppurative  process.  The  surgi- 
cal specimen  was  actually  an  abscess  wall. 
It  measured  11  x 5 x 4 cm.  and  I should 
regard  this  as  a fair  sized  biopsy,  but  be- 
cause of  the  massive  necrosis  the  true  na- 
ture of  this  mass  could  not  be  determined 
at  the  time. 

DR.  TRIBBY:  One  fact  has  been  with- 
held from  the  conference  protocol.  On  the 
second  admission  the  mass  was  excised  and 
it  was  shown  to  be  a reticulum  cell  sarcoma. 


DR.  SMITH:  At  the  time  of  the  second  op- 
eration tumor  was  found  extending  into  the 
perispinal  muscles  and  on  down  into  the 
costovertebral  angle.  There  was  no  evi- 
dence of  involvement  at  any  other  site. 
With  irradiation  it  seemed  to  simply  melt 
away  and  no  recurrence  in  the  back  was 
ever  demonstrated  after  that  time.  The 
skin  healed  completely.  Then  more  than 
a year  later  she  came  back  with  the  intra- 
abdominal mass.  Most  interesting  is  that 
the  gastro-intestinal  series  was  completely 
negative.  This  includes  a small  intestinal 
series,  with  films  made  on  the  hour.  Yet  at 
operation  there  was  a definite  reticulum 
cell  sarcoma  of  the  ileum  with  involvement 
of  the  mesentery  and  mesenteric  lymph 
nodes.  A portion  of  ileum  was  resected  and 
she  was  given  more  X-ray  therapy  over  the 
remaining  mass,  which  consisted  of  mesen- 
tery and  multiple  lymph  nodes.  Again 
there  seemed  to  be  good  response.  She  did 
well  for  four  more  months,  then  developed 
an  intramuscular  mass  in  one  arm  which 
was  biopsied  and  shown  to  be  reticulum 
cell  sarcoma.  Once  more,  there  was  good 
response  to  X-ray.  Terminally,  she  began 
to  have  definite  obstructive  symptoms,  cer- 
vical lymph  node  involvement,  and  multi- 
ple subcutaneous  nodules.  She  was  brought 
into  the  hospital  for  terminal  care  and  died 
in  February  of  1956. 

DR.  TRIBBY:  I should  like  to  mention 
that  reticulum  cell  sarcoma  belongs  to  the 
malignant  lymphoma  group,  but  unlike 
most  of  these  tumors,  does  not  necessarily 
arise  in  lymph  nodes.  It  can  appear  in 
nearly  any  soft  tissue  and  in  bone.  I should 
nevertheless  not  separate  it  from  the 
lymphoma  group  in  classification. 

DR.  HELEN  PRIETO:  During  the  last 
year  there  have  been  two  other  cases  of 
malignant  lymphoma  first  manifested  in  a 
rather  unusual  tissue,  namely  thyroid  gland. 
These  were  seen  in  this  hospital.  Only  a 
few  days  ago,  a third  was  submitted  from 
out  of  town  and  examined  in  this  labora- 
tory. What  is  most  interesting  is  that  all 
three  were  lymphoblastic  lymphomas  and 
not  reticulum  cell  sarcomas.  I do  not  be- 
lieve we  have  had  a reticulum  cell  sarcoma 
manifested  primarily  in  the  thyroid  gland 
in  two  years,  although  there  have  been  sev- 
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eral  cases  in  subcutaneous  tissue  and  mus- 
cle. In  none  of  these  three  cases  was  the 
true  nature  of  the  lesion  evident  before 
surgery;  carcinoma  of  the  thyroid  gland 
was  suspected  in  all  of  them.  I agree  with 
Dr.  Tribby  that  lymphocytic  lymphoma, 
lymphoblastic  lymphoma,  Hodgkin’s  dis- 
ease, reticulum  cell  sarcoma,  and  macro- 
follicular lymphoma  all  rightfully  belong 
in  the  malignant  lymphoma  category  re- 
gardless of  the  site  of  first  manifestation. 
With  the  exception  of  macrofollicular 
lymphoma,  which  is  a disease  appearing  in 
lymph  nodes,  any  of  these  tumors  may  be 
first  evident  in  tissues  other  than  nodes.  I 
avoid  the  term  “primary  site”  because  most 
cases  are  eventually  demonstrated  to  be 
generalized  disease. 

In  the  case  presented,  the  survival  period 
was  approximately  twenty-eight  months 
from  the  onset  of  the  first  symptoms.  This 
patient  got  along  remarkably  well  until  the 
last  few  weeks  of  her  course. 

Postmortem  examination  revealed  one  of 
the  most  extensive  diseases  seen  in  this 
hospital  to  date.  The  side-to-side  ileo-ileal 
anastomosis  presented  a patent  stoma,  but 
bordering  on  the  suture  line  the  proximal 
limb  of  ileum  showed  a massive  ulcer 
which  completely  perforated  the  posterior 
wall  to  communicate  with  an  abscess  cavity. 
The  latter  was  entirely  walled  off,  largely 
by  adherent  transverse  colon.  Sections 
have  demonstrated  infiltration  of  the  entire 
wall  of  the  ileum  by  reticulum  cell  sarcoma. 
More  distally,  massive  tumor  ulceration  in 
two  segments  produced  marked  stenosis 
and  an  ileo-ileal  fistula;  one  ulcer  perfo- 
rated and  again  communicated  with  an  en- 
closed abscess  cavity  bounded  by  adherent 
cecum  and  urinary  bladder.  This  is  the 
lesion  which  must  have  produced  obstruc- 
tive symptoms.  In  the  terminal  ileum  there 
were  several  sites  of  ulcerating  tumor,  the 
largest  of  which  had  perforated.  The  de- 
fect was  incompletely  sealed  by  adherent 


mesentery  and  there  was  a generalized 
purulent  peritonitis  with  1500  ml  of  exu- 
date. In  the  terminal  few  centimeters  of 
ileum,  the  cecum,  vermiform  appendix,  and 
ascending  colon  there  was  diffuse  tumor  in- 
filtration. These  structures  were  densely 
bound  to  the  anterior  abdominal  wall  with 
tumor  extending  into  the  iliopsoas  and  ab- 
dominal muscles.  In  the  descending  colon 
were  two  tumor  masses  measuring  8.5  and 
6.0  cm.;  these  also  extended  into  abdominal 
and  psoas  muscles.  Approximately  60  per 
cent  of  each  kidney  was  replaced  by  tumor 
and  there  was  extensive  invasion  of  the 
urinary  bladder.  A 4.5  cm.  mass  was  pres- 
ent in  the  uterus.  Intra-abdominal  and 
cervical  lymph  nodes  were  involved,  though 
tumor  has  not  been  demonstrated  in  medi- 
astinal nodes  nor  in  the  lungs.  There  were 
several  nodules  in  the  myocardium,  one  of 
which  measured  2.5  cm.  Much  of  the  left 
lobe  and  all  of  the  right  lobe  of  the  thyroid 
gland  showed  replacement  by  tumor.  Fin- 
ally, at  least  half  of  each  adrenal  gland  was 
involved.  An  incidental  finding  was  a ma- 
lignant polyp  of  the  sigmoid  colon. 

The  terminal  event  in  this  case  was  no 
doubt  perforation  of  the  ileum  with  gen- 
eralized peritonitis. 

Final  Anatomic  Diagnoses 

Reticulum  cell  sarcoma  involving: 

Ileum:  Recurrent  tumor  in  line  of  ileo- 
ileal  anastomosis  with  perforation 
and  localized  abscess. 

Massive  ulcer  with  stenosis,  ileo-ileal 
fistula,  and  perforation  with  localized 
pelvic  abscess. 

Multiple  foci  in  terminal  ileum,  with 
perforation  and  generalized  acute 
fibrinopurulent  peritonitis. 

Cecum,  appendix,  and  descending  co- 
lon; with  direct  extension  to  abdom- 
inal wall  and  to  psoas  muscles. 
Myocardium,  lymph  nodes,  pancreas, 
kidneys,  urinary  bladder,  thyroid 
gland,  and  adrenal  glands. 
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President's  Letter 


THE  WOMAN'S  AUXILIARY 


James  C.  Gardner 


for  the  loyal  service 


Having  recently 
addressed  the  Fall 
Board  meeting  of  the 
State  Officers  and 
Committee  Chairmen 
of  the  Woman’s  Aux- 
iliary to  the  Tennes- 
see State  Medical  As- 
sociation, I take  this 
opportunity  to  ex- 
press my  admiration 
and  dedicated  work 


being  performed  bv  the  State  and  County 


Auxiliaries. 


Examining  the  projects  of  the  Woman’s 
Auxiliary  gives  me  a deep  sense  of  pride. 
Their  activities  in  areas  associated  with 
medicine  establish  the  fact  that  this  group 
of  women  are  rendering  a vital  service  to 
the  medical  profession.  I refer  to  the  work 
being  done  in  the  fields  of  safety;  mental 
health;  the  health  project  contest;  civil  de- 
fense; the  promotion  of  the  magazine,  “To- 
day’s Health”;  aid  and  contributions  to  the 
American  Medical  Education  Foundation 
and  the  Tennessee  Medical  Foundation. 
Also  directly  connected  with  the  activities 
of  organized  medicine  are  the  efforts  in  the 
field  of  legislation.  This  activity  is  espe- 
cially important,  because  the  women  of  any 
community  can  play  a vital  roll  in  bringing 
about  the  proper  and  necessary  influence 
on  political  affairs  through  their  work  on 
the  community  level. 

The  Auxiliary  is  an  important  member 
of  the  medical  team.  Members  are  dedi- 
cated servants  to  the  communities  in  which 
they  live.  While  the  doctor  is  serving  the 
health  needs  of  his  community,  his  wife 
renders  service  to  the  community  through 
programs  directed  toward  community  im- 
provement, whether  they  be  allied  with 
medicine  or  in  areas  akin  only  to  making 


the  communities  a better  place  in  which  to 
live. 

If  more  Tennessee  physicians  were  af- 
forded the  opportunity  to  sit  in  a meeting 
of  the  Auxiliary,  one  could  easily  detect 
the  high  goals  set  by  Auxiliary  members 
for  providing  the  best  type  of  medical  care. 

The  State  and  County  auxiliaries  are 
aware  that  forces  are  constantly  attempting 
to  alter  the  free  enterprise  system  of  the 
practice  of  medicine — to  transform  and  sub- 
merge it  into  socialism.  In  combatting 
these  forces,  the  Auxiliary  along  with  or- 
ganized medicine  is  fulfilling,  not  only  a 
responsibility  towards  its  own  self-preser- 
vation, but  it  is  giving  leadership  to  those 
elements  of  our  society  allied  together  to 
resist  the  continuing  trend  toward  the  wel- 
fare state. 

The  Auxiliary  was  keenly  aware  of  many 
of  the  706  medical  bills  in  the  recent  85th 
Congress.  They  maintain  an  active  and 
alert  legislative  committee. 

The  results  of  the  Auxiliary’s  work  in 
supporting  the  American  Medical  Educa- 
tion Foundation  contribute  to  the  mainte- 
nance of  the  quality  of  our  nation’s  schools 
of  medicine,  and  without  the  continued 
support  in  this  direction,  our  medical 
schools  cannot  hope  to  sustain  the  supply 
of  adequately  trained  physicians  to  meet 
our  nation’s  growing  needs. 

The  Auxiliary  program  is  dynamic.  Their 
methods  are  sound.  Thus,  organized  medi- 
cine and  its  auxiliary  in  Tennessee  can 
boldly  challenge  any  concept  which  offers 
less  than  the  broad  program  of  service  now 
being  supplied  to  our  citizens. 
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PREOPERATIVE  RENAL  FUNCTION  TESTS 

Preoperative  evaluation  of  the  surgical 
patient  is  important,  and  includes  tests  of 
cardiac,  respiratory  and  renal  function. 
Such  an  evaluation  allows  the  surgeon  to 
postpone  an  elective  procedure,  or  to  be 
aware  of  possible  complications  which  may 
appear  in  the  postoperative  period.  Tests 
of  cardiac  and  respiratory  function  have 
been  fairly  well  standardized  and  accepted. 
Renal  function  tests  are  multiple  and  some- 
times difficult  to  perform  and  evaluate. 

Blood  urea  nitrogen,  nonprotein  nitrogen 
and  serum  creatinine  levels  are  most  widely 
used.  However,  extrarenal  factors,  such  as 
dehydration,  intragastrointestinal  hemor- 
rhage and  increased  tissue  catabolism,  may 
cause  increased  levels  in  the  presence  of 
adequate  renal  tissue.  Since  urea  is  formed 
in  the  liver,  normal  urea  nitrogen  levels 
may  be  found  in  the  patient  with  extensive 


liver  disease  who  also  has  failing  kidneys. 
Finally,  an  elevation  of  these  blood  chemi- 
cal findings  implies  that  uremia  has  oc- 
curred. The  glomerular  filtration  rate  must 
drop  to  25%  of  normal  or  less  before  reten- 
tion of  these  substances  occurs.  Thus,  pa- 
tients with  normal  blood  chemical  findings 
associated  with  undetected  renal  disease 
may  develop  sudden  renal  failure  following 
the  stresses  imposed  by  surgery. 

The  nephron  or  functioning  unit  of  the 
kidney  is  composed  of  the  glomerulus  and 
its  subjoined  tubule.'  The  afferent  arteriole 
forms  the  glomerular  capillaries  and  these 
anastomose  to  form  the  efferent  arteriole 
which  then  branches  to  form  the  intertubu- 
lar capillaries  which  finally  unite  to  form 
the  renal  vein.  Although  the  inulin  clear- 
ance test  is  probably  the  best  test  for  the 
determination  of  glomerular  filtration,  it 
must  be  considered  primarily  a research 
tool  and  not  applicable  for  routine  use  in 
the  hospital  or  physician’s  office.  Urea  and 
creatinine  clearance  tests  measure  glomeru- 
lar function  but  some  physicians  object  to 
their  use  because  of  the  time  consumed  in 
their  determinations  and  the  inaccuracies 
which  may  result  from  improper  collection 
and  measurement  of  urine.  The  phenol- 
sulfonphthalein  test  measures  primarily 
tubular  function.  Since  the  clinical  mani- 
festations of  the  common  renal  diseases  are 
due  to  impaired  glomerular  function,  it 
seems  most  important  to  establish  the  value 
of  the  P.S.P.  clearance  and  determine  its 
relationship  to  glomerular  function.  Be- 
cause the  efferent  arteriole  of  the  glomer- 
ulus is  the  main  source  of  nutrition  for  the 
tubular  cells,  it  would  appear  that  any  dis- 
ease state  compromising  the  glomerular 
blood  vessels  would  also  affect  the  tubules. 
In  such  instances  a depressed  urea  or  crea- 
tinine clearance  should  theoretically  be  as- 
sociated with  a decreased  P.S.P.  clearance. 
However,  primary  tubular  disease  can  be 
associated  with  a poor  P.S.P.  clearance,  and 
the  urea  and  creatinine  clearance  can  be 
normal.  From  a theoretical  point  of  view, 
an  excellent  fractional  P.S.P.  clearance  im- 
plies an  excellent  urea  and  creatinine  clear- 

'Sodeman,  W.  A.:  Pathologic  Physiology — Mech- 
anisms of  Disease,  Philadelphia,  W.  B.  Saunders 
Company,  1956. 
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ance,  while  a poor  P.S.P.  clearance  may  be 
associated  with  urea  and  creatinine  clear- 
ances that  are  poor  to  excellent. 

Lapides  and  Bobbitt-  have  performed  an 
interesting  study  in  a large  number  of  pa- 
tients comparing  the  15  minute  P.S.P.  clear- 
ance in  estimating  renal  function.  All  pa- 
tients were  instructed  to  drink  fluids  for 
the  one-half  to  one  hour  before  the  test. 
Six  milligrams  of  phenolsulfonphthalein 
was  given  intravenously.  Fifteen  minutes 
later  the  patients  were  instructed  to  void. 
The  urine  specimen  was  then  alkalinized 
with  a few  ml.  of  10'  < sodium  hydroxide 
diluted  to  1,000  ml.  of  tap  water  and  then 
compared  with  a set  of  standards.  A 15- 
minute  excretion  of  33'  < or  more  of  the 
injected  P.S.P.  dye  was  considered  to  be 
normal.  These  authors  have  compared  the 
results  of  this  15  minute  test  with  urea  and 
creatinine  clearance  tests  on  the  same  pa- 
tients. In  not  one  of  their  patients  was  the 
urea  or  creatinine  clearance  test  found  to 
be  significantly  less  than  the  15  minute 
P.S.P.  test.  However,  if  a poor  P.S.P.  ex- 
cretion was  found,  another  clearance  test 
had  to  be  done,  since  good  glomerular  func- 
tion may  be  present  even  with  poor  tubular 
function  as  determined  by  the  P.S.P.  test. 
They  believe  that  a glomerular  function  of 
45' r or  more  is  adequate  for  maintaining 
homeostasis  in  the  presence  of  the  most 
stressful  operative  procedure.  An  equiva- 
lent P.S.P.  excretion  would  be  a dye  ex- 
cretion of  15' - in  15  minutes.  Thus  a 15 
minute  P.S.P.  excretion  of  15' < or  greater 
is  adequate.  If  less  than  15'  < P.S.P.  is  ex- 
creted the  urea  or  creatinine  clearance  test 
should  be  done,  since  the  glomerular  func- 
tion may  be  adequate  for  surgery  even 
when  tubular  function  is  depressed. 

The  15  minute  P.S.P.  excretion  seems  to 
be  a simple,  accurate,  rapid  and  effective 
method  of  testing  renal  function.  Its  limi- 
tations are  few  and  when  these  are  con- 
sidered. this  test  offers  an  excellent  screen- 
ing test  in  the  preoperative  evaluation  of 
patients. 

A.  B.  S. 

' 1 ST- 

Lapides,  Jack,  and  Bobbitt,  John  M.:  Preop- 
erative Estimation  of  Renal  Function,  J.A.M.A. 
166:866,  1958. 


THE  PHYSICIAN  OF  YOUR  CHOICE 

The  American  Medical  Association  de- 
cided at  its  San  Francisco  meeting  to  pub- 
licize “the  fifth  freedom,”  the  free  choice  of 
a physician.  Through  booklets  recently 
printed  and  circulated  to  members  of  the 
profession  for  distribution  to  their  patients, 
the  Association  has  begun  an  educational 
program  to  acquaint  the  public  of  this  heri- 
tage. 

Irrespective  of  whatever  may  have 
prompted  this  program,  it  is  a topic  which 
deserves  some  sober  thought,  as  a basic 
concept.  It  is  the  free  choice  of  physician 
that  permits  that  intangible  and  seemingly 
hackneyed  phrase  of  “patient-doctor  rela- 
tionship.” But  it  is  this  very  relationship 
that  makes  for  success  in  treatment  and 
maintaining  the  patient’s  health. 

Your  Editor  would  guess  that  three- 
fourths  and  more  of  success  in  treatment  is 
founded  on  the  doctor-patient  relationship. 
Those  among  us  who  are  unrealistic  ideal- 
ists say  that  this  is  nonsense,  and  that  care 
should  be  provided  by  a system  offering 
specialized  care.  But  this  thinking  is  often 
in  terms  of  this  doctor  himself.  Surely,  a 
doctor  needing  some  very  special  attention 
may  go  to  a specialist  of  his  selection  whom 
he  has  never  seen  before  and  submit  to 
whatever  this  specialist  advises.  But  this 
doctor-patient  fails  to  recognize  that  his  is 
an  impersonal  confidence  based  on  knowl- 
edge of  the  specialist’s  attainments  and 
technical  skills. 

This,  however,  is  not  generally  true  of  the 
lay  person.  Yes,  much  like  the  doctor- 
patient  he  may  travel  across  the  country  to 
submit  to  some  special  attention  by  a 
stranger  because  his  personal  physician  so 
recommended;  he  may  say,  as  we  have 
heard  on  occasion, — “I  didn’t  like  this  spe- 
cialist, but  I felt  safe  because  my  doctor  said 
he  was  the  man  I was  to  see.”  Here  the 
confidence  in  the  unknown  specialist  was 
provided  by  the  personal  physician. 

But  it  is  in  the  everyday  practice  of  med- 
icine and  advice  in  regard  to  personal 
health  that  the  patient  must  be  free  to 
choose  his  doctor.  The  layman  may  not 
recognize  or  care  particularly  about  his  doc- 
tor’s competence  if  he  inspires  confidence, 
and  this  is  the  foundation  of  success  in 
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treatment.  The  best  diabetic  specialist  in 
the  world  cannot  keep  the  average  patient 
on  a strict  regimen  if  the  patient  does  not 
like  him  or  does  not  have  confidence  in  him. 
The  most  outstanding  cardiologist  in  the 
country  cannot  convince  the  patient,  in 
whom  he  does  not  inspire  confidence,  that 
he  must  continue  digitalis  and  diuretic 
therapy  and  a salt-poor  diet.  The  obvious 
corailary  is  that  a very  mediocre  physician 
may  thus  do  more  for  a patient’s  health 
and  prolongation  of  life  than  the  most  bril- 
liant consultant  whom  we,  as  physicians, 
might  like  to  consult  personally  because  we 
know  of  his  attainments.  (The  most  out- 
standing example  of  such  personal  relation- 
ship to  your  Editor’s  knowledge  did  not 
even  involve  a physician,  but  a social 
worker  who  accounted  for  an  unequalled 
record  of  patients  completing  60  weeks  of 
arsenotherapy  for  syphilis,  in  a Syphilis 
Clinic, — a record  that  a Stokes  or  a Moore 
personally  probably  could  not  have 
equalled.) 

Medicine  is  far  from  being  a science  and 
much  is  still  unknown.  The  relief  of  an- 
gina by  a sham-operation,  the  relief  of  ab- 
dominal symptoms  by  removal  of  a normal 
viscus  (appendix  or  gallbladder),  are 
knowledge  to  any  experienced  physician. 
Who  knows  but  that  the  tranquility  with 
which  the  patient  undergoes  an  operation 
may  be  reflected  in  the  degree  of  stress  im- 
posed upon  the  organism.  It  seems  likely 
that  a person  may  literally  die  of  fright, — 
at  least  no  change  is  found  at  autopsy  to  ac- 
count for  death  under  such  circumstances. 
Who  can  answer  how  much  of  the  bene- 
fits of  surgery,  in  some  instances,  depends 
upon  the  patient-surgeon  relationship?  How 
much  does  the  attitude  of  anesthesiologist 
and  surgeon  influence  the  patient’s  fear, 
probably  exprsesed  as  bodily  stress?  These 
answers  are  still  unknown. 

The  patient-doctor  relationship  is  not 
based  on  the  dollar  as  some  cynics  would 
have  it, — not  related  to  the  doctor  making 
himself  “pleasant.”  In  the  clinic  for  the 
medically  indigent  one  encounters  the  con- 
trary over  and  over  again.  Here  the  patient 
has  no  choice, — he  is  assigned  to  a doctor. 


In  many  instances  rapport  is  established, 
and  the  patient-doctor  relationship  then  is 
as  firmly  grounded  as  in  private  practice. 
And  most  unreasonably  such  a relationship 
is  established  at  times  between  the  third 
year  student,  as  a clinical  clerk,  and  the 
patient  on  the  ward,  even  though  the  stu- 
dent’s status  is  recognized.  The  bond  be- 
tween student  and  patient  not  infrequently 
is  more  firm  than  between  patient  and 
house  officer  or  attending  doctor.  This 
possible  relationship  is  pointed  up  by  the 
amusing  and  allegedly  not  apocryphal  story 
of  the  professor  of  surgery  advising  an  op- 
eration and  the  patient  demurring  until  she 
might  discuss  it  with  her  “student  doctor.” 
Medicine  is  not  yet  a science,  nor  is  the 
layman  necessarily  a rational  being  by  our 
scientifically  trained  lights.  Many  of  the 
interrelationships  between  psyche  and  soma 
are  still  a mystery.  Emotions  are  sti'onger 
than  rationalizations.  Osier’s  aphorism  still 
holds:  “It  is  the  aurum  potabile,  the  touch- 
stone of  success  in  medicine.  As  Galen  says, 
confidence  and  hope  do  more  good  than 
physics — ‘he  cures  most  in  whom  most  are 
confident.’  ” These  considerations  demand 
that  whatever  the  trends  in  patient  care 
may  be,  the  free  choice  of  doctor  must  re- 
main the  cornerstone  of  the  treatment  and 
prevention  of  disease  in  our  people. 

R.  H.  K. 


Dr.  Robert  Sebastian  Cowles,  Sr.,  76,  Greene- 
ville,  died  August  27th  at  Laughlin  Clinic.  He  was 
public  health  officer  at  Greeneville. 

Dr.  Justin  E.  Lacy,  79,  Knoxville,  died  August 
28th  in  Washington,  D.  C. 

Dr.  John  Franklin  Johnson,  66,  Chattanooga, 
died  August  31st  at  his  home  in  North  Georgia. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County 
Medical  Society 

The  meeting  on  September  2 consisted  of 
the  President’s  Dinner.  The  September  29 
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and  30  meetings  were  conducted  jointly 
with  the  Tennessee  Valley  Medical  Assem- 
bly at  the  Read  House  Hotel.  A partial 
list  of  the  speakers  before  the  Assembly 
were:  Owen  H.  Wangensteen,  M.D.,  Univer- 
sity of  Minnesota  Medical  School;  John  L. 
Parks,  M.D.,  George  Washington  University 
Medical  School;  Vincent  J.  Collins,  M.D., 
President-Elect,  the  New  York  State  Soci- 
ety of  Anesthesiologists;  Robert  B.  Green- 
blatt,  M.D.,  Medical  College  of  Georgia; 
Manuel  E.  Lichtenstein,  M.D.,  Chicago,  Illi- 
nois; E.  Perry  MeCullagh,  M.D.,  Depart- 
ment of  Endocrinology  and  Metabolism, 
Cleveland  Clinic;  Herbert  Rattner,  M.D., 
Chicago;  Julian  M.  Ruffin,  M.D.,  Duke 
University  School  of  Medicine;  John  R. 
Snavely,  M.D.,  University  of  Mississippi 
Medical  Center;  Waltman  Walters,  M.D., 
Mayo  Clinic;  Paul  E.  McMaster,  M.D.,  Bev- 
erly Hills,  California;  Kenneth  M.  Warren, 
M.D.,  Lahey  Clinic;  Philip  Thorek,  M.D., 
Chicago,  (banquet  speaker). 

Memphis-Shelby  County  Medical  Society 

The  Society  met  on  Tuesday,  July  1,  in 
the  auditorium  of  the  Institute  of  Pathol- 
ogy. The  scientific  program  consisted  of 
the  following;  “Coronary  Flow  Related  to 
Cardiac  Conduction.”  by  Dr.  George  Lumb, 
and  “Carotid  Artery  Endarterectomy,”  by 
Dr.  Francis  Murphey. 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  met 
on  September  9th  in  the  Academy’s  meet- 
ing hall.  The  scientific  program  was  pre- 
sented on  the  subject,  “Surgical  Manage- 
ment of  Traumatic  Injuries  to  Thorax  and 
Abdomen"  by  Captain  Robert  B.  Brown 
(MC)  U.  S.  Naval  Hospital,  National  Naval 
Medical  Center,  Bethesda,  Maryland. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  began  its  fall  series  of  meet- 
ings on  September  9 at  Baptist  Hospital. 
The  scientific  program  consisted  of  a paper 
entitled.  “The  Disease  Spectrum  of  Human 

stoplasmosis”  by  Dr.  Amos  Christie.  Dr. 
Car.  Kirchmaier.  chairman  of  the  Acad- 
emy’s Advisory  Committee  to  the  Red  Cross 
Blood  Center,  gave  a report  on  the  blood 
collection  program. 


Roane  County  Medical  Society 

The  Society  met  on  September  23  in  the 
Conference  Room  of  the  Medical  Division 
of  ORINS.  The  scientific  presentation  was 
entitled,  “Changing  Concepts  in  Blood 
Transfusion  Therapy”  by  Dr.  Ralph  M. 
Knisley,  Pathologist,  Eden  Hospital,  Castro 
Valley,  California. 

Hamblen  County  Medical  Society 

Dr.  Powell  M.  Trusler,  president  of  the 
society,  was  the  host  for  the  August  meet- 
ing at  a dinner  in  the  dining  room  of  the 
Country  Club. 

Smith  County  Medical  Society 

At  a meeting  of  the  Society  in  August,  a 
resolution  was  passed  authorizing  the  place- 
ment of  a physician  on  the  bench  at  all 
Smith  County  High  School  football  games. 
It  was  announced  that  Dr.  Cleo  Miller  of 
Nashville  would  be  the  guest  speaker  of 
the  Smith  County  Society  on  Friday,  Sep- 
tember 5th. 

Consolidated  Medical  Assembly 

The  Consolidated  Medical  Assembly 
membership  met  on  September  2 at  the 
New  Southern  Hotel  in  Jackson.  Dr.  Eu- 
gene A.  Vaccara,  assistant  professor  of 
ophthalmology  at  the  University  of  Ten- 
nessee Medical  Units,  had  as  his  subject, 
“Common  Eye  Disorders  in  General  Prac- 
tice.” The  discussion  was  led  by  Dr.  Hud- 
son Brooks  of  Jackson.  Dr.  Francis  Mur- 
phy, professor  of  surgery,  spoke  on 
“Diagnosis  and  Surgical  Treatment  of  Carot- 
id Insufficiency — A Common  Cause  of 
Strokes.”  Dr.  Baker  Hubbard,  of  Jackson, 
opened  discussion  on  this  subject.  The  As- 
sembly voted  to  hold  a joint  meeting  with 
the  organization’s  auxiliary  in  December. 
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The  Month  in  Washington 
(From  the  AMA  Washington  Office) 

When  the  Congress  that  is  elected  in  No- 
vember goes  to  work  next  January  7,  it 
will  have  before  it  a half  dozen  important 
health-medical  issues  in  which  the  last  Con- 
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gress  had  some  interest  but  did  not  resolve. 
These  include  hospitalization  under  social 
security,  tax-deferment  on  annuities,  loans 
and  mortgage  guarantees  for  hospitals  and 
nursing  homes,  aid  to  medical  schools  and 
amendment  of  Veterans  Administration’s 
hospitalization  procedures. 

The  issue  of  hospitalization  under  social 
security — the  Forand  Bill  principle — will 
come  into  the  spotlight  shortly  after  the 
new  session  starts.  Under  instructions  from 
the  House  Ways  and  Means  Committee,  the 
Department  of  Health,  Education,  and  Wel- 
fare will  complete  a study  on  the  problems 
of  financing  hospital  care  for  the  aged  be- 
fore next  February  1.  Some  study  of  med- 
ical costs  may  also  be  included. 

Decision  to  move  ahead  with  a study  of 
medical  care  costs  for  the  aged  was  reached 
by  the  committee  at  the  same  time  it  ex- 
cluded the  Forand  idea  from  the  social  se- 
curity bill  enacted  during  the  summer.  HEW 
was  told  to  pay  particular  attention  to  the 
possibility  of  increasing  OASI  taxes,  and 
with  the  money  purchasing  health  insur- 
ance (nonprofit  or  commercial)  to  take  ef- 
fect upon  retirement  or  disability.  This 
would  differ  from  the  Forand  plan  in  that 
health  care  would  be  financed  through  in- 
surance, and  not  paid  for  directly  by  the 
Federal  government.  The  Keogh  bill  to  al- 
low doctors  and  other  self-employed  to  de- 
fer income  taxes  on  money  put  into  retire- 
ment funds  passed  the  House  with  very 
little  opposition,  but  encountered  difficulty 
in  the  Senate.  It  was  defeated  there  in  the 
closing  days,  and  under  unusual  circum- 
stances. Policy  committees  of  both  parties 
decided  to  oppose  the  bill  as  too  costly,  and 
the  vote  came  in  the  course  of  a complicated 
legislative  maneuver  that  could  not  be  used 
as  a test  of  whether  individual  Senators 
favored  or  opposed  the  bill  itself. 

Keogh  bill  sponsors,  however,  are  en- 
couraged that  32  Senators  resisted  official 
party  instructions  and  stayed  with  the  pen- 
sion plan.  They  are  confident  that  next 
year  under  more  favorable  legislative  cir- 
cumstances the  measure  will  clear  the  Sen- 
ate. 

An  effort  was  made  late  in  the  session  to 
authorize  grants  to  medical  schools  for 
building  and  equipping  teaching  as  well 


as  research  facilities.  The  bill  extending 
the  research  grants  program  also  would 
have  allowed  use  of  the  grants  for  “multi- 
purpose” structures  (teaching  and  research) 
if  emphasis  were  on  research.  However,  for 
fear  this  change  would  hold  up  the  simple 
extension  bill,  it  was  dropped  off  before  the 
bill  reached  the  House  floor.  Sponsors  of 
aid  to  medical  education  will  be  back  next 
year  and  campaign  on  this  issue  alone. 

Legislation  for  U.  S.  guarantee  of  nursing 
home  mortgages,  strongly  supported  by  the 
American  Medical  Association,  fell  by  the 
wayside  in  the  House  during  the  closing 
hours  of  the  session,  after  having  cleared 
the  Senate  with  no  trouble  whatever.  This 
also  will  be  pushed  next  year,  and  may  have 
a better  chance  of  passage  because  of  the 
growing  emphasis  on  need  for  solving  the 
problems  of  the  aged. 

Far  too  late  for  passage,  Chairman  Olin 
Teague’s  House  Veterans  Affairs  Commit- 
tee reported  out  a bill  that  would  make  a 
number  of  changes  in  VA  hospitalization 
procedures,  liberalizing  some  and  tighten- 
ing up  on  others.  The  bill  also  would  re- 
quire VA  to  open  5,000  beds  over  which 
Mr.  Teague  and  VA  Administrator  Whit- 
tier have  been  squabbling  for  months,  the 
latter  maintaining  that  the  beds  are  not 
needed.  That  issue  still  is  unresolved,  inas- 
much as  the  bill  did  not  pass. 

Congress  did  roll  out  a sizeable  list  of 
medical-health  laws.  It  ordered  the  calling 
of  a 1961  White  House  Conference  on  the 
Aging,  gave  Food  and  Drug  Administration 
authority  to  enforce  its  pre-testing  stand- 
ards on  foods  to  which  chemicals  and  other 
substances  have  been  added,  authorized 
loans  as  well  as  grants  under  the  Hill-Bur- 
ton program,  authorized  grants  for  the  coun- 
try’s schools  of  public  health,  and  for  civil 
defense  purposes,  raised  military  and  VA 
physicians’  pay,  and  required  labor  and 
management  health  and  welfare  plans  to 
make  reports  and  open  up  their  books  for 
inspection  by  members. 

The  American  Medical  Association  was 
able  to  persuade  the  Department  of  Defense 
and  the  administration  to  retain  the  post  of 
Assistant  Secretary  (health  and  medical) 
in  the  reorganization  of  the  department.  In 
legislation  passed  by  Congress  to  bring 
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about  the  reorganization,  one  of  the  posts  of 
assistant  secretary  would  have  been  elim- 
inated, and  the  medical  assistant  was 
marked  for  down-grading.  However,  Secre- 
tary McElroy  eventually  announced  that  the 
position  would  be  continued. 

Even  before  Congress  adjourned,  it  was 
clear  that  trouble  was  in  sight  for  medicare 
because  of  inadequate  appropriations  and 
instructions  from  Congress  not  to  exceed  the 
appropriation.  To  keep  within  the  limita- 
tion, if  possible,  Defense  Department  was 
channelling  many  thousands  of  service  fam- 
ilies to  military  facilities,  and  at  the  same 
time  limiting  the  scope  of  care  permitted  in 
civilian  facilities. 


MEDICAL  NEWS 
IN  TENNESSEE 


American  Board  of  Abdominal  Surgery 

The  American  Board  of  Abdominal  Sur- 
gery has  approached  a number  of  Tennes- 
see physicians  relative  to  membership  in 
the  organization.  A number  of  inquiries 
have  been  made  at  the  headquarters  office 
as  to  this  organization  and  a thorough  in- 
vestigation has  been  made  by  the  American 
Medical  Association  and  reported  in  the 
J.A.M.A.  The  report  released  by  A.M.A.  is 
as  follows: 

“The  Council  on  Medical  Education  and 
Hospitals  has  received  many  inquiries  from 
individuals  who  have  been  invited  to  sub- 
mit applications  for  the  Founders  Group  of 
the  American  Board  of  Abdominal  Sur- 
gery. The  inquirers  have  been  concerned 
as  to  whether  the  American  Board  of  Ab- 
dominal Surgery  is  approved  by  the  Coun- 
cil on  Medical  Education  and  Hospitals. 

Several  years  ago  the  Council  was  dele- 
gated the  responsibility  to  act  for  the  Amer- 
ican Medical  Association  to  grant  approval 
to  specialty  boards  which  met  appropriate 
requirements  and  standards.  The  Council 
on  Medical  Education  and  Hospitals  con- 
tinues to  fulfill  this  function,  assisted  by 
he  Advisory  Board  for  Medical  Specialties, 
which  is  composed  of  representatives  from 
each  of  the  approved  specialty  boards. 

The  American  Board  of  Abdominal  Sur- 
gery has  not  sought  recognition  from  either 


the  Council  on  Medical  Education  and  Hos- 
pitals or  the  Advisory  Board  for  Medical 
Specialties.  It  is  therefore,  not  approved 
by  either  of  these  groups. 

Doctors  from  Tennessee  Medical 
Foundation  Tour  Country 

A group  of  doctors  from  the  Tennessee 
Medical  Foundation  recently  toured  Grundy 
County  to  get  first-hand  information  regard- 
ing the  need  for  a county  hospital  or  en- 
larging existing  facilities.  The  committee 
consisted  of  members  of  the  Tennessee  Med- 
ical Foundation  as  follows:  Dr.  John  E. 
Kesterson  of  Knoxville,  chairman  of  the 
board  of  the  Foundation;  Dr.  Roy  L.  Mc- 
Donald, Oneida,  president;  Dr.  Ralph  H. 
Monger,  member  and  past  president;  and 
Mr.  Willman  Massie,  acting  field  secretary 
of  the  Foundation.  A dinner  meeting  was 
held  at  Moffitt  Manor  with  Grundy  County 
Citizens  represented  by  Attorney  John 
Marable,  Ward  Lacy,  Charles  Jacobs,  Mr. 
and  Mrs.  Malcolm  Fults,  Mr.  and  Mrs.  Ray- 
mond Hargis,  Mr.  and  Mrs.  S.  H.  Northcutt, 
D.  V.  Northcutt,  Mrs.  Mark  McCarty,  Mr. 
and  Mrs.  Art  Edmister,  Mr.  and  Mrs.  Wil- 
fred Edmister,  Mrs.  Edna  Edmister,  Dr.  and 
Mrs.  L.  F.  Littell  and  Dr.  Charles  Littell. 

University  of  Tennessee 
College  of  Medicine 

Research  grants  totaling  $12,100  have  been 
awarded  to  Dr.  Richard  R Overman  and 
Dr.  D.  B.  Zilversmit  by  the  Memphis  Heart 
Association.  In  addition  to  these  grants,  the 
Memphis  Heart  Association  gave  sixteen 
grants  totaling  $25,005  to  various  depart- 
ments in  the  UT  Medical  Units  during  1957- 
58. 

East  Tennessee  Radiological  Society 

A group  of  representative  Radiologists 
from  the  Eastern  portion  of  Tennessee  met 
in  Gatlinburg  on  September  6th  and  formed 
the  East  Tennessee  Radiological  Society.  Dr. 
Edward  K.  Carter  of  Kingsport  was  elected 
President,  Dr.  Eugene  Abercrombie  of 
Knoxville  was  elected  President-Elect,  Dr. 
John  M.  Higgason  of  Chattanooga,  Vice- 
President,  and  Dr.  Charles  W.  Reavis, 
Chattanooga  was  elected  Secretary-Treas- 
urer. The  Society  plans  to  meet  in  Septem- 
ber and  January  of  each  year. 
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Memphis  Thoracic  Society 

The  Memphis  Thoracic  Society  heard  a 
symposium  on  treatment  of  pulmonary  my- 
cotic diseases  at  a dinner  meeting  on  Au- 
gust 27  at  the  West  Tennessee  Tuberculosis 
Hospital.  Participants  were  Dr.  S.  Gwin 
Robbins,  Dr.  William  E.  Denman,  Jr.,  Dr. 
Francis  H.  Cole,  Dr.  F.  H.  Alley,  Dr. 
Wheelan  D.  Sutliff  and  Dr.  Sara  C.  Mc- 
Dearman. 

Vanderbilt  University 
School  of  Medicine 

Dr.  John  W.  Patterson  assumed  his  duties 
as  Dean  in  September,  succeeding  Dr.  John 
B.  Youmans.  Dr.  Patterson  received  his 
Ph.D.  from  Ohio  State  University  in  the 
field  of  organic  chemistry.  Subsequently, 
he  received  his  M.D.  degree  from  Western 
Reserve  University  Medical  School  in  1949, 
following  which  he  was  on  the  faculty  in  the 
Department  of  Anatomy  of  that  school  and 
Associate  Dean.  He  served  as  Dean  of  the 
Medical  School  of  the  University  of  British 
Columbia,  in  Vancouver  from  1956  until  the 
present. 

* 

The  following  faculty  members  were  pro- 
moted to  full  professorship:  Drs.  J.  William 
Hillman,  orthopedic  surgery,  William  C. 
Holland,  pharmacology,  Barton  McSwain, 
surgery,  Oscar  Touster,  biochemistry,  James 
W.  Ward,  anatomy,  and  Louis  D.  Zeidberg, 
epidemiology. 

Promoted  from  Associate  Professor  of 
Clinical  Medicine  to  Professor  of  Clinical 
Medicine  were  Drs.  Samuel  S.  Riven,  David 
Strayhorn,  Clarence  Thomas,  and  Albert 
Weinstein.  Promoted  from  Assistant  Pro- 
fessor to  Associate  Professor  were  Drs.  A. 
Page  Harris,  urology,  and  Calvin  W.  Wood- 
ruff, pediatrics.  Drs.  Laurence  A.  Gross- 
man  and  Addison  B.  Scoville,  Jr.  were  pro- 
moted from  Assistant  Professor  of  Clinical 
Medicine  to  Associate  Professor  of  Clinical 
Medicine,  and  Dr.  Edwin  L.  Williams  pro- 
moted from  Assistant  Professor  of  Clinical 
Obstetrics  & Gynecology  to  Associate  Pro- 
fessor of  Clinical  Obstetrics  & Gynecology. 
Promoted  from  Instructor  to  Assistant  Pro- 
fessor were  Drs.  Joan  L.  Linn,  anesthesiol- 
ogy, Mildred  Stahlman,  pediatrics,  and 
Joseph  H.  Allen,  radiology.  Drs.  William  L. 


Alsobrook,  William  J.  Card,  and  Lanier 
Wyatt  were  promoted  from  Instructor  to 
Assistant  Professor  of  Clinical  Medicine. 
Dr.  Eric  Bell,  Jr.  was  promoted  from  In- 
structor to  Assistant  Professor  of  Clinical 
Neurology. 

The  “Emeritus”  title  was  added  to  the  fol- 
lowing faculty  members:  Drs.  John  B.  You- 
mans, Hugh  J.  Morgan,  Hollis  E.  Johnson, 
C.  C.  McClure,  Amie  T.  Sikes,  John  S.  Cayce 
and  Milton  S.  Lewis. 


2? 

PERSONAL  NEWS 


Dr.  Charles  W.  Miller,  formerly  of  Chattanooga, 
is  now  associated  with  the  Pratt  Diagnostic — New 
England  Center  Hospital  at  Boston,  Massachusetts. 
He  was  formerly  Associate  Pathologist  at  Erlanger 
Hospital. 

Dr.  Jack  Duley  has  accepted  the  position  as  full- 
time radiologist  for  Maury  County  Hospital,  Co- 
lumbia. 

Dr.  Ira  S.  Pierce,  Jr.,  Knoxville,  has  been  reap- 
pointed county  physician. 

Dr.  John  Dougherty,  Knoxville,  recently  spoke 
to  the  South  Knoxville  Rotary  Club. 

Dr.  C.  D.  Toone,  recently  became  associated 
with  Dr.  T.  A.  Patrick,  Jr.,  at  Fayetteville. 

Dr.  Robert  Steele,  Jr.,  Chattanooga,  spoke  on 
“Children’s  Dentistry”  on  the  TV  program  spon- 
sored by  the  medical  society  and  health  council. 

Dr.  C.  N.  Keatts,  Indian  Mound,  was  recently 
honored  for  57  years  of  practice  of  medicine  in 
Stewart  and  adjoining  counties. 

Dr.  James  W.  Richardson,  Morristown,  has  been 
named  a board  member  of  the  East  Tennessee 
Heart  Association. 

Dr.  J.  T.  Fuller,  Newbern,  recently  spoke  to  the 
Rotary  Club. 

Dr.  M.  O.  Parks,  formerly  of  Maury  County,  is 
now  at  Hohenwald  where  he  is  associated 
temporarily  with  Dr.  W.  E.  Boyce  and  Dr.  W.  C. 
Keeton. 

Dr.  Warren  Rutledge,  Lewisburg,  has  opened  a 
full  time  office  in  Chapel  Hill. 

Dr.  James  N.  Burch,  Shelbyville,  has  moved 
with  his  family  to  Phoenix,  Arizona,  where  he 
will  practice  medicine.  Dr.  Wallace  Frierson  has 
taken  over  the  Burch  Clinic  at  Shelbyville. 

Dr.  Alfred  P.  Rogers,  Chattanooga,  has  opened 
his  office  for  the  practice  of  general  surgery  in 
the  Medical  Arts  Building. 

Dr.  Arch  Y.  Smith,  Chattanooga,  was  a recent 
participant  on  the  TV  program  "Your  Doctor 
Speaking.” 

Dr.  J.  Ray  Smith,  Paris,  has  been  elected  chief 
of  staff  of  the  Henry  County  General  Hospital. 
Dr.  John  E.  Neumann  was  named  vice  chief  of 
staff  and  Dr.  Kenneth  G.  Ross  was  named  secre- 
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tary.  New  members  of  the  Executive  Committee 
are  I)r.  R G.  Fish  and  Dr.  E.  P.  Mobley. 

Dr.  Robert  J.  Pitner  has  announced  the  purchase 
of  the  former  Hixson  General  Hospital.  He  will 
operate  the  hospital  under  the  name  of  Suburban 
General  Hospital. 

Dr.  William  R.  Lee,  formerly  of  Etowah,  has 
opened  a clinic  in  Ducktown  for  the  practice  of 
medicine  and  surgery. 

Dr.  Amos  Christie,  Nashville,  has  been  appointed 
by  the  Governor  to  the  Board  of  Trustees  of  the 
State  Department  of  Mental  Health.  Dr.  Joseph 
W.  Johnson,  Jr.,  of  Chattanooga  is  also  a member 
of  the  Board. 

Dr.  Paul  Whittemore,  will  open  an  office  for  the 
practice  of  medicine  and  surgery  in  Fayetteville. 

Dr.  N.  B.  Williams,  Clinton,  has  closed  his  of- 
fice and  moved  to  Willow  Creek,  California. 

Dr.  Joe  M.  Miller  has  joined  Gessler  and  Smith, 
of  Donelson,  for  the  practice  of  surgery. 

Dr.  W.  Andrew  Dale,  Nashville,  has  announced 
the  opening  of  his  office  for  the  practice  of  general 
and  vascular  surgery. 

Dr.  G.  Daniel  Copeland  has  joined  the  Jackson 
Clinic,  of  Jackson,  in  the  practice  of  internal  med- 
icine. 
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Postgraduate  Courses  Offered  at  UT 
Med  ica  I Units 

Twenty-five  postgraduate  courses  for  practi- 
tioners in  the  medical,  dental  and  allied  profes- 
sions will  be  offered  by  the  University  of  Tennes- 
see Medical  Units  from  September  through  next 
June. 

The  faculty  for  most  courses  will  be  drawn 
largely  from  the  clinical  and  full-time  faculties 
of  the  University.  Guest  speakers,  selected  for 
leadership  in  their  fields  will  be  included  on  the 
faculty  for  some  of  the  courses. 

Programs  for  the  medical  profession:  Clinical 
Electrocardiography,  Oct.  8-10;  Obstetrics  and 
Gynecology,  Oct.  15-17;  Allergy,  Nov.  6-7;  Radi- 
ology, Nov.  17-21;  Urinary  Tract  Diseases — Diag- 
nosis and  Treatment,  March  4-6;  Office  Manage- 
ment— Psychosomatic  and  Psychoneurotic  Patients 
Encountered  in  General  Practice,  April  22-24; 
Fractures  and  Dislocations,  April  29-May  1;  Diag- 
nosis and  Treatment— Ear,  Nose,  and  Throat  Dis- 
orders, May  6-8;  Selected  Topics  in  Internal  Med- 
icine, May  11-15;  Clinical  Use  of  Radioisotopes, 
May  18-29;  Tumors — Principles  of  Recognition 
and  Treatment,  July  15-17. 

Courses  for  dentists  will  be:  Crown  and  Bridge 
Prosthesis,  Feb.  11-13;  Pedodontics,  March  18-20; 
E dodontia,  March  23-25;  Oral  Surgery,  March 
30-.'.  ril  1;  Full  Denture  Prosthesis,  April  17-18; 
Operative  Dentistry,  May  25-27;  Periodontology 
June  10-12. 

Other  programs  scheduled:  Pharmacy  Sympos- 
ium, Nov.  13;  Medical  Technology,  January  23-24; 


Nursing  Supervision,  Feb.  16-18;  Industrial  Nurs- 
ing, March  9-11;  In-Service  Nursing,  April  13-15; 
X-ray  Technique  for  X-ray  Technicians,  June  4-5. 

For  additional  information,  communicate  with 
Wallace  Mayton,  director  of  the  Postgraduate  De- 
partment at  U-T. 

American  College  of  Cardiology 
Fo  Meet  in  New  Orleans 

Cardiologists  and  cardiac  surgeons  from  many 
sections  of  the  country  will  meet  at  the  Jung 
Hotel  in  New  Orleans  November  20-22.  Approx- 
imately 400  heart  specialists  are  expected  to  at- 
tend the  meeting. 

Southeastern  Allergy  Association 

The  Southeastern  Allergy  Association  will  hold 
its  annual  meeting  on  October  31  and  November 
1,  1958,  at  the  Heart  of  Atlanta  Motel.  All  per- 
sons interested  are  cordially  invited  to  attend. 
Further  information  can  be  obtained  from  the 
secretary,  Dr.  Katharine  B.  Maclnnis,  818  Albion 
Road,  Columbia,  S.  C. 

American  Association  of  Medical 
Assistants 

The  Second  Annual  Meeting  of  the  American 
Association  of  Medical  Assistants  will  take  place 
October  31,  November  1 and  2,  1958,  at  the  Palmer 
House,  Chicago,  Illinois.  All  Medical  Assistants 
are  cordially  invited  to  attend.  We  urge  each 
physician  to  call  this  meeting  to  the  attention  of 
his  assistant. 

Applicants  Licensed  to  Practice 
Medicine  in  Tennessee 

Toone,  Cleedis  D.,  Centerville 
Clanton,  Jerry  N.,  Nashville 
Diamond,  Paul  H.,  Valley  Stream,  N.  Y. 

Douglas,  John  B..  Mobile,  Ala. 

Fatum,  Paul  J.,  Van  Wert,  Ohio 
Fleet,  William  F.,  Jr.,  Nashville 
Fleming,  James  H.,  Jr.,  Nashville 
Goldfarb,  Edward.  Chicago 
Griffey,  Walter  P.,  Jr.,  Jackson,  Miss. 

Gross,  Edward  F.,  Pittsburgh,  Pa. 

Huchton,  Paul  J.,  Jr.,  Nashville 
Kiger,  Robert  G.,  Nashville 
Kyger,  Kent,  Monett,  Mo. 

Lewis,  Jay  F.,  Nashville 
Malgrat,  James  D.,  Key  West,  Fla. 

Morris,  Myron,  Cleveland.  Ohio 
Pierce,  Clovis  H.,  Ft.  Bragg,  N.  C. 

Rhea,  William  G.,  Jr.,  Nashville 
Silbert,  Burton,  Grand  Rapids,  Mich. 

Snell,  James  D.,  Jr.,  Nashville 
Taylor,  Charles  W.,  Nashville 
Waltz,  Thomas  A..  Jr.,  Nashville 
Cornett,  Dennis  M.,  Chattanooga 
Eveland,  Francis  B.,  Memphis 
Jordan,  Alexander  D.,  Nashville 
Mooney,  James  H.,  Kingsport 
Cutshaw,  Edward  G..  Crown  Point,  Ind. 

Hayes,  Warren  G.,  Nashville 
Hester,  Joe  S.,  Jackson.  Miss. 

Norris,  Nicholas  B.,  Jr.,  Signal  Mt.,  Tenn. 

Polsky,  Marvin,  Shreveport,  La. 

Quarles.  Will  Grundy,  Jr.,  Memphis 
Rawls,  William  E.,  Memphis 
Rayburn,  Martin  R.  T.,  Jr.,  Columbia 
Ryan,  Robert  T.,  Jr.,  Knoxville 
Satterfield,  Wm.  T.,  Jr.,  Memphis 
Slutsky,  Avron  A.,  Memphis 
Worrell,  Jerry  L.,  Alamo 
Wellshear,  Charles  G.,  Memphis 
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For  the  sterile  couple  who  desire  children,  the  doctor  must  offer  every  aid.  This  often  means  calling 
in  for  consultation  a gynecologist  and  an  urologist  who  are  interested  in  these  problems  and  can  carry 

out  the  necessary  studies. 

THE  PROBLEM  OF  STERILITY* 

IN  THE  MALE 

ALBERT  P.  ISENHOUR,  Nashville,  Tenn. 


The  problem  of  sterility  must  be  ap- 
proached as  a cooperative  or  joint  project. 
The  balance  of  fertility  has  been  demon- 
strated by  MacLeod,  Gold,  and  McLane’  in 
following  a group  of  916  couples  with  at 
least  a one  year  history  of  trying  unsuccess- 
fully for  conception.  The  resulting  follow- 
up was  755  or  82.4  percent.  Of  this  group 
180  couples  conceived,  575  were  unsuccess- 
ful. They  found  out  that  by  combining  the 
potential  fertility  of  the  husband  and  wife 
and  the  age  of  the  wife  the  results  were 
striking.  For  example,  when  the  fertility 
of  the  husband  as  well  as  the  wife  was  low, 
and  the  wife  was  under  age  30,  only  3%  of 
these  couples  conceived  during  the  one  year 
follow-up  period.  Likewise,  high  fertility 
of  wife  and  husband  resulted  in  40%  con- 
ception during  the  one  year  follow-up.  The 
percentage  of  conception,  as  shown  by  these 
authors,1  during  the  1 year  follow-up  period 
of  all  combinations  with  wives  under  30 
and  over  30  years  of  age  is  shown  as  follows. 


40% 

25% 

HIGH 

Wife 

18% 

16% 

HIGH 

Wife 


*Read  at  the  Meeting  of  the  Tennessee  State 
Medical  Association,  April  22,  1958,  Gatlinburg, 
Tenn. 


(Table  1.) 


Husband 


Table  I 

Combined  Fertilities 
(Wives  under  30) 
MacLeod  et  al 


High 

Low 


23% 

3% 

LOW 


Husband 


(Wives  over  30) 
High  8% 

Low  4% 

LOW 


In  other  words,  one  mate  compensates  for 
the  other’s  defects  in  many  cases.  In  the 
therapeutic  approach  we  make  an  attempt 
to  treat  both  the  male  and  female  partners 
as  a unit,  not  as  individual  problems. 

It  is  estimated  that  as  high  as  10%  of 
marriages  in  this  country  are  “involuntarily 
barren,”  which  would  indicate  that  infer- 
tility may  affect  as  many  as  5 million  peo- 
ple. These  figures,  needless  to  say  make  it 
imperative  that  medical  research  “ produce ” 
so  that  5 million  shall  “reproduce.” 

Approximately  45' i (figures  vary  with 
investigators)  of  the  infertile  couples,  of  the 
total  of  786  (Tyler  and  Singher  ),  showed 
impaired  fertility  or  sterility  on  the  part  of 
the  male  partner.  The  sub-fertile  male  is 
not  ordinarily  a sub-virile  male.  Most  sub- 
fertile  males  are  entirely  normal  in  regard 
to  libido,  body  development,  hair  distribu- 
tion, and  other  physical  characteristics. 
There  are  no  marked  differences  in  the  17- 
ketosteroid  excretions. 

On  the  average,  conception  occurs  in  ap- 
proximately 6 months  time  with  fertile 
couples,  requiring  200  copulations  for  preg- 
nancy (ages  20-29).  The  group  of  sterile 
men  who  are  not  included  in  the  usual  in- 
fertility study  are  those  who  exhibit  ob- 
vious marked  endocrine  hypogonadism. 
They  are  not  problems  of  clinical  infertility 
but  fall  in  the  endocrine  classification,  since 
very  few  of  this  group  will  ever  get  mar- 
ried. 

Classification  and  Etiology 

For  the  purpose  of  grouping  or  classify- 
ing patients  for  fertility  evaluation  we  use 
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“absolute  motility,”  which  includes  the  total 
number  of  motile  sperm  within  the  entire 
ejaculate.  Classification  is  as  follows: 

Highly  fertile  185  million  and  up 

Relatively  fertile  80  million  up  to  185  million 

Sub-fertile  1 million  to  80  million 

Sterile  zero 

The  total  number  of  living  motile  sperms 
provide  the  foundation  for  estimating  the 
degree  of  fertility.  However,  John  Mac- 
Leod, ' concludes  that  the  total  sperm 
count  itself  is  not  the  deciding  factor  in 
male  infertility,  and  that  a count  of  20  mil- 
lion per  cc.  is  considered  potentially  fertile. 
If  motility  is  under  40' . conception  is  un- 
likely. Forward  motility,  or  the  speed  of 
progression  of  the  sperm,  has  been  consid- 
ered by  many  investigators  as  the  most  im- 
portant aspect  of  the  sperm  evaluation. 

A semen  analysis  should  include  the  fol- 
lowing determinations: 


with  a pin  several  times  without  losing  any 
significant  amount  of  the  specimen. 

Semen  should  be  examined  as  soon  as 
possible  (liquefaction  usually  occurs  within 
4-10  minutes,  and  certainly  within  60  min- 
utes). The  initial  examination  should  not 
be  done  later  than  2 hours.  Specimens  are 
collected  ideally  in  the  office;  however,  if 
they  are  collected  at  home,  immediate  de- 
livery is  recommended.  The  examination 
of  the  sperm  specimen  by  the  doctor  is 
highly  recommended  in  preference  to  that 
by  the  laboratory  technician. 

Patients  suffer  a certain  amount  of  psy- 
chic trauma  just  from  intimating  a sperm 
count  should  be  performed.  For  this  rea- 
son these  patients  have  to  be  handled  with 
extreme  care  and  in  discussing  the  matter; 
there  has  to  be  a certain  amount  of  under- 
standing of  the  patient’s  problem.  Often 
helpful  suggestions  are  necessary. 


Criteria 

1.  Volume 

2.  Viscosity 


3.  Turbidity 

4.  Duration  of  motility 
(recorded  as  % at  1 
hr.,  % at  3 hrs.,  % 
at  24  hrs.) 

5.  Count  per  cc: 
active  or  inactive 
Absolute  motility 

speed,  or  forward 
motility 

6.  Morphology 


Normal  Findings 
2.5  to  4 cc. 

High,  normal,  or  low; 
liquefaction  in  approxi- 
mately 10  min.  (not  over 
60) 

Increased,  normal,  de- 
creased 

Normal  findings  at  least 
at  1 hr. 


Active  25  million  per  cc. 
80  to  250  million  motile 
sperm 

1 sq.,  or  0.05  mm.  in  less 
than  1.9  seconds 
80%  normal  forms 


Methods  of  Collection  of  Satisfactory  Specimens 


The  most  common  error  in  evaluation  of 
the  sperm  count  is  due  to  improper  collec- 
tion of  the  semen  specimen.  Patients  are 
instructed  to  refrain  from  intercourse  for  a 
period  of  3 to  5 days  for  the  first  specimen 
examined.  The  second  specimen  is  col- 
lected at  the  usual  interval  of  intercourse. 
The  specimen  is  collected  best  in  a wide 
mouth  bottle,  preferably  by  masturbation, 
if  this  is  impossible  then  by  coitus-inter- 
ruptus.  If  a condom  specimen  is  the  only 
means  of  obtaining  a semen  specimen,  the 
patient  should  boil  the  condom  in  sodium 
bicarbonate.  If  for  religious  reasons  we 
have  to  find  a “loop-hole”  to  obtain  the 
specimen,  the  condom  may  be  perforated 


Etiology  of  Infertility 

Male  infertility  can  be  broken  down  into 
4 basic  primary  causes: 

1.  Faulty  spermatogenesis 

2.  Faulty  transmission  of  sperm 

3.  Improper  deposition  of  sperm 

4.  Abnormal  biochemical  composition  of 
accessory  sex  gland  secretion  (viscosity 
and  agglutination) 

Time  does  not  permit  a detailed  discus- 
sion of  the  primary  causes.  However,  the 
large  majority  of  instances  of  infertility  fall 
in  the  group  of  faulty  spermatogenesis. 

Etiologic  factors  of  272  sub-fertile  and  86 
sterile  men  (Tyler  and  Singher1)  as  demon- 
strated in  Table  2,  show  33.8%  (cause  un- 
determined) in  the  sub-fertile  group,  and 
25.5%  in  the  sterile  group.  Of  interest, 
varicocele  or  hydrocele  was  the  etiologic 
factor  in  12.1%  in  the  sub-fertile  group,  but 
zero  in  the  sterile  group. 

Treatment 

The  pitfalls  of  treatment  of  male  infer- 
tility are  discouraging.  The  cure  for  the 
majority  of  diseases  has  been  found  only 
after  the  basic  etiologic  factor  has  been  dis- 
covered. This  is  the  problem  of  male  in- 
fertility where  the  large  majority  of  infer- 
tility problems  still  are  of  obscure  etiology. 
Many  methods  of  treatment  have  been  uti- 
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Table  2 

Etiological  Factors  of  Presumed  Major  Impor- 
tance in  272  Subfertile  and  86  “Sterile”  Men 


(Tyler  & Singher2) 

Subfertile  “Sterile” 

Group  Group 


Factor 

Cryptorchism  (unilateral 

No. 

% 

No. 

% 

or  bilateral) 

19 

7.0 

9 

10.0 

Unilateral  small  testes 

29 

10.7 

3 

3.5 

Bilateral  small  testes 

61 

22.4 

28 

32.5 

Mumps  atrophy  (bilateral) 
Mumps  atrophy 

2 

0.7 

8 

9.3 

(unilateral) 
Significant  variococele 

10 

3.7 

1 

1.2 

or  hydrocele 
Trauma  atrophy 

33 

12.1 

- 

— 

(unilateral) 

4 

1.5 

- 

— 

Gonorrhea 

8 

3.0 

12 

14.0 

Toxic  influences  (specific) 

2 

0.7 

_ 



Miscellaneous 

12 

4.4 

3 

3.5 

Cause  undetermined 

92 

33.8 

22 

25.5 

TOTALS 

272 

100.0 

86 

100.0 

lized  in  the  past  including  the  vaso- 
epididymalanastomosis  for  correction  of 
transmission  defects  of  sperm  usually  in- 
volving that  group  of  patients  with  scarring 
of  the  vas.  Testicular  biopsy  has  been  uti- 
lized as  a guide  to  treatment.  Partitioned 
ejaculate  with  frozen  semen,  or  specimens 
of  multiple  ejaculate  have  been  utilized  for 
purposes  of  insemination.  Prostatic  mas- 
sage has  been  used  for  elimination  of  infec- 
tion, and  as  a matter  of  fact,  prostatic  pus 
should  most  certainly  be  eliminated  before 
any  other  treatment  is  instituted.  Pituitary 
irradiation,  as  well  as  ACTH  therapy  and 
steroid  therapy  have  been  tried.  Estrogen 
suppression  is  relatively  new,  testosterone 
rebound  therapy  has  been  extremely  popu- 
lar and  recently  Cytomel  has  been  intro- 
duced as  an  ideal  drug  for  treatment  of 
cases  of  faulty  spermatogenesis.  Table  3 

Table  3 

Effects  of  Therapy  in  Sub-fertile  Men 
(Tyler  & Singher2) 


Improved 

Therapy 

Total 

No. 

% 

Thyroid 

156 

21 

13 

Testosterone  rebound 

36 

3 

8 

Gonadotropins 

196 

16 

8 

Liver 

201 

30 

15 

General 

207 

23 

11 

Misc.  steroids 

112 

14 

12 

Massage 

76 

5 

7 

(Virtually  the  same  result  has  been  obtained  by 
any  method  of  choice  in  the  past.) 


demonstrates  the  results  of  therapy  of  some 
of  the  standard  methods  of  treatment  in 
the  past. 

Testosterone  rebound  therapy  has  been 


used  extensively  during  the  past  5 years. 
Charney  published  his  results,  in  1956,  with 
large  doses  of  testosterone  ranging  from 
2400  to  2700  mg.  over  a period  of  12  to  18 
weeks  in  a group  of  92  patients,  resulting  in 
“overall  improvement  of  18.5%.”  Follow- 
ing the  discontinuation  of  the  testosterone 
treatment,  the  sperm  usually  made  their 
reappearance  in  the  ejaculate  by  the  second 
and  third  month,  and  rose  rapidly  in  the 
fourth  and  fifth  months,  and  then  subse- 
quently fell  to  the  pretreatment  level.  The 
following  table  demonstrates  the  percentage 
of  patients  improved  with  the  testosterone 
rebound: 

Table  4 

Results  with  Testosterone  Rebound 
(Charney5) 


Pretreatment 


Sperm  Count, 

No. 

Improved 

Million/  cc. 

Patients 

No. 

% 

Azoospermia 

9 

2 

22.2 

0-5 

36 

5 

13.8 

5-10 

29 

5 

17.2 

10-20 

18 

5 

27.7 

Totals 

92 

17 

18.5 

Out  of  the  total 

of  17  improved 

cases,  5 

pregnancies  resulted  within  5 to  6 

months 

after  withdrawal  of  testosterone. 

These  re- 

suits  are  impressive,  however,  when  you 
think  of  5 pregnancies  out  of  a group  of  92 
infertile  males  treated,  or  an  approximately 
5%  pregnancy  rate,  this  is  not  so  encourag- 
ing. 

One  of  the  more  recent  methods  of  treat- 
ment is  with  Cytomel  (L-triiodothyronine, 
the  end  product  of  thyroid  hormone  metab- 
olism), a synthetic  liothyronine  which  is 
responsible  for  regulating  cellular  metab- 
olism. Reed1'  reported  45  oligospermic  men 
treated  with  5 to  15  meg.  for  from  3 to  26 
weeks,  resulting  in  an  increase  in  sperm 
count  of  approximately  70%,  with  18  pa- 
tients being  re-classified  as  fertile  or  highly 
fertile.  Wives  of  8 of  the  18  men  conceived 
while  on  treatment. 

Horrax  reported  73%  improvement,  Far- 
ris and  Colton7  reported  70%  improvement 
in  subfertile  males  with  5 pregnancies  oc- 
curring in  16  subfertile  males.  Improve- 
ments in  sperm  counts  should  be  noted 
within  4 weeks.  The  initial  dosage  usually 
is  5 meg.,  and  is  advanced  later  to  no  higher 
than  25  meg.  daily,  until  some  change  is 
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noted  in  the  sperm  count.  After  discon- 
tinuation of  Cytomel  therapy  the  total 
sperm  count  will  fall  to  pre-treatment  levels 
within  several  weeks. 

We  have  had  2 patients  worthy  of  men- 
tion. 

The  first  case  was  that  of  a 37  yr.  old  colored 
man  with  no  evidence  of  prostatitis,  and  a sperm 
count  of  2,140,000,  with  a volume  of  2 cc.  He 
was  treated  for  2 weeks  with  Cytomel  25  meg., 
after  which  the  sperm  count  was  recorded  as 

40.000. 000  per  cc.  with  a volume  of  1 cc.  However, 
the  motility  after  4 hours  was  only  20%  active 
sperm,  giving  an  absolute  motility  after  4 hours 
of  8,000,000  motile  sperm.  Needless  to  say  this 
is  not  enough  for  conception.  However,  within 
a 2 week  period  of  time  the  results  were  cer- 
tainly impressive. 

The  second  case  was  that  of  a 27  yr.  old  white 
man  with  evidence  of  mild  prostatitis  which  was 
treated.  The  initial  sperm  count  was  1,600,000 
with  a volume  of  1 cc.  He  was  initially  treated 
with  25  meg.  Cytomel  for  1 month.  The  sperm 
count  then  was  68,200,000  with  a volume  of  4 cc. 
Continuation  of  Cytomel  for  2 months  and  a 
second  sperm  count  revealed  a count  of  1,000,000. 
The  prostatic  smear  was  loaded  with  pus;  prosta- 
titis was  then  treated  and  Cytomel  was  discon- 
tinued. The  sperm  count  remained  at  a level  of 

1.000. 000  or  less  for  a period  of  2 months.  Cy- 
tomel, 25  meg.  was  then  instituted,  and  after  1 
month  of  treatment  the  count  was  12,000,000.  The 
therapy  was  once  again  stopped  for  3 months; 
Cytomel,  5 meg.,  was  then  started  and  after  1 
month  of  treatment  the  count  was  26,000,000.  An- 
other count  after  a second  month  of  treatment  was 

23.000. 000  per  cc.,  a volume  of  2 cc.,  with  excel- 
lent motility.  Recently  the  couple  have  been  ad- 
vised to  have  insemination  of  the  husband’s  sperm, 
since  the  motility  and  morphology  are  within  nor- 
mal limits  and  the  per  cc.  count  is  over  20,000,000. 

Conclusion 

We  should  never  make  the  mistake  of 


telling  the  infertile  couple  that  pregnancy 
is  “impossible.” 

Medical  treatment  to  date  has  not  been 
overly  impressive,  but  testosterone  rebound 
has  resulted  in  an  18.50<  increase  in  sperm 
count;  Estrogen  suppression  therapy  has  not 
been  adequately  evaluated.  Cytomel,  like- 
wise, is  a relative  new  drug,  but  many  ex- 
tremely encouraging  reports  have  been 
noted,  with  as  high  as  70%  improved  sperm 
counts  being  noted.  The  particular  advan- 
tage to  this  drug  is  that  the  results  are 
rapid  as  compared  to  the  long  drawn  out 
testosterone  rebound  treatment. 

With  45',  of  the  infertile  couples  result- 
ing from  male  infertility,  which  involves 
an  estimated  5 million  people,  we  are  com- 
pelled to  look  to  research  for  better  methods 
of  treatment. 
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IN  THE  FEMALE 

JOSEPH  D.  ANDERSON,  M.D.,  Nashville,  Tenn. 


The  problem  of  sterility  reached  head- 
lines in  recent  weeks  when  the  Shah  of 
Iran,  who  was  reported  to  love  his  queen, 
the  beautiful  Soraya,  very  much,  neverthe- 
less, divorced  her  because  their  marriage 
of  seven  years  had  been  childless.  In  con- 
wast  the  birth  of  a second  child  to  Grace 
Kelley  and  Prince  Ranier  gave  the  people 
of  Monaco  double  assurance  that  their  prin- 
cipality will  not  be  paying  taxes  to  France 
in  the  foreseeable  future. 


The  problem  was  of  no  less  interest  in 
ancient  times  for  the  Famous  Egyptian 
Papyri,  almost  4,000  years  old,  record  many 
tests  for  determining  fertility  in  woman. 
Hippocrates,  himself,  is  said  to  have  tested 
a woman’s  fertility  by  causing  a clove  of 
garlic  to  be  placed  against  her  womb.  If 
the  odor  of  garlic  failed  to  be  on  her  breath 
the  next  morning,  she  was  considered  to  be 
sterile. 

About  12%  of  average  American  couples 
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are  estimated  to  be  involuntarily  sterile. 
Earlier  marriage  and  childbearing,  before 
endometriosis  takes  its  toll,  as  advocated  by 
Dr.  J.  V.  Meigs  of  Boston,  would  probably 
lower  this  percentage. 

Not  all  the  problem,  however,  lies  with 
the  woman.  The  male  factor  in  sterility 
was  first  brought  to  our  attention  in  this 
country  almost  100  years  ago  by  Dr.  J. 
Marion  Sims.1  He  was  humiliated  when  he 
found  that  many  of  the  procedures  he  had 
been  using  on  women  to  correct  sterility, 
had  been  unnecessary  because  the  male 
partner  had  been  found  at  fault  by  the 
simple  use  of  the  microscope.  It  is  de- 
plorable that,  in  the  modern  practice  of 
medicine,  we  sometimes  continue  to  fall 
into  this  same  error. 

The  subject  of  fertility  concerns  itself  not 
only  with  the  ability  to  conceive,  but  also 
the  ability  to  carry  and  eventually  deliver 
a viable  child.  The  prime  requirements  for 
fertility  may  be  stated  as  follows:  (1)  ade- 
quate sperm,  (2)  patent  female  reproduc- 
tive tract,  capable  of  penetration  by  sperm, 
(3)  ovulation  of  a normal  ovum,  (4)  normal 
implantation  after  tubal  migration  of  a fer- 
tilized ovum,  and  (5)  eventual  delivery  of 
a viable  infant. 

Sterility  is  not  considered  a problem  un- 
til a couple  have  had  frequent  and  normal 
marital  relations  for  a period  of  two  years 
without  a conception.  A notable  exception 
to  this  rule  would  be  the  woman  who  mar- 
ries late  and  wants  a child  before  her  re- 
productive capacity  has  waned. 

The  man,  who  has  a strong  “nesting  in- 
stinct,” is  usually  the  one  who  comes  in 
with  his  wife  and  cooperates  the  best  in  the 
study  and  treatment  of  their  infertility 
problem.  After  the  preliminary  interview 
and  discussion,  he  is  referred  to  the  urolo- 
gist or  physician  of  his  choice  for  an  opinion 
about  his  fertility. 

The  woman’s  initial  detailed  history, 
physical  and  laboratory  examinations 
should  establish  whether  she  is  in  a state 
of  general  good  health.  Appropriate  treat- 
ment of  correctable  defects  should  be 
started  as  soon  as  they  are  found.  It  would 
be  foolhardy  to  help  a patient  become  preg- 
nant, only  to  find  later  that  she  had  a medi- 
cal or  surgical  condition  which  would  jeop- 


ardize or  contraindicate  a pregnancy.  If 
the  husband  is  not  hopelessly  sterile,  spe- 
cial studies  of  the  woman  are  carried  out, 
such  as  the  Rubin  test  and/or  uterosalping- 
ography, timing  of  ovulation  with  a basal 
temperature  chart,  endometrial  biopsy  on 
the  first  day  of  menstruation  to  determine 
if  ovulation  has  occurred,  and  the  postcoital 
examination  of  the  intracervical  mucus  for 
motile  and  migrating  sperm  (Sims-Huhner 
test) . 

An  excellent  guide  in  giving  a prognosis 
to  the  individual  couple  is  Simmons’  for- 
mula which  Rutherford2  recommends.  By 
this  formula  eight  factors  are  evaluated.  If 
any  three  of  these  factors  are  deficient  a 
successful  pregnancy  is  very  improbable. 
One  may  then  recommend  that  the  couple 
discontinue  the  sterility  study,  apply  for 
adoption  if  they  wish,  or  divert  their  in- 
terests into  other  avenues. 

The  eight  factors  are:  (1)  peritoneal,  (2) 
cervical,  (3)  tubal,  (4)  uterine,  (5)  ovarian, 
(6)  male,  (7)  psychiatric,  and  (8)  no  known 
reason.  Successful  treatment  of  infertility 
usually  lies  in  the  correction  of  defects 
found  in  these  factors. 

As  examples  of  correctable  defects  found 
during  the  evaluation  of  these  factors,  I 
wish  to  present  four  cases.  One  involves 
the  cervical,  two  the  uterine,  and  one  the 
ovarian  factor. 

The  first  case  concerns  the  cervical  factor. 
Incompetence  of  the  internal  cervical  os  as 


Fig.  1. 
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a frequent  cause  for  abortions  in  the  second 
trimester  was  first  described  in  the  United 
States  by  Lash  and  Lash’  in  1950.  This  con- 
dition may  be  congenital  or,  it  may  follow 
a precipitate  delivery,  deep  lacerations  of 
the  cervix,  amputation  of  the  cervix,  dila- 
tation and  curettage,  and  cesarean  section. 

Figure  1 shows  the  typical  funnel-shaped 
cervical  canal  with  no  evidence  of  internal 
os.  This  patient  had  aborted  twice,  once  at 
4V2  months  and  again  at  5 ¥2  months,  after 
her  first  pregnancy  had  terminated  in  a 
very  rapid  labor  and  precipitate  delivery. 
The  baby  did  poorly  and  died  about  18  days 
after  delivery  of  a colon  bacillus  meningitis. 

The  defect  in  her  cervix  was  repaired  and 
figure  2 shows  the  corrected  defect.  Shortly 


Fig.  2. 

after  this  the  patient  became  pregnant,  and 
was  delivered  near  term,  by  low  cervical 
cesarean  section,  of  a living  female  infant. 

The  second  case  is  that  of  a patient  seen 
just  recently  who  gave  a history  similar  to 
the  first.  She  has  aborted  at  5V2,  4V2,  4 and 
6 months.  Her  uterosalpingogram  as  shown 
in  figure  3 demonstrates  a congenital  anom- 
j 1 y of  the  uterus,  which  I think  is  uterus 
septus.  Excision  of  the  septum  and  the 
Strassman  reunification  operation  as  pro- 
posed may  offer  this  patient  her  only  chance 
for  a successful  pregnancy. 


Fig.  3. 


Another  correctable  defect  concerning  the 
uterine  factor  was  found  in  the  third  case, 
whose  uterosalpingogram  is  shown  in  figure 
4.  A fibroid  was  known  to  exist  before  her 


Fig.  4. 


first  pregnancy  which  ended  in  abortion  at 

2 months.  The  arrow  shows  the  right  tube 
rising  over  a large  mass  which  has  appar- 
ently caused  the  uterus  to  deviate  to  the 
left.  At  myomectomy  this  mass  measured 
9x7x5  cm. 

The  patient  became  pregnant  after  the 
mymectomy  and  again  aborted  at  2 months. 
At  curettement,  performed  for  incomplete 
abortion,  a pedunculated  submucous  fibroid 

3 cm.  long  and  2 cm.  in  diameter  was  found 
and  removed  by  tortion.  After  this  second 
myomectomy  the  patient  had  a successful 
pregnancy  and  was  delivered  vaginally  over 
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a year  ago.  According  to  the  latest  word 
from  her  obstetrician  she  is  nearing  the 
fifth  month  of  her  fourth  pregnancy.  In 
retrospect,  the  submucous  fibroid  which 
probably  caused  both  of  her  abortions, 
might  have  been  found  and  removed  if  dila- 
tation and  curettage  had  been  done  at  the 
time  of  the  first  operation. 

The  fourth  case  concerns  a surgically  cor- 
rectable ovulation  defect  (the  Stein- 
Leventhal-like  syndrome)  found  while  eval- 
uating the  ovarian  factor.  Kupperman, 
Epstein,  Biatt,  and  Stone1  recently  reported 
that  in  anovulatory  women,  with  normal  or 
medically  corrected  thyroid  and  adrenal 
function,  ovulation  may  be  induced  by  trig- 
gering the  release  of  L H (the  luteinizing 
hormone)  with  a single  large  intravenous 
dose  of  conjugated  estrogens  (equine). 
When  ovulation  did  not  occur  after  this 
treatment,  an  early  diagnosis  of  the  Stein- 
Leventhal-like  syndrome  was  made  and  bi- 


lateral wedge  resection  of  the  polycystic 
ovaries  was  effective  in  producing  ovula- 
tion. 

Figure  5 shows  the  graphic  record  of  a 
patient  with  this  syndrome  where  the  thick- 
ened fibrous  capsule  of  the  ovaries  presents 
a mechanical  barrier  to  ovulation.  At  age 
20,  when  first  seen  last  July,  the  patient  had 
failed  to  conceive  after  being  married  for 
14  months.  A menstrual  irregularity  de- 
veloped at  age  18  after  normal  cycles  which 
began  at  age  13. 

She  was  found  to  be  in  general  good 
health  and  her  husband  was  judged  to  be 
fertile  by  his  urologist.  Her  B.M.R.  was 
— 14%.  After  taking  thyroid  for  about  4 
weeks  her  first  menstruation  since  April 
1957,  began.  From  that  date,  September  30, 
1957,  the  chart  shows  the  sequence  of  events 
until  March  17,  1958. 

The  flat  basal  temperature  record  shows 
no  evidence  of  ovulation  for  133  days.  I.V. 
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Fig.  5. 
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Premarin  on  the  41st  day  of  cycle  produced 
no  evidence  of  ovulation.  A proliferative 
endometrium  obtained  by  biopsy  and  well 
developed  ferns  in  the  cervical  mucus  3 
days  before  operation  are  additional  evi- 
dence against  ovulation  before  wedge  re- 
section. 

Adrenal  and  thyroid  function  studies  per- 
formed a few  days  before  operation  were 
essentially  normal.  At  operation  the  uterus 
and  tubes  were  normal.  The  ovaries  were 
about  twice  normal  size,  were  polycystic 
and  had  a thick  capsule.  Examination  of 
the  wedges  removed  confirmed  the  diag- 
nosis of  the  Stein-Leventhal  syndrome. 

A sustained  elevation  in  the  basal  temper- 
ature, and  absence  of  ferns  in  the  cervical 
mucus  2 days  before  the  March  12th  men- 
struation may  be  regarded  as  good  evidence 
that  the  patient  ovidated  soon  after  the  op- 
eration. A secretory  endometrium  found 
on  the  first  day  of  last  menstruation,  April 
9th,  offers  further  proof  that  the  patient  has 
again  ovulated  since  operation.  If  this  pat- 
tern continues,  we  have  hopes  of  a success- 
ful pregnancy  in  the  near  future. 

In  conclusion,  may  I say  that  close  at- 
tention to  detail  will  pay  large  dividends 
when  you  approach  the  study  and  treatment 
of  sterility. 

Summary 

1.  Some  of  the  historical  background  of 
sterility  has  been  related. 

2.  Requirements  for  fertility  are  stated. 

3.  Importance  of  study  of  the  male  factor 
is  stressed. 

4.  General  good  health  of  the  woman  es- 
sential before  conception. 

5.  Formula  for  evaluating  the  sterile  couple 
cited. 

6.  Four  cases  are  presented  that  demon- 
strate correctable  defects  found  in  the 
factors  enumerated  in  the  evaluation  for- 
mula. 
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Discussion 

DR.  HARRY  H.  JENKINS,  Knoxville:  We 

should  like  to  thank  Doctors  Isenhour  and  Ander- 
son, on  our  behalf,  and  that  of  the  listening  audi- 
ence for  bringing  this  timely  subject  up  for 
discussion  and  for  covering  it  in  such  an  admira- 
ble manner. 

We  should  like  to  emphasize  some  of  the  points 
made  by  these  authors,  and  discuss  briefly,  the 
present  status  of  one  highly  controversial  pro- 
cedure. 

We  agree  whole  heartedly  with  the  importance 
of  investigation  of  the  husband  and  Dr.  Isenhour 
has  outlined  an  excellent  plan  for  examination 
and  treatment.  He  has  mentioned,  also,  that  hus- 
bands are  difficult,  often,  to  get  in  for  such  exam- 
ination. For  this  reason,  we  find  it  advantageous 
to  do  a preliminary  semen  study  to  get  the  hus- 
band “broken  in,”  as  well  as  to  determine  if  he 
may  be  the  source  of  the  infertility.  The  speci- 
men may  be  collected  at  home  in  a laboratory 
bottle  such  as  used  for  collecting  blood  for  serol- 
ogy, furnished  to  the  wife  by  the  doctor,  along 
with  instructions  as  to  collection.  These  instruc- 
tions consist  of  advising  collection  by  masturba- 
tion, or  if  this  is  undesirable,  of  collecting  the 
specimen  in  a condom,  whose  inside  has  been 
brushed  off  with  a clean  cloth,  and  emptying  into 
the  bottle.  There  may  be  allowed  a lapse  of  6 
to  8 hours  between  collection  and  examination; 
the  specimen  may  be  kept  at  room  temperature. 
If,  under  these  circumstancs,  the  semen  study 
reveals  a count  above  50  million  per  cc.,  with  a 
motility  of  50%  or  better,  and  of  abnormal  forms 
of  15%  or  less,  one  can  assume,  initially,  that  the 
husband  is  adequate. 

In  the  investigation  of  the  female  we  have  con- 
tinued to  favor  the  uterosalpingogram  over  the 
Rubin’s  test,  despite  the  recent  furor  over  radi- 
ation hazards,  our  reasons  being  based  on  the 
much  more  clearly  demonstrated  tubal  patency 
and  the  demonstration  of  uterine  anomalies  which 
cannot  be  identified  by  the  Rubin’s  test. 

We  use  basal  temperature  charts  routinely  and 
also  make  use  of  endometrial  biopsies  taken  just 
before  the  onset  of  menstruation  to  demonstrate 
secretory  activity  of  the  endometrial  cells  as  an 
index  of  ovulation.  This  can  be  an  office  pro- 
cedure, using  the  Novak  endometrial  curette 
shown  here  (Demonstration). 

We  are  quite  dubious  of  the  accuracy  of  the 
basal  metabolism  test,  especially  as  an  occasional 
office  procedure.  The  protein-bound  iodine  and 
Il3t  uptake  procedures,  under  rigid  investigative 
precautions,  as,  for  example,  the  incidental  inges- 
tion of  iodine,  are  more  accurate  indices  of  thyroid 
activity,  in  all  probability.  Even  in  the  euthyroid 
patient,  however,  thyroid  medication  may  be  a 
valuable  adjunct  to  therapy,  in  wife,  husband  or 
both. 
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I am  certain  Dr.  Anderson  will  agree  that  in 
a great  number  of  these  infertility  studies,  the 
most  rigid  and  thorough  investigations  fail  to  re- 
veal any  cause  for  conception  failure.  Whether 
temporary  sterility  can  be  based  on  psychic  fac- 
tors, such  as  tension,  over-anxiety  and  “trying 
too  hard”  is  debatable,  and  there  are  those  that 
contend  that  the  pregnancy  rate  in  the  infertile 
couple  after  adoption  is  no  higher  than  before 
adoption.  Personally,  I still  cling  to  the  theory 
that  mental  and  physical  relaxation  may  con- 
tribute to  conception,  and  exercise  whatever  tal- 
ents I may  have  in  using  psychotherapy  for  these 
patients. 

Time  does  not  permit  a discussion  of  the  highly 


controversial  procedure  mentioned  earlier;  namely, 
the  use  of  low  dosage  irradiation  to  the  ovaries 
and  pituitary  for  the  nonovulating  patient  with  or 
without  amenorrhea.  I doubt  if  anyone  questions 
the  efficiency  of  the  procedure;  the  reported  re- 
sults, from  several  investigators,  are  too  astound- 
ing. The  furore  concerns  the  radiation  hazards 
to  future  generations  entailed  in  gonodal  exposure. 
The  arguments,  pro  and  con,  are  meritorious  and 
make  most  interesting  speculative  reading.  I 
recommend  them  for  diversion  as  well  as  for  il- 
lumination. 

Again  I should  like  to  commend  the  authors  on 
the  excellent  presentations. 


Mitral  Valvuloplasty  in  Patients  Past  Fifty.  Har- 
rison Black,  and  Dwight  E.  Harken,  New  Eng- 
land J.  Med.  259:3G1,  1958. 

In  the  consideration  of  the  relative  and  absolute 
contraindications  to  mitral  valvuloplasty,  age  has 
figured  prominently.  The  frequent  assumption 
that  certain  persons  are  “too  old  for  surgery”  has 
prompted  this  study  of  patients  who  were  more 
than  50  years  of  age  at  the  time  of  operation  to 
determine  whether  the  factor  of  age  had  added 
significantly  to  the  risk  or  altered  the  prognosis. 
One  hundred  and  fifty-four  (154)  patients  in  whom 
a preoperative  diagnosis  of  pure  or  predominant 
mitral  stenosis  was  made  were  operated  on 
through  November,  1956,  and  these  constitute  the 
series  studied.  All  but  23  of  these  patients  are 
included  in  the  larger  series  of  1000  mitral  valvu- 
loplasties reported  elsewhere  by  Ellis,  Abelmann 
and  Harken.  When  those  over  50  are  subtracted 
from  this  larger  group  we  obtain  figures  for 
younger  patients  with  which  comparisons  can  be 
made. 

As  might  have  been  anticipated,  the  greater 
share  of  the  patients  under  consideration  (90.3%) 
were  in  their  sixth  decade.  All  the  patients  in- 
cluded in  this  series  were  either  in  Groups  III 
and  IV  and  the  majority  of  the  patients  were  in 
Group  IV  (57.8%).  No  patients  in  Groups  II  or 
below  were  included  in  this  series. 

The  predominance  of  women  over  men  in  a 
ratio  of  approximately  3:1,  which  has  been  noted 
in  most  studies  of  mitral  stenosis,  was  apparent 
in  this  series  also.  Seventy-five  per  cent  of  those 
over  50  were  females.  Approximately  41.5%  of 
the  Group  III  patients  and  30.4%  of  those  in 
Group  IV  over  50  had  suffered  a preoperative 
arterial  embolus.  Twenty-one  of  the  patients  over 
50  had  associated  disease  of  the  aortic  valve,  as 
evidenced  by  characteristic  murmurs  of  aortic 
stenosis  and  aortic  insufficiency.  These  lesions, 
however,  were  not  considered  to  be  hemody- 
namically  significant  and  the  mitral  stenosis  was 
believed  to  be  predominant.  Observation  of  the 
gross  appearance  of  the  coronary  arteries  at  the 
time  of  operation  suggested  atherosclerosis  in  32. 
Tricuspid  insufficiency  was  found  in  8 and  sig- 


nificant emphysema  was  present  in  2 and  asthma 
was  present  in  3 others.  Atrial  fibrillation  was 
present  in  67.6%  of  the  Group  III  patients  over 
50  and  in  84.3%  of  the  patients  in  Group  IV.  The 
complications  of  bundle  branch  block  and  ventric- 
ular hypertrophy  existed  in  approximately  the 
same  number  of  patients  over  50  as  under  50. 

The  fallacy  of  regarding  age,  per  se,  as  a con- 
traindication for  mitral-valve  surgery  was  ap- 
parent from  our  results.  There  is  no  significant 
increase  in  operative  risk  with  advancing  age 
when  similar  stages  of  the  disease  are  compared. 
The  overall  mortality  of  3.1%  in  Group  III  is  cer- 
tainly acceptable.  Even  so,  this  figure  exaggerates 
the  risk  since  it  includes  all  the  pioneering  early 
experience.  The  operative  mortality  in  Group 
III  is  now  less  than  1 per  cent.  In  Group  IV  a 
strikingly  greater  operative  risk,  similar  to  that 
previously  described  for  the  larger  series,  is  found. 
Approximately  27%  mortality  was  experienced  in 
Group  IV  patients  over  50  as  compared  with  22% 
in  younger  patients.  It  should  again  be  re- 
emphasized that  these  patients  were  all  in  the 
terminal  stage  of  their  disease,  with  chronic  con- 
gestive heart  failure.  Other  authors  have  noted 
that  on  medical  therapy  alone  only  40%  of  the 
Group  IV  patients  were  alive  after  one  year. 
Against  this  background  the  high  operative  risk 
becomes  acceptable. 

Postoperative  follow-ups  have  been  obtained  in 
all  but  one  of  these  patients  for  a minimum  of 
six  months,  and  most  of  them  for  much  longer 
periods.  The  striking  finding  is  that  the  results 
of  valvuloplasty  are  practically  identical  when 
patients  in  a similar  stage  of  the  disease  are  com- 
pared. Thus,  80%  of  Group  III  patients  are  im- 
proved whether  above  or  below  the  age  of  50  at 
the  time  of  operation.  Similarly,  there  is  no  sta- 
tistically significant  difference  between  improve- 
ment in  50.4%  of  Group  IV  patients  over  50  and 
57.1%  under  50  years  of  age.  It  becomes  ap- 
parent that  properly  selected  patients  over  50  may 
expect  the  same  favorable  results  from  valvulo- 
plasty as  those  below  this  age.  (Abstracted  for 
the  Middle  Tennessee  Heart  Association  by  C.  B. 
Thorne,  M.D.,  Nashville.) 
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Embolization  is  a hazard  particularly  after  certain  types  of  operations  and  trauma.  The  author  re- 
views a small  series  of  cases  and  outlines  his  preferences  in  management. 


THROMBO  EMBOLISM  IN  A 
PRIVATE  HOSPITAL* 


VICTOR  H.  KLEIN.  JR.,  M.D.,  Knoxville,  Tenn. 


At  the  top  of  the  list  of  catastrophes 
which  may  occur  in  the  practice  of  surgery 
today  is  the  pulmonary  embolus.  Its 
calamitous  nature  is  further  augmented  by 
the  fact  that  its  diagnosis  must  be  made  as 
a strong  supposition  predicated  on  detect- 
ing often  only  minimal  abnormalities  in  the 
lower  extremities  and  correlating  these 
findings  with  a thoracic  or  upper  abdominal 
complaint  of  sudden  onset  and  intense  char- 
acter. The  alert  one  who  would  attempt  to 
manage  this  problem  realizes  that  time  is 
of  the  essence.  He  knows  that  if  he  waits 
for  confirmation  of  his  suspicions  by  the  ap- 
pearance, several  days  later,  of  a wedge- 
shaped  opacity  on  the  chest  x-ray  film,  or 
by  the  onset  of  hemoptysis  and  friction  rub, 
his  patient  may  have  had  a second  and  fatal 
embolus.  Then  to  confound  the  most  reso- 
lute is  the  thought  that  having  arrived  at 
his  diagnosis,  he  has  no  completely  satis- 
factory treatment.  Visualizing  a lightly  at- 
tached intravenous  clot,  whose  propagation 
he  can  prevent  with  adequately  controlled 
and  administered  anticoagulant  drugs,  the 
realistic  clinician  knows  that  such  drugs 
offer  no  protection  against  the  release  of 
this  clot;  and  further,  he  is  aware  that  when 
the  medication  must  eventually  be  discon- 
tinued, extension  of  clotting  and  emboliza- 
tion may  occur.  Having  no  means  to  di- 
solve  the  clot,  he  faces  the  alternative  of 
placing  an  occluding  ligature  on  the  venous 
system  proximal  to  the  suspected  location 
of  a clot  whose  very  presence  is  a matter  of 
deduction. 

Pulmonary  embolism  has  become  the 
commonest  serious  pulmonary  disease  in 

Read  at  the  meeting  of  the  Tennessee  Chapter 
of  American  College  of  Surgeons,  April  21,  1958, 
Gatlinburg,  Tenn. 


hospital  practice.  In  this  country  the  esti- 
mated deaths  from  embolism  each  year  ex- 
ceed 34,000,  a number  greater  than  killed 
by  its  closest  rival,  bronchogenic  carcinoma. 
At  autopsy,  pulmonary  embolism  is  found 
in  almost  ION  of  patients  who  die  in  general 
hospitals.1  Surveys  of  the  site  of  origin  of 
pulmonary  emboli  reveal  that  the  lower  ex- 
tremities are  by  far  the  most  common 
source. 

Clinical  Material 

In  seeking  to  appraise  the  management  of 
thrombo-embolism  in  Knoxville,  a critical 
analysis  has  been  made  of  all  such  case  rec- 
ords present  on  file  at  the  East  Tennessee 
Baptist  Hospital.  This  is  a private  262  bed 
institution.  It  is  one  of  four  hospitals  of 
equivalent  size  serving  the  city  of  Knox- 
ville and  surrounding  area.  The  pitfalls  of 
drawing  any  general  conclusions  from  such 
a small  series  as  this  are  recognized.  Any 
treatment  of  a disease,  however,  finds  its 
measure  of  true  value  only  as  it  is  applied 
throughout  the  nation  in  hospitals  such  as 
this  one.  For  it  is  in  such  institutions  that 
most  of  the  American  people  are  treated. 

The  study  covers  all  in-patients  treated  in 
a nine  year  period  since  the  opening  of  the 
hospital,  from  December  1,  1948,  to  Decem- 
ber 1,  1957.  A total  of  45  records  of  pa- 
tients with  evidence  of  venous  thrombosis 
in  the  lower  extremities  and  pulmonary 
embolism  were  found  to  qualify.  Eliminated 
from  the  series  were  any  cases  in  which 
there  was  no  hint  that  the  embolus  could 
have  come  from  the  lower  extremities,  or 
in  which  the  origin  was  known  to  be  else- 
where, such  as  the  endocardium.  No  at- 
tempt was  made  to  distinguish  between  ade- 
quate and  inadequate  anticoagulant  ther- 
apy, or  between  correct  and  incorrect  use 
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Table  I 


Venous  Thrombosis  with  Pulmonary  Embolism 
Total  Cases  45 


Mode  of  Treatment 

Total  Number 

Success 

Failure 

Mortality 

Anticoagulants 

30 

17  (57%) 

13  (43%) 

2 (7%) 

Ligation 

12 

11  (92%) 

1 (8%) 

0 

No  Specific  Treatment 

(Antibiotics,  Analgesics,  Rest) 

10 

4 (40%) 

6 (60%) 

4 (40%) 

of  the  technic  of  vein  exploration  and  liga- 
tion. In  the  majority  of  cases  both  of  these 
methods  appeared  to  have  been  used  prop- 
erly. 

The  anticoagulants  used  were  aqueous 
heparin,  depo-heparin,  and  dicumarol, 
singly  and  in  various  combinations.  As 
seen  in  table  1,  30  patients  were  treated 
with  anticoagulants.  In  17  of  these  cases, 
there  was  no  further  embolism,  either  dur- 
ing therapy  or  shortly  afterwards.  In  13 
cases  there  were  failures  in  this  regard, 
emboli  appearing  while  the  patient  was  on 
the  drug  or  soon  after  it  was  discontinued. 
There  were  2 deaths  in  the  group  of  failures 
due  to  recurrent  pulmonary  embolism. 

Twelve  patients  were  treated  by  vein 
ligation  with  11  successes.  The  number  of 
the  different  types  of  procedures  is  shown 
in  table  2.  Four  of  the  success  group  were 


ment.  Therapy  included  such  measures  as 
antibiotics,  analgesics,  bed  rest,  elevation  of 
the  extremities,  and  whiskey.  There  were 
4 successes  and  6 failures,  4 of  whom  died 
as  the  result  of  recurrent  pulmonary  em- 
bolism. 

Table  3 shows  the  distribution  of  the 
cases  with  regard  to  age  and  antecedent 
incident.  It  will  be  noted  that  about  one- 
half  of  the  cases  were  preceded  by  an  ac- 
cident, operation,  or  parturition.  The  pa- 
tients in  these  cases  were  generally  of  a 
younger  age  than  were  the  other  half  in 
whom  thrombosis  was  “spontaneous.” 

Table  4 analyzes  the  failures  of  antico- 
agulant therapy  comparing  the  time  of  on- 
set of  treatment  with  the  appearance  of  re- 
current pulmonary  embolism.  The  great- 

Table  4 


Table  2 

Venous  Ligation  Therapy  of 
Thrombo-Embolism 
Total  Cases  12 


Unilateral  Superficial  Femoral  2 

Bilateral  Superficial  Femoral  4 

Unilateral  Common  Iliac  1 

Inferior  Vena  Cava  5 


instances  of  anticoagulant  failure.  The  one 
failure  of  ligation  occurred  in  a patient  who 
had  separate  superficial  femoral  vein  liga- 
tions done  at  a month’s  interval,  each  time 
through  a clot  extending  into  the  iliac  vein, 
and  each  time  followed  by  heparin  therapy. 
On  the  third  hospital  admission  for  his  sec- 
ond embolus,  the  patient  was  treated  with 
an  antibiotic  and  recovered.  There  were 
no  deaths  in  the  group  in  which  ligation  was 
done. 

Ten  patients  received  no  specific  treat- 


Anticoagulant Failures 
Time  of  Occurrence  of  Pulmonary  Embolism 
After  Beginning  of  Treatment 


1st  2nd 

II  I 

3rd 

DAY 

4th 

5th 

6th 

7th 

I 

2nd 

III 

WEEK 

3rd 

I 

4th 

IIII 

‘"Deaths 

2nd 

I 

3rd 

4th 

est  number  of  recurrences  happened  during 
the  first  and  fourth  weeks  after  medication 
was  begun.  The  deaths  due  to  recurrent 
embolism  occurred  at  24  hours  and  in  the 
second  week  after  heparin  was  started. 

Discussion 

Because  the  etiology  and  pathogenesis  of 
venous  thrombosis  are  not  completely  un- 


Table  3 


Venous  Thrombosis  with  Pulmonary  Embolism 


Distribution  of  45 

Cases  in  Regard  to  Age 

and 

Precipitating  Factor 

Total  Number  10-19 

Age  in  Years 
20-29  30-39  40 

-49 

50-59 

60-69 

70-79 

Antecedent 

Incident  22  1 

1 7 

4 

3 

4 

2 

Spontaneous  23 

2 

4 

7 

5 

3 

80-89 


2 
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derstood  its  treatment  lies,  almost  without 
exception,  not  in  the  treatment  of  the  dis- 
ease itself  but  instead  in  the  elimination 
and  prevention  of  its  complications.  Cer- 
tainly no  measures  are  available  to  dissolve 
the  clot  once  formed;  hence,  the  salient 
therapy  consist  of,— (1)  prevention  of  the 
propagation  and/or  migration  of  the  clot, 
and  (2)  elimination  of  arterial  venous 
spasm  reflexly  secondary  to  the  irritating 
presence  of  the  clot. 

It  is  a known  fact  that  the  degree  of  ad- 
herence of  the  clot  to  the  vein  wall  is  di- 
rectly proportional  to  the  amount  of  inflam- 
matory reaction.  As  a corollary  of  this  it 
follows  that  pulmonary  embolism  is  less 
likely  to  occur  from  the  adherent  clot  of 
acute  thrombophlebitis  than  from  phlebo- 
thrombosis.  Yet  the  very  fact  that  the  fixed 
thrombus  of  the  thrombophlebitis  so  often 
is  capped  with  a bland  nonattached  throm- 
bus of  phlebothrombosis  as  an  additive  pro- 
cess, suffices  to  explain  the  all  too  frequent 
occurrence  of  pulmonary  embolism  from  a 
limb  afflicted  with  phlegmasia  alba  dolens. 

Phlebothrombosis  may  be  the  initial  stage 
in  the  development  of  thrombophlebitis,  or 
it  may  co-exist  in  parallel  manner  in  the 
same  limb  with  thrombophlebitis  and  so 
act  as  the  source  of  an  embolus.  While  the 
management  of  the  local  process  in  each  of 
these  types  of  venous  thrombosis  differs  de- 
cidedly, measures  for  the  prevention  of  pul- 
monary embolism  should  be  identical  in  the 
two  types,  no  matter  which  clinical  form 
of  thrombosis  appears  to  predominate. 

Since  there  is  no  completely  satisfactory 
solution  to  the  prevention  of  pulmonary 
emboli,  it  seems  that  the  judicious  use  of 
both  anticoagulants  and  ligation  therapy 
should  be  employed  as  the  need  occurs. 
Much  has  been  said  in  the  literature  in 
favor  of  either  method  alone.  Yet  the  choice 
remains  a matter  of  individual  judgment 
and  timing,  with  the  proper  employment  of 
both  methods. 

In  my  own  experience,  the  following  ap- 
proaches to  the  situations  as  listed  have 
yielded  the  best  results: 

1.  Thrombophlebitis,  acute,  without  pul- 
monary embolism,  sympathetic  blocks, 
elastic  support,  followed  if  necessary  by 


anticoagulant  therapy,  are  used  as  a matter 
of  choice. 

2.  Phlebothrombosis  without  pulmonary 
embolism.  Either  bilateral  superficial 
femoral  vein  ligation  or  anticoagulant 
therapy  should  be  used.  Adequate  dosage 
of  the  anticoagulant  should  be  given  for 
14  days  or  longer,  depending  upon  the  dura- 
tion in  signs  and  symptoms.  With  the  ex- 
cellent collateral  circulation,  ligation  of  the 
superficial  femoral  veins,  when  performed 
properly,  is  seldom  associated  with  symp- 
toms after  ligation.  It  should  be  done  bi- 
laterally as  an  emergency  procedure  under 
local  anesthesia  regardless  of  whether  one 
or  both  legs  appear  involved.  If  a thrombous 
is  present  at  the  junction  of  the  superficial 
and  deep  femoral  veins,  after  careful  evacu- 
ation of  the  clot  from  both  of  these  veins  the 
ligature  should  be  placed  above  the  deep 
femoral,  but  below  all  the  lateral  and  medial 
femoral  circumflex  channels.-'  Ligation  of 
the  superficial  femoral  vein  alone  should 
not  be  relied  upon  to  control  embolism 
when  the  thrombus  extends  past  the  junc- 
tion with  the  deep  femoral.  The  propaga- 
tion of  a clot  into  the  deep  femoral  vein 
from  the  common  femoral  accounts  for 
many  of  the  failures  of  superficial  femoral 
ligation  when  thus  improperly  used. 

I have  found  ligation  to  be  safer,  gener- 
ally less  expensive  to  the  patient  and  to  re- 
quire shorter  hospitalization,  than  antico- 
agulant therapy.  The  minor  sequelae  of 
ligation  pose  a small  problem  compared  to 
the  threat  of  an  embolus  after  the  antico- 
agulant has  been  discontinued  and  the  pa- 
tient has  returned  home. 

3.  Thrombophlebitis  or  phlebothrombosis 
below  the  common  femoral  vein,  with  pul- 
monary emhclism.  Bilateral  ligation  of  the 
superficial  femoral  veins  should  be  done 
and  followed  by  anticoagulant  therapy  in 
certain  cases. 

4.  Thrombophlebitis  or  phlebothrombosis 
above  the  origin  of  the  common  femoral 
vein  with  pulmonary  embolism.  Ligation 
of  the  inferior  vena  cava  should  be  per- 
formed. The  cava  should  be  opened  in  all 
cases  in  which  it  is  suspected  that  clot  may 
extend  to  the  level  of  the  ligature.  Neglect- 
ing to  extract  clot  so  located  accounts  for 
certain  failures  of  ligation  of  the  inferior 
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vena  cava.  If  the  thrombus  extends  to  the 
level  of  the  cava,  anticoagulants  should  be 
used  postoperatively.  In  other  cases  of 
rapidly  progressive  thrombosis,  the  post- 
operative use  of  an  anticoagulant  is  to  be 
recommended. 


and  there  were  no  deaths  in  the  ligation 
group.  The  cases  are  further  classified  as  to 
age,  antecedent  incident,  and  as  to  time  of 
recurrent  embolism. 


Recommendations  are  made  for  the  man- 
agement of  various  categories  of  venous 
thrombosis  with  and  without  pulmonary 
embolus. 


Summary 


The  management  of  thrombo-embolism 
for  the  past  nine  years  at  the  East  Tennes- 
see Baptist  Hospital  has  been  analyzed.  Vein 
ligation  was  92%  successful,  anticoagulant 
therapy  was  57%  successful,  while  no  treat- 
ment was  40%  without  recurrent  embolism. 
The  mortality  rate  for  the  anticoagulant 
group  was  7%,  for  the  untreated  group  40%, 
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The  Surgical  Management  of  Chronic  Tophaceous 

Gout.  William  A.  Larmon,  and  James  F.  Kurtz, 

J.  Bone  & Joint  Surg.,  40-A:743,  1958. 

The  major  indications  for  surgery  in  gout  are 
the  removal  of  large  unsightly  tophi;  the  removal 
of  painful  tophi  over  exposed  areas;  the  removal 
of  tophi  which  interfere  with  movements  of  ten- 
dons or  adjacent  joints;  the  excision  of  chronic 
sinuses  associated  with  tophaceous  deposit;  to 
lessen  the  total  amount  of  urates  in  the  body;  to 
prevent  further  destruction  of  bone,  joints,  and 
soft  tissue  by  enlarging  tophi;  to  correct  deformity 
of  fingers  and  toes  by  resection  of  tophi  and  plac- 
ing the  parts  in  functional  positions,  and  to  stabi- 
lize painful  joints  particularly  the  weight-bearing 
joints,  or  to  improve  function  by  means  of  artho- 
plasty.  The  literature  concerned  with  the  surgi- 
cal management  of  gout  is  rather  brief  and,  in 
this  paper,  23  patients  are  reported  on  which  a 
total  of  99  operations  were  performed.  These 
operations  consisted  of  curettages  of  exposed 
tophi  in  the  bases  of  open  ulcers  which  consti- 
tuted 21  operations.  Seventy-eight  operations 
were  performed  excising  clean,  closed  tophi  and 
there  were  4 excisions  and  curettages  of  tophi  in- 
volving subcutaneous  tissue  only.  Six  joint  re- 
sections were  done,  5 joints  were  fused,  and  in 
2 instances,  the  median  nerve  was  decompressed. 
All  patients  were  begun  on  treatment  using  so- 
dium salicylates,  probenecid  or  colchicine  for  3 
days  preoperatively  and  one  week  postoperatively 
to  reduce  the  postoperative  acute  attacks.  The 
results  presented  are  very  gratifying.  (Abstracted 
by  Thomas  F.  Parrish,  M.D.,  Nashville.) 


456 


November,  1958 


It  has  been  shown  by  others  that  the  epidemic  of  Asian  influejiza  of  1957  was  accompanied  by  cardiac 
complications  in  some  of  its  victims.  This  study  is  an  attempt  to  get  some  information  on  this  subjeet 

among  proven  cases  of  the  disease  in  Tennessee. 

CARDIAC  AND  OTHER  COMPLICATIONS 
OF  ASIAN  INFLUENZA  IN  THE  RECENT 
TENNESSEE  OUTBREAK* 


ERNEST  S.  CAMPBELL.  M.D,  and  R.  H.  HUTCHESON,  M.D.,  Nashville,  Tenn. 


Introduction 

The  epidemic  of  influenza  in  Tennessee 
during  the  fall  of  1957,  caused  by  a variant 
of  Type  A influenza  (Type  A/J  305-57), 
lends  itself  well  to  a retrospective  survey 
of  the  possible  cardiologic  and  other  com- 
plications of  a new  viral  infection  in  an 
extremely  susceptible  population.  During 
this  epidemic  of  Asian  influenza,  the  Divi- 
sion of  Laboratories  of  the  Tennessee  De- 
partment of  Public  Health  provided  diag- 
nostic facilities  to  Tennessee  physicians  by 
performing  hemagglutination  and  hemag- 
glutination inhibition  tests,  as  well  as  virus 
isolation  studies,  on  patients  thought  to 
have  Asian  influenza. 

Utilizing  information  obtained  from  the 
Division  of  Laboratories,  requests  were 
made  of  physicians  for  information  con- 
cerning reported  patients  who  demonstrated 
a four-fold  increase  in  antibody  titer  to  the 
Asian  variant  of  Type  A influenza. 

Methods 

Procedures  used  by  the  Division  of  Lab- 
oratories for  the  hemagglutination  and 
hemagglutination  inhibition  tests  for  in- 
fluenza are  those  recommended  by  the  Virus 
and  Rickettsial  Laboratories  of  the  Com- 
municable Disease  Center,  Public  Health 
Service.  Patients  selected  for  the  survey 
were  those  for  whom  acute  and  convalescent 
sera  were  received,  and  who  showed  a four- 
fold elevation  in  antibody  titer  against  in- 
fluenza (Type  A/J  305-57)  during  the  re- 
porting period  August  6 to  December  23, 

*From  the  Tennessee  Department  of  Public 
Health,  Nashville,  Tenn. 


1957.  During  this  period  there  were  139 
positive  cases  reported  from  all  sections  of 
Tennessee  by  53  physicians.  These  phy- 
sicians were  sent  an  individual  question- 
naire for  each  patient  reported,  and  were 
requested  to  provide  information  relative 
to  the  possible  cardiologic  manifestations  of 
influenza  in  a given  patient. 

The  questionnaire  was  developed  to  pro- 
vide much  information,  while  utilizing  a 
minimum  of  the  physician’s  time.  Conse- 
quently, no  detailed  case  reports  were  ob- 
tained and  the  information  submitted  is,  to 
a great  extent,  the  opinion  of  the  reporting 
physician.  In  addition  to  an  initial  ques- 
tion as  to  whether  or  not  the  patient  showed 
evidence  of  cardiac  manifestations,  queries 
were  submitted  concerning  symptoms,  clin- 
ical findings,  radiologic  and  electrocardio- 
graphic findings.  To  facilitate  ease  of  re- 
turn, stamped,  self-addressed  envelopes 
were  provided  with  each  questionnaire. 
(Fig.  1.) 

Characteristics  of  the  Sample 

Of  the  53  physicians  who  reported  the  139 
cases  of  Asian  influenza,  42  (79%)  returned 
questionnaires  for  111  patients  (80%).  A 
total  of  20  patients  (18%)  of  the  111  were 
thought  to  have  had  complications  accom- 
panying the  influenza  while  85  (82%)  had 
none  reported. 

Fifty-one  patients  were  less  than  20  years 
of  age,  32  were  20  to  39  years  of  age,  and  18 
were  40  years  of  age  or  over.  No  age  was 
recorded  in  10. 

Of  the  111  patients,  46  were  white  males, 
44  white  females,  16  negro  males,  2 negro 
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Figure  1 

Heart  Disease  Control  Program 
Tennessee  Department  of  Public  Health 
Nashville,  Tennessee 

Questionnaire  on  Cardiac  Manifestations  of  Asian  Influenza 

NAME: 

ADDRESS: 

TITER:  DATE  OF  REPORT: 


1. 

Did  this  patient  show  any 

evidence  - 

of  cardiac  manifestations? 

( 

) Yes 

( 

) 

No 

If 

yes,  please  answer  the  following  questions. 

2. 

Did  this  patient  present  any  of  the  following  symptomatology? 

a. 

Palpitation  ( 

) Yes  ( 

) No 

e.  Nocturia 

( 

) Yes 

( 

) 

No 

b. 

Dyspnea  on  exertion  ( 

) Yes  ( 

) No 

f.  Swelling  of  legs 

( 

) Yes 

( 

) 

No 

c. 

Chest  pain  ( 

) Yes  ( 

) No 

g.  Hemoptysis 

( 

) Yes 

( 

) 

No 

d. 

Orthopnea  ( 

) Yes  ( 

) No 

h.  Aphonia  or  dysphagia 

( 

) Yes 

( 

) 

No 

3. 

Were  any  of  the  following 

physical 

findings  noted? 

a. 

Clinical  enlargement  ( 

) Yes  ( 

) No 

f.  Cyanosis 

( 

) Yes 

( 

) 

No 

b. 

Disturbances  in  rhythm  ( 

) Yes  ( 

) No 

g.  Evidence  of  congestive 

c. 

Distant  and  weak 

failure 

( 

) Yes 

( 

) 

No 

heart  sounds  ( 

) Yes  ( 

) No 

h.  Hypotension 

( 

) Yes 

( 

) 

No 

d. 

Murmurs  and/or 

i.  Evidence  of  pericardial 

gallops  ( 

) Yes  ( 

) No 

effusion 

( 

) Yes 

( 

) 

No 

e. 

Friction  rub 

(pericardial)  ( 

) Yes  ( 

) No 

4. 

Was  roentgenographic  (X-: 

ray  or  fluoroscopy)  examination  of  the  chest  performed? 

( 

) Yes 

( 

) 

No 

If 

yes,  were  any  of  the  following  findings  noted? 

a. 

General  enlargement  ( 

) Yes  ( 

) No 

d.  Pleural  effusion 

( 

) Yes 

( 

) 

No 

b. 

Chamber  enlargement  ( 

) Yes  ( 

) No 

e.  Pneumonitis 

( 

) Yes 

( 

) 

No 

c. 

Pericardial  effusion  ( 

) Yes  ( 

) No 

5. 

Was  an  electrocardiogram 

performed? 

( 

) Yes 

( 

) 

No 

If 

yes,  were  any  of  the  following  findings  noted? 

a. 

Tachycardia  ( 

) Yes  ( 

) No 

e.  Decreased  amplitude  of 

b. 

Arrhythmia  ( 

) Yes  ( 

) No 

all  waves 

( 

) Yes 

( 

) 

No 

c. 

Any  degree  of  heart 

f.  Elevation  of  RS-T 

block  ( 

) Yes  ( 

) No 

segment 

( 

) Yes 

( 

) 

No 

d. 

T-wave  changes  ( 

) Yes  ( 

) No 

6.  Please  list  other  significant  diagnostic  procedures  with  results.  (Eg.  Vital  capacity,  venous  pres- 
sure, circulation  times.) 


SIGNATURE M.D. 


females  and  3 with  race  and  sex  not  re- 
ported. 

Sixty-one  (55%)  of  the  111  patients  were 
reported  from  schools  and  colleges,  35  of 
whom  were  under  20  years  of  age,  22  were 
20  years  of  age  or  older,  and  4 had  no  age 
reported.  All  61  were  in  the  group  with 
no  complications  associated  with  Asian  in- 
fluenza. 

The  composition  of  the  group  must  be 
considered  in  interpretation  of  the  material. 

Results  of  Survey 

Table  1 is  a general  summary  of  data  de- 
rived from  information  submitted  by  re- 
porting physicians.  Of  the  53  physicians 
queried  concerning  139  patients,  42  returned 
completed  questionnaires  providing  in- 
formation on  111  patients. 


Table  I 

Complications  Among  111  Patients  With 
Asian  Influenza,  Tennessee 
1957 


Type  of  Complication 

Number 

Per  Cent 

Total  patients 

111 

With  complications 

20 

18.0 

New  cardiac  disease 

3 

2.7 

Cardiac  disease  aggravated 

6 

5.4 

Pneumonitis 

12* 

10.8 

Neurologic  manifestations 

4 

3.6 

Total  complications  in  20  patients  25 

^Including  5 patients  with  cardiac  disease  in  ad- 
dition to  pneumonitis 


In  the  opinion  of  the  reporting  physicians, 
15  patients  showed  cardiac  manifestations  to 
some  extent,  of  which  number  12  were 
thought  to  have  had  pre-existing  heart  dis- 
ease. The  remaining  3 patients  presented 
clinical  evidence  of  new  cardiac  manifesta- 
tions associated  with  their  influenza  infec- 
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tion.  Pre-existing  heart  disease  appeared 
to  be  aggravated  by  the  influenza  in  6 of 
the  12  cases. 

It  is  of  considerable  interest  to  note  that 
a total  of  12  patients  (11 '7  of  the  entire 
group)  showed  radiologic  evidence  of  pneu- 
monitis. Five  of  these  patients  also  had 
some  type  of  cardiac  involvement  in  con- 
junction with  their  pneumonitis. 

Also,  of  importance  was  the  unsolicited 
listing  of  4 cases  which  showed  evidence  of 
neurologic  manifestations  of  influenza.  In- 
cluded was  one  case  each  of  meningo- 
encephalitis, severe  polyneuritis,  acute  cere- 
bellar ataxia,  and  one  case  showing  “neuro- 
logic manifestations.” 

Twenty  patients  (18'.)  were  thought  to 
have  had  complications  of  some  type  differ- 
ing from  the  usual  influenzal  syndrome. 
There  were  25  complications  in  these  20  pa- 
tients. Two  patients  showing  new  cardiac 
disease  and  3 showing  aggravation  of  pre- 
existent cardiac  disease  were  reported  as 
also  having  pneumonitis. 

The  ages  of  patients  involved  in  this 
survey  ranged  from  one  and  a half  years  to 
78  years.  Ages  were  not  provided  for  10 
patients.  Tables  2 and  3 provide  informa- 
tion concerning  age  distribution  by  type  of 
complication.  The  age  group  under  20  years 
provided  the  largest  number  of  patients, — 


Table  2 

Age  of  Patients  With  Asian  Influenza  According 
To  Type  of  Case,  Tennessee  1957 


Age  Group 

Type  oj  Case 

Total 

0-19 

20-39 

49-59 

60-79 

Unk. 

Total  patients 

Patients  without  influenza  complications 

111 

51 

32 

12 

6 

10 

or  previous  cardiovascular  disease 
Patients  with  complications  attributed 

85 

44 

27 

7 

1 

6 

to  influenza 

Patients  with  cardiac  disease  (pre-existing. 

20 

6 

4 

4 

3 

3 

not  aggravated) 

6 

1 

1 

1 

2 

1 

Table  3 

Complications 

in  20  Patients 

Having 

Asian  Influenza,  Tennessee 

1957 

Age  Group 

Complications 

Total 

0-19 

20-39 

i 40-59 

60-79 

Unk. 

Total  complications 
Cardiac  disease 

25 

6 

5 

6 

4 

4 

New 

3 

1 

1 

1 

0 

0 

Pre-existing,  aggravated 

6 

0 

0 

2 

3 

1 

Pneumonitis  (All  Cases) 

12 

4 

2 

3 

1 

2 

Neurologic  disease 

4 

1 

2 

0 

0 

1 

51.  Of  this  group  6 (12',)  showed  some 
type  of  complication.  Of  the  32  patients  in 
the  20  to  39  year  age  group,  4 patients 
(12.5' <)  exhibited  influenzal  complications. 
There  were  18  patients  over  40  years,  7 
(39'  f ) of  whom  had  complications.  This 
older  group  had  a significantly  higher  per- 
centage of  complications  than  the  group  un- 
der 40  years  of  age. 

Table  4 indicates  sex  and  color  distribu- 
tion of  the  total  sample  and  of  those  patients 
having  complications. 

Table  4 


Distribution  of  111  Patients  With  Asian  Influ- 
enza and  of  Those  With  Complications  by 
Race  and  Sex,  Tennessee,  1957 


Race  and  Sex 

Total 

Patients 

Patients  With 
Complications 

Total  patients 

111 

20 

White  male 

46 

7 

W7hite  female 

44 

8 

Negro  male 

16 

3 

Negro  female 

2 

0 

Unknown 

3 

2 

Table  5 summarizes  information  obtained 
pertaining  to  cardiac  symptoms  and  phys- 
ical, radiologic,  and  electrocardiographic 
findings  relative  to  the  heart. 

Discussion 

That  viral  infections  are  capable  of  caus- 
ing cardiologic  manifestations  of  varying 
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Table  5 

Cardiac  Symptoms,  Physical  Findings,  Roentgenologic  Findings, 
And  Electrocardiographic  Findings  According  to  Type  of  Case  of 
111  Patients  With  Asian  Influenza,  Tennessee,  1957 


Pre-Existing 

Cardiac  Pneumonitis 
Disease  Without 


Total 

Patients 

New 

Cardiac 

Disease 

Aggra- 

vated 

Not 

Aggra- 

vated 

Cardio- 

vascular 

Disease 

Neuro- 

logic 

Disease 

No 

Compli- 

cations 

Total  Patients 

111 

3 

6 

6 

7 

4 

85 

Cardiac  Symptoms 
Palpitation 

5 

2 

2 

0 

0 

0 

1 

Dyspnea  on  exertion 

24 

1 

4 

1 

0 

0 

18 

Chest  pain 

29 

2 

3 

1 

2 

0 

21 

Orthopnea 

4 

1 

2 

1 

0 

0 

0 

Nocturia 

4 

0 

3 

0 

0 

0 

1 

Edema 

2 

0 

2 

0 

0 

0 

0 

Hemoptysis 

4 

0 

2 

1 

1 

0 

0 

Aphonia  or  dysphagia 

1 

0 

0 

0 

0 

0 

1 

Physical  Findings 
Clinical  enlargement 

5 

2 

1 

2 

0 

0 

0 

Disturbances  in  rhythm 

4 

1 

2 

1 

0 

0 

0 

Distant  and  weak  heart  sounds 

2 

0 

1 

1 

0 

0 

0 

Murmurs  and/or  gallops 

2 

0 

i 

1 

0 

0 

0 

Friction  rub  (pericardial) 

1 

0 

0 

1 

0 

0 

0 

Cyanosis 

3 

1 

1 

1 

0 

0 

0 

Evidence  of  congestive  failure 

5 

0 

4 

I 

0 

0 

0 

Hypotension 

2 

0 

1 

1 

0 

0 

0 

Pericardial  effusion 

1 

0 

0 

1 

0 

0 

0 

Roentgenologic  Findings 

X-ray  performed 

21 

3 

5 

3 

7 

0 

3 

General  enlargement 

5 

2 

2 

1 

0 

0 

0 

Chamber  enlargement 

1 

0 

0 

1 

0 

0 

0 

Pericardial  effusion 

0 

0 

0 

0 

0 

0 

0 

Pleural  effusion 

1 

0 

1 

0 

0 

0 

0 

Pneumonitis 

12 

2 

3 

0 

7 

0 

0 

Electrocardiographic  Findings 

EKG  performed 

10 

2 

5 

3 

0 

0 

0 

Tachycardia 

6 

2 

2 

2 

0 

0 

0 

Arrhythmia 

4 

1 

1 

2 

0 

0 

0 

Any  degree  of  heart  block 

3 

0 

2 

i 

0 

0 

0 

T-Wave  changes 

7 

1 

4 

2 

0 

0 

0 

Decreased  amplitude  of  all  waves 

1 

0 

1 

0 

0 

0 

0 

Elevation  or  depression  of  R-ST  segment  2 

1 

0 

1 

0 

0 

0 

severity  is  fairly  well  substantiated.  Sig- 
nificant clinical,  electrocardiographic,  and 
pathologic  evidence  has  been  accumulated 
to  indicate  that  viral  diseases  such  as 
measles,  infectious  mononucleosis,  mumps, 
infectious  hepatitis,  influenza  and  other  viral 
infections  are  capable  of  causing  cardiac 
involvement.1 

That  influenza  can  cause  cardiac  mani- 
festations has  been  documented  in  cases  of 
nonbacterial  myocarditis  reported  by  Fin- 
land.- Muller3  has  recently  described  a post- 
influenzal syndrome  called  influenza  myo- 
carditis and  has  reported  6 cases.  The  syn- 
drome is  manifested  by  tachypnea,  tachy- 
cardia in  the  absence  of  fever,  cardiac  en- 
largement,  hepatomegaly,  pulmonary 
edema,  and  electrocardiographic  findings  of 
ST  segment  and  T-wave  changes. 


There  have  been  recent  references  in  the 
literature  to  myocardial  involvement  dur- 
ing infection  caused  by  the  Asian  strain  of 
Type  A influenza.4’ 5 At  least  3 cases  have 
been  reported  to  the  Communicable  Disease 
Center  and  recorded  in  their  surveillance 
reports.'  Autopsy  examination  of  fatal  cases 
reveal  typical  viral  myocarditis  with  areas 
of  necrosis  of  muscle  fibers  and  interstitial 
cellular  infiltrations.  Giles  and  Shuttle- 
worth,7  reporting  postmortem  findings  in  in- 
fluenza deaths,  were  impressed  by  the  high 
prevalence  of  cardiomegaly,  often  greater 
than  underlying  conditions  would  have  led 
one  to  expect. 

New  Heart  Disease 

There  were  3 cases  included  in  this  survey 
thought  to  represent  new  influenzal  myo- 
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cardial  involvement.  All  of  these  patients 
were  white  women,  married,  aged  19,  37, 
and  48  years.  They  showed  symptoms  typi- 
cal of  the  “influenzal  syndrome,”  i.e.,  sud- 
den onset,  fever,  headache,  sore  throat,  and 
general  malaise.  Each  exhibited  rising 
hemagglutination  titers  to  influenza  (Type 
A/J  305-57).  There  was  no  evidence  in  the 
questionnaire  that  the  3 patients  had  a his- 
tory of  previous  cardiac  disease. 

Case  1.  In  the  19  year  old  patient  there  was 
marked  tachycardia  with  palpitation,  enlargement 
of  the  heart  by  physical  examination,  and  gen- 
eralized cardiac  enlargement  as  determined  by 
radiologic  methods.  This  patient  had  a marked 
rise  in  antibody  titer  from  less  than  1:20  to  1:1,280. 
An  electrocardiogram  was  not  performed. 

Case  2.  The  second  patient,  a 37  year  old  mar- 
ried, white  woman  had  a sudden  onset  of  fever, 
general  aches,  vomiting  and  a marked  weak  feel- 
ing. In  addition,  she  complained  of  dyspnea  on 
exertion  and  chest  pain.  Chest  films  revealed  a 
pneumonitis.  An  electrocardiogram  showed  tachy- 
cardia, T-wave  changes,  and  a sagging  R-ST  seg- 
ment. The  recording  was  interpreted  as  showing 
evidence  of  recent  myocardial  damage.  Again  a 
four-fold  rise  in  titer  against  Asian  influenza  was 
demonstrated. 

Case  3.  The  last  patient  thought  to  have  myo- 
cardial damage,  a 48  year  old  white  woman,  had 
a sudden  onset  of  influenzal  symptoms,  with  palpi- 
tation, chest  pain,  and  orthopnea.  Physical  ex- 
amination revealed  an  enlarged  heart,  with  dis- 
turbances in  rhythm  and  cyanosis.  X-ray  exam- 
ination of  the  chest  showed  a boot-shaped  enlarge- 
ment of  the  heart  and  a pneumonitis.  An  electro- 
cardiogram showed  only  tachycardia  and  ar- 
rhythmia. This  patient  was  acutely  ill  and  re- 
quired hospitalization  and  oxygen  therapy.  A 
four-fold  rise  in  antibody  titer  against  Asian  in- 
fluenza was  demonstrated. 

Pre-existing  Heart  Disease 

There  were  12  patients  in  the  survey  who 
were  stated  to  have  had  pre-existing  heart 
disease.  In  the  opinions  of  the  reporting 
physicians,  6 of  these  patients  showed  ag- 
gravation of  their  disease  in  varying  de- 
grees. The  2 reported  deaths  in  the  series 
occurred  in  this  group  of  12  patients,  one 
month  and  3 months  after  the  episode  of  in- 
fluenza, both  occurring  in  elderly  patients 
with  chronic  cardiopulmonary  disease  and 
both  terminating  in  uremia. 

Pneumonitis 

Pneumonitis  was  stated  to  be  a complica- 
tion in  12  patients,  the  diagnosis  being  sup- 


ported in  each  instance  by  radiologic  evi- 
dence. This  was  by  far  the  most  frequently 
stated  complication,  occurring  in  conjunc- 
tion with  cardiac  manifestations  in  5 pa- 
tients and  alone  in  7 patients.  No  informa- 
tion as  to  possible  bacteriologic  etiology  was 
obtained.  In  the  recent  nationwide  in- 
fluenza epidemic,  pneumonia  was  reported 
as  the  most  frequent  complication  and  the 
most  frequent  cause  of  death.'1  Most  pneu- 
monias were  pneumococcal  and/or  staphy- 
lococcal,0, 8 but  there  was  postmortem  evi- 
dence of  a significant  number  having  a 
bacteriologically  sterile  hemorrhagic  inter- 
stitial pneumonia.1, 6- 8 

Holland,9  reporting  a study  of  influenza 
in  the  British  Air  Force,  found  an  incidence 
of  pneumonic  complications  in  2 to  4%  of 
170  cases  of  influenza,  90  of  whom  were 
positive  for  influenza  (Type  A/J  305-57). 
There  were  no  deaths  in  his  group. 

Neurologic  Manifestations 

The  4 patients  having  neurologic  mani- 
festations reported  in  this  survey  are  con- 
sistent with  reports  in  the  literature  of  acute 
encephalitis  and  peripheral  nerve  involve- 
ment in  association  with  Asian  influ- 
enza.' 9-12  Since  the  reporting  of  these 
cases  in  this  survey  was  unsolicited,  very 
little  information  was  obtained  concerning 
the  individual  case,  and  it  is  also  quite  pos- 
sible that  the  incidence  of  this  complica- 
tion was  much  greater  than  this  number 
would  indicate.  From  the  scant  information 
obtained,  these  cases  did  not  appear  to  be 
associated  with  equine,  St.  Louis,  or  other 
encephalitis. 

One  patient,  a 15  year  old  boy,  stated  to 
have  had  meningo-encephalitis,  had  a sud- 
den onset  of  influenza  symptoms  followed 
the  next  day  by  a severe  “meningitis-like” 
headache,  malaise,  and  nausea,  and  devel- 
oped convulsions  8 days  later.  The  patient 
recovered  uneventfully  with  only  penicillin 
therapy.  Another  patient,  a 30  year  old 
white  woman,  diagnosed  as  having  severe 
polyneuritis,  developed  an  acute  febrile  ill- 
ness with  an  associated  transient  marked 
paresis  of  both  lower  extremities,  severe 
lumbar  spasm  and  a slight  elevation  of 
protein  and  no  cells  in  the  spinal  fluid.  In- 
complete information  was  obtained  on  the 
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other  2 patients: — one,  a 22  year  old  man 
with  “neurologic  manifestations,”  the  other 
a female  of  unknown  age,  clinically  pre- 
senting a picture  of  acute  cerebellar  ataxia. 

The  results  of  this  survey  would  seem  to 
show  that  the  recent  epidemic  of  influenza 
was  not  as  innocuous  as  another  report  has 
indicated.  Podosin  and  Felton,13  reporting 
their  experience  with  the  epidemic  of  in- 
fluenza at  the  National  Boy  Scout  Jamboree, 
had  a total  of  104  complications  in  98  (16%) 
of  616  patients  thought  to  have  clinical  in- 
fluenza. Only  17  of  their  total  group  were 
proven  to  have  had  infections  by  Type  A 
influenza  (Type  A/J  305-57)  by  virus  cul- 
ture and  hemagglutination  methods.  They 
felt  the  disease  to  be  generally  mild,  with 
complications  consisting  of  pneumonitis 
(30),  otitis  media  (26),  tonsillitis  (21),  and 
acute  bronchial  asthma  (27).  Noneurologic 
or  myocardial  complications  were  noted. 
In  this  respect  it  is  of  interest  to  note  that 
the  total  number  of  deaths  and  the  death 
rate  increased  in  Tennessee  in  1957.  The 
provisional  death  rate  of  8.9  per  1,000  pop- 
ulation is  the  highest  death  rate  recorded 
since  1949.  Of  the  total  increase  of  1,848 
deaths  over  1956,  influenza  and  pneumonia 
were  directly  responsible  for  an  increase  of 
402  deaths  or  22  per  cent.  The  influenza 
epidemic  probably  was  a factor  in  the  large 
increase  of  deaths  from  diseases  of  the  heart 
and  vascular  lesions,  an  increase  of  1,192 
deaths  or  65%  of  the  total  increase.14 

Summary 

In  a survey  by  questionnaire  of  physicians 
concerning  complications  in  patients  re- 
ported during  the  recent  influenza  out- 
break in  Tennessee  showing  definite  infec- 
tions with  the  Asian  variant  of  Type  A in- 
fluenza (four-fold  increase  in  hemagglutina- 
tion titer  in  paired  sera),  42  physicians  sub- 
mitted completed  questionnaires  on  111  pa- 
tients. Twenty-five  complications  in  20  pa- 
tients (18%)  of  the  total  of  111  were  noted. 
Of  particular  interest  were  3 patients  show- 
ing evidence  of  acute  myocarditis,  and  4 pre- 
senting neurologic  manifestations.  Pneu- 
monitis was  by  far  the  most  prominent  com- 


plication, occurring  in  12  patients,  either 
alone  (7  cases)  or  in  conjunction  with  some 
type  of  cardiac  involvement  (5  cases).  Also, 
of  interest  was  the  high  percentage  of  ag- 
gravation of  pre-existing  cardiopulmonary 
disease.  Six  of  the  12  cases  of  pre-existing 
cardiac  disease  appeared  aggravated.  These 
findings  tend  to  show  that  the  infection 
caused  by  the  Asian  influenza  in  the  small 
number  of  patients  in  this  survey  was  not 
mild,  and  tend  to  lend  validity  to  the  as- 
sumption that  the  influenza  outbreak  was  to 
a large  degree  responsible  for  the  increase 
in  total  deaths  in  Tennessee  in  1957. 
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The  author  describes  surgical  approaches  available  for  the  treatment  of  retinal  detachments. 


RECENT  ADVANCES  IN  THE 
TREATMENT  OF  RETINAL 
DETACHMENT* 


FRED  A.  ROWE,  M.D.,  Manhattan  Eye,  Ear,  and  Throat  Hospital,  New  York  21,  N.  Y. 


Since  Gonin  first  described  his  treatment 
of  retinal  detachment  by  application  of 
diathermy  to  the  retinal  tear,  there  has 
been  a gradual  improvement  in  the  prog- 
nosis of  this  condition. 

After  the  diagnosis  of  a retinal  detach- 
ment has  been  made,  it  is  best  to  explain 
to  the  patient  and  family  the  surgical  pro- 
cedures used,  and  the  prolonged  postopera- 
tive care  which  the  patient  must  endure. 
In  this  way  better  cooperation  during  post- 
operative care  will  be  obtained.  It  is  also 
advisable  to  have  a comprehensive  physical 
examination,  including  an  EKG.,  by  a com- 
petent internist  or  general  practitioner. 
Not  only  will  the  internist  be  helpful  should 
any  postoperative  complications  arise,  but 
he  should  be  available  in  case  of  any  ab- 
normal cardiac  condition  during  the  long 
operative  procedure. 

A detailed  study  should  be  made  of  the 
fundus  after  full  dilation  of  the  pupil  using 
Neo-synephrine  10'  < and  scopolamine  0.2 
percent.  Should  the  pupil  be  difficult  to 
dilate,  for  example  in  apakia,  it  may  be 
helpful  to  put  a cotton  plegget  in  the  lower 
fornix  and  apply  drops  of  Neo-synephrine, 
Adrenalin,  scopolamine,  Cyclogyl,  and  atro- 
pine every  10  minutes  until  the  pupil  is 
completely  dilated. 

At  the  initial  examination  a study  should 
be  made  of  both  retinas  with  direct  oph- 
thalmoscopy. A small  sketch  of  the  land- 
marks, such  as  blood  vessels  and  detached 
areas,  should  be  made  of  the  involved  eye. 
This  will  be  especially  useful  when  the  ex- 
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animation  with  the  binocular  ophthalmo- 
scope is  begun. 

The  indirect  binocular  ophthalmoscope, 
devised  by  Dr.  Charles  Schepens  of  Boston, 
has  contributed  much  to  the  examination 
of  retinal  detachments.  With  the  binocular 
“scope”  one  can  see  a larger  retinal  field, 
making  it  possible  to  have  the  disc  and 
macula  in  the  same  view.  By  scleral  de- 
pression the  ora  serrata,  a frequent  site  of 
retinal  holes,  tears,  and  disinsertions  can 
be  seen. 

The  light  can  be  regulated  by  a rheostat 
to  a brightness  several  times  the  luminosity 
of  a giant  ophthalmoscope,  and  by  binocu- 
lar visibility  one  is  able  to  get  stereopsis, 
making  it  possible  to  see  vitreous  bands  at- 
tached to  the  retina. 

The  indirect  “scope”  is  not  without  dis- 
advantages, for  with  it  one  gets  an  inverted 
field.  There  is  also  a hand  lens  which  is 
difficult  to  keep  adjusted  to  the  proper  fo- 
cus, and  scleral  depression  is  most  uncom- 
fortable to  the  patient. 

When  examining  a patient  with  the 
Schepens  “scope”  or  the  indirect  scope,  it  is 
best  to  examine  first  in  the  sitting  position. 
By  examining  both  in  the  sitting  and  lying 
positions,  the  observer  is  able  to  detect  any 
shifting  of  fluid  levels. 

The  examiner  sits  on  the  same  level  as 
the  patient,  at  about  0.75  meter  distance. 
By  holding  the  lens  6 to  8 cm.  in  front  of 
the  patient’s  eye,  one  is  able  to  see  the  disc 
and  the  macula  at  the  same  time  when  the 
patient  looks  straight  forward. 

After  the  examination  is  completed  in  the 
sitting  position,  further  examination  is 
made  with  the  patient  recumbent.  It  is  in 
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this  position  that  a fundus  picture  is  drawn. 
A chart  printed  by  the  American  Optical 
Co.  is  used  for  fundus  drawings,  the  chart 
providing  for  both  the  right  and  left  eye. 
The  chart  is  marked  like  the  face  of  a clock: 
12,  3,  6 and  9.  A small  round  circle  in  the 
center  denotes  the  disc.  An  inner  larger 
circle  is  the  equator  of  the  globe,  a larger 
middle  circle  is  the  ora  serrata  and  the 
outer  circle  is  the  pars  plana.  With  the 
patient  in  a recumbent  position  and  the 
head  flat,  the  chart  is  placed  by  the  head 
on  the  side  of  the  eye  examined.  Twelve 
o’clock  on  the  chart  is  at  the  top,  while  6 
o’clock  is  away  toward  the  chin. 

The  patient  is  instructed  to  look  away 
from  the  light.  It  is  sometimes  advisable 
to  have  a muscle  light  for  the  patient  to  fix 
on  as  the  direction  of  gaze  can  then  be  con- 
trolled with  ease. 

While  sitting  at  the  head  of  the  patient, 
with  the  lens  in  one  hand  and  holding  the 
lids  apart  with  the  other,  the  area  of  the 
fundus  at  6 o’clock  can  be  seen. 

With  an  aphakic  patient  looking  in  the 
extreme  opposite  direction  from  the  light 
the  ora  serrata  can  be  seen  easily.  How- 
ever, in  patients  who  have  not  had  a cat- 
aract operation,  the  extreme  periphery  can 
be  seen  only  by  scleral  depression. 

After  an  examination  of  the  entire  retina, 
a fundus  picture  is  drawn  on  the  chart. 
Standard  colors  are  used  to  denote  patho- 
logic conditions:  blue,  area  of  detachment; 
light  red,  normal  attached  retina;  heavy 
red,  holes  in  the  retina;  and  green,  vitreous 
bands. 

Landmarks  such  as  blood  vessels,  vitreous 
bands,  and  retinal  folds  will  help  to  localize 
holes  and  tears  so  they  may  be  found  more 
easily  on  the  operating  table.  It  is  gen- 
erally advisable,  especially  in  complicated 
detachments,  to  do  several  short  studies 
rather  than  a single  long  continuous  one, 
which  is  tiring  to  both  the  examiner  and 
the  patient. 

After  a complete  study  of  the  detachment, 
the  surgical  procedure  of  choice  is  decided 
upon.  In  general,  there  are  now  three  dif- 
ferent types  of  surgical  procedures  used  in 
the  treatment  of  retinal  detachments. 

The  first  is  simple  diathermy,  or  retin- 
opexy.  It  is  generally  used  in  uncompli- 


cated detachments  in  which  there  is  a single 
hole  with  a small  detached  area  and  no 
vitreous  bands  or  retinal  folds. 

A 65  year  old  white  woman,  with  no  history 
of  any  trauma  and  no  clinical  signs  of  cataracts, 
was  first  seen  on  the  retinal  service  of  the  Man- 
hattan Eye,  Ear,  and  Throat  Hospital  in  May, 
1957.  She  had  been  referred  by  an  ophthalmolo- 
gist with  the  diagnosis  of  a retinal  detachment. 
The  detached  area  involved  was  predominantly 
the  upper  nasal  quadrant  with  an  operculum  tear 
at  2 o’clock. 

She  was  admitted  to  the  hospital  in  good  physi- 
cal condition.  Two  days  prior  to  operation  she 
was  put  on  complete  bed  rest.  After  pin  holes 
there  was  some  flattening  of  the  detached  area. 

During  the  operation,  under  general  anesthesia, 
the  superior  rectus  was  removed  and  the  hole 
was  localized  by  transillumination  using  the 
binocular  scope. 

Finding  the  hole  by  transillumination  on  the 
operating  table  is  one  of  the  great  advantages  of 
the  indirect  scope.  The  hole  is  located  by  the 
surgeon  while  the  assistant  places  the  diathermy, 
using  a 1 mm.  pin  in  the  area  where  the  light  is 
shining  through  the  sclera.  By  doing  such  a 
procedure,  one  can  hardly  miss  placing  the  dia- 
thermy in  the  scleral  area  corresponding  to  the 
retinal  hole. 

After  the  hole  had  been  localized,  the  area 
around  the  hole  was  walled  off  by  a continuous 
U-shaped  line  of  diathermy,  using  a 1 mm.  Walker 
pin  at  35  milli-amps.  Subretinal  drainage  was 
obtained  through  the  sclera  by  using  a 1.5  mm. 
diathermy  needle.  With  the  binocular  ophthal- 
moscope the  retina  appeared  to  be  flat  and  the 
superior  rectus  was  reattached  with  4-0  chromic 
cat  gut.  Gelfilm  was  placed  under  the  muscle 
to  prevent  excessive  adhesions  and  the  conjunctiva 
was  sutured  with  6-0  chromic  cat  gut.  Atropine 
1%  and  Chloromycetin  0.25%  drops  were  instilled 
and  both  eyes  were  covered  with  a patch  for 
the  first  4 days.  The  first  dressing  was  on  the 
second  day  postoperatively. 

The  patient  was  kept  flat  in  bed  for  one  week 
on  a liquid  diet.  During  this  period  the  legs 
were  exercised  three  times  each  day  to  prevent 
thrombophlebitis. 

After  one  week  the  head  was  elevated,  an  en- 
ema given,  and  the  patient  put  on  a soft  diet.  On 
the  9th  postoperative  day  the  patient  was  allowed 
out  of  bed,  and  on  the  18th  day  was  able  to  go 
home.  After  3 months  the  retina  was  still  com- 
pletely attached,  the  hole  was  walled  off,  and  the 
vision  20/30  with  correction. 

The  vitreous  implant,  the  most  recent  ad- 
vancement in  detachment  surgery,  was  pop- 
ularized by  Dr.  Donald  Shafer,  the  Surgeon 
Director  of  the  Retinal  Service  at  Manhat- 
tan Eye,  Ear,  and  Throat  Hospital. 

The  vitreous  may  be  obtained  either  at 
autopsy  or  from  eye  bank  eyes.  I have  been 


464 


RECENT  ADVANCES  IN  THE  TREATMENT  OF  RETINAL  DETACHMENT— Rowe  November,  1958 


collecting  my  own  supply  by  permission 
from  autopsy  cases,  considering  the  vitreous 
as  part  of  the  body  fluid. 

The  area  on  the  conjunctiva  in  which  one 
generally  removes  the  vitreous  is  under  the 
lid.  This  area  is  sterilized  by  heating  a 
knife  over  a flame  and  touching  it  to  the 
conjunctiva.  A No.  18  needle  is  inserted 
into  the  globe  to  obtain  the  vitreous,  then 
saline  is  injected  into  the  globe  to  fill  the 
cavity.  The  vitreous  is  stored  in  5 cc.  vials 
in  the  refrigerator.  Such  vitreous  may  be 
kept  for  several  years,  although  before  be- 
ing used  it  should  be  cultured  bacteriologi- 
cally.  To  date  I have  never  seen  a positive 
culture. 

Vitreous  implants  are  especially  indicated 
in  young  individuals  in  whom  it  is  not  de- 
sirable to  keep  the  polyethylene  tube  in  an 
eye  for  a number  of  years,  as  in  the  scleral 
buckle.  Also  vitreous  implants  are  useful 
in  cases  where  vitreous  bands  are  present 
causing  traction  on  the  retina.  For  some 
reason,  not  yet  known,  when  vitreous  is  in- 
jected into  a globe,  it  causes  an  absorption 
of  these  bands  and  pushes  the  retina  back 
into  place. 

The  next  case  being  presented  is  a 15  year  old 
girl  who  had  been  operated  on  for  a retinal  de- 
tachment one  year  prior  to  being  seen  October, 
1956. 

There  were  numerous  holes  at  12  and  6 o’clock 
which  appeared  to  be  sealed  by  diathermy.  There 
was  one  large  hole  in  the  macular  region  which 
was  probably  responsible  for  the  detachment. 

Under  general  anesthesia  the  conjunctiva  was 
incised  temporally  from  12  to  6 o’clock,  the  lateral 
rectus  detached,  and  the  sclera  cleared  in  this 
region.  The  hole  in  the  macula  was  visualized 
with  the  Schepens  “scope”  and  a Thermaphore 
150  F.,  applied  for  50  seconds  to  the  sclera  cor- 
responding to  the  retinal  hole  as  seen  by  trans- 
illumination. 

A sclerotomy  was  next  made  at  10  o’clock,  9 
mm.  behind  the  limbus.  Two  Dermalon  sutures 
were  placed  around  the  sclerotomy  and  1.5  cc. 
of  vitreous  injected  into  the  globe  with  a No.  18 
needle. 

Postoperatively  the  patient  was  treated  similar 
to  the  first  case. 

A month  after  the  operation,  the  retina  was 
completely  attached,  although  the  vision  was 
20/200  due  to  the  hole  in  the  macula.  After  10 
months  the  retina  was  still  attached  with  the 
visual  acuity  still  20/200. 


The  third  case  illustrates  one  which  a 
scleral  buckling  or  resection  may  be  used. 

The  patient  was  a 65  year  old  hypertensive 
woman  who  was  extremely  apprehensive  and 
nervous.  She  had  been  amblyopia  in  the  right 
eye  her  entire  life,  the  vision  being  10/200.  The 
left  eye  had  previously  been  her  good  eye  al- 
though, on  examination,  it  proved  to  have  vision 
of  hand  movements  only. 

There  was  a bullous  detachment  in  the  temporal 
half  of  the  retina,  and  an  area  of  retinal  degen- 
eration extended  from  12  to  1:30  o’clock.  There 
was  a heavy  retinal  fold  through  the  macula  re- 
gion. There  was  possibly  a hole  at  about  3:30 
o’clock. 

Because  of  the  physical  condition  of  the  patient 
and  the  scattering  of  holes,  scleral  buckling  was 
decided  upon  as  the  procedure  of  choice.  (How- 
ever, a scleral  resection  might  have  been  just  as 
good.) 

(The  technic  used  was  that  described  by  Schep- 
ens in  the  December,  1957,  Archives  of  Ophthal- 
mology.) When  the  buckle  is  posterior  to  the 
holes,  as  it  was  in  this  case  because  the  lamellar 
scleral  resection  was  made  14  to  17  mm.  posterior 
to  the  limbus,  the  patient  may  get  out  of  bed  in 
about  4 days  and  go  home  in  7 to  10  days.  Should 
the  buckle  be  anterior  to  the  holes,  the  patient 
should  stay  flat  in  bed  for  7 days  and  be  treated 
as  in  the  first  case  described. 

This  lady  was  last  seen  on  March  11,  1958,  at 
which  time  the  retina  was  attached  and  the  vision 
in  the  left  eye  was  20/70.  She  was  able  to  read 
the  newspaper  with  the  help  of  a magnifying 
glass. 

In  conclusion,  3 patients  were  presented 
with  retinal  detachments  in  which  totally 
different  surgical  procedures  were  used  in 
each. 

When  presented  with  a case  of  retinal 
detachment,  a thorough  examination  of  the 
retina  should  be  made  with  both  the  direct 
and  indirect  ophthalmoscope.  The  ora  ser- 
rata,  a frequent  site  of  retinal  holes,  cannot 
be  seen  adequately  with  the  direct  ophthal- 
moscope. 

After  a careful  study  of  the  retina,  the 
procedure  of  choice  should  be  decided  upon. 
Many  factors  may  influence  this  choice  of 
surgical  operation,  for  example:  the  age 
and  physical  condition  of  the  patient,  the 
location  of  the  retinal  holes,  condition  of 
the  vitreous,  amount  of  separation  (eleva- 
tion) of  the  retina,  patient’s  refractive  error 
and  previous  surgery. 
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Vanderbilt  Medical  School* 

Psychiatric  Aspects  of  Cushing's  Disease 

DR.  WILLIAM  ORR:  The  patient  we  are 
to  see  today  brings  up  a very  complex  prob- 
lem of  relationship  between  a physical  dis- 
ease, its  treatment  and  mental  disturbance. 
Since  the  medical  aspects  of  the  patient  are 
of  great  importance,  let  us  reverse  our  usual 
procedure  and  present  the  medical  history 
rather  than  the  social  history  first. 

DR.  MARTIN  PEPER:  This  is  the  fifth  Vander- 
bilt University  Hospital  admission  of  this  thirty- 
five  year  old  white,  divorced  female  who  enters 
with  a chief  complaint  of  tiredness  and  leg  pains. 
She  was  first  admitted  in  March  1957  with  the 
following  complaints:  (1)  easy  bruisability  of  five 
years  duration,  (2)  emotional  lability  of  the  same 
duration,  (3)  two  pathological  rib  fractures  dur- 
ing the  previous  year,  (4)  slowly-healing  leg  ul- 
cer in  December  1956,  (5)  facial  telangiectases  for 
two  or  three  years,  (6)  adiposity  of  face  and  ab- 
domen. There  was  no  evidence  of  cutaneous 
striae,  hypertension,  hypokalemic  alkalosis,  de- 
feminization, or  impaired  carbohydrate  tolerance. 
No  hematologic  defect  was  demonstrated.  Diffuse 
osteoporosis  was  present.  Steroid  studies  in  blood 
and  urine  were  characteristic  of  Cushing’s  syn- 
drome due  to  adrenocortical  hyperplasia.  Surgical 
exploration  revealed  adenomatous  hyperplasia  of 
the  left  adrenal  gland,  which  was  removed.  The 
right  gland  was  felt  to  be  normal  and  left  intact. 
The  chemical  abnormalities  persisted  postopera- 
tively.  Cobalt  irradiation  of  the  pituitary  area 
was  therefore  performed  over  a period  of  a month 
during  which  time  she  received  a total  of  4,000r. 
During  this  course  of  treatment  the  patient’s  uri- 
nary 17-hydroxysteroids  and  17-ketosteroids  fell 
to  average-normal  values,  but  at  this  time  the 
patient  began  complaining  of  generalized  weak- 
ness and  dull  pain  in  the  feet  and  legs. 

She  was  readmitted  three  times  during  the  next 
eight  months  for  re-evaluation  of  her  steroid 
status  and  each  time  completely  normal  values 
were  obtained.  However,  she  continued  to  com- 
plain of  leg  pains,  weakness,  emotional  instability, 
and  depressed  feelings.  Because  of  the  persis- 
tence of  these  symptoms  a psychiatric  consultation 
was  obtained.  The  features  of  dependency  and 
depression  were  noted,  and  she  was  referred  to 
her  local  mental  health  clinic  for  supportive 
therapy  in  a group  situation.  After  a brief  period 
she  discontinued  these  sessions  because  she  was 
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not  improving.  The  depressive  symptoms  and 
crying  spells  continued  as  did  her  complaints  of 
leg  pains  and  lethargy,  and  she  began  entertaining 
some  suicidal  preoccupations.  Chiefly  because  of 
the  latter  symptoms  she  was  admitted  to  the  psy- 
chiatric ward  at  Vanderbilt  University  Hospital 
on  July  29,  1958. 

Past  History:  Patient  is  the  second  of  three 
children,  all  girls,  one  sister  being  seven  years 
older  and  the  other  five  years  younger.  She 
states  that,  “We  all  grew  up  alone,  more  or  less.” 
She  recalls  nothing  of  her  early  childhood  and 
little  of  her  early  school  years.  Her  father  farmed 
and  is  described  as  having  been  extremely  in- 
considerate, dictatorial,  argumentative,  and  in- 
capable of  showing  affection.  He  restricted  his 
daughters’  activities  in  every  area  and  felt  that 
recreation  was  a “sin.”  At  no  time  can  the  pa- 
tient recall  that  he  gave  affection  to  his  family. 
At  first  he  was  concerned  chiefly  with  his  mother, 
and  after  her  death  his  attentions  have  become 
focused  on  one  of  his  aunts.  The  mother  is  de- 
scribed as  a dependent,  chronically  disappointed 
woman  who,  when  rejected  by  her  husband, 
turned  to  the  children  and  made  them  the  center 
of  attention.  Since  the  children  have  grown,  how- 
ever, she  has  been  unable  to  relinquish  these  feel- 
ings; and  this  has  been  particularly  noticeable 
with  respect  to  the  patient.  The  latter  is  ex- 
tremely ambivalent  towards  her  mother  and  ex- 
presses this  by  saying,  “I’d  like  to  live  farther 
away  from  mother  so  she  wouldn’t  be  able  to  pes- 
ter me  so  much,  but  I’d  feel  so  guilty  about  it. 
She  doesn’t  know  how  to  drive  and  who  would 
do  that  for  her.” 

Patient  recalls  little  of  her  schooling  until  about 
age  nine.  At  this  time  she  recalls  an  illness  in 
which  she  developed  abdominal  pains.  Her  grand- 
mother was  very  ill  at  the  time  and  both  the 
doctor,  and  the  father  felt  their  attentions  were 
needed  more  by  her  than  by  the  patient.  Even- 
tually the  pains  persisted  to  such  an  extent  that 
the  seriousness  was  impressed  on  the  physician, 
and  he  sent  her  to  a hospital  in  a neighboring 
town  via  ambulance.  Enroute  her  appendix  rup- 
tured and  the  ensuing  hospitalization  was  a long 
and  difficult  one.  Despite  the  seriousness  of 
the  patient’s  illness,  the  father  remained  at  his 
mother’s  bedside.  Following  recovery  patient  de- 
veloped an  incisional  hernia  and  was  required  to 
wear  a truss  until  about  age  15  or  16.  In  addition, 
her  physician  forbade  any  participation  in  physi- 
cal activities.  This  is  one  area  which  she  recalls 
quite  vividly  and  was  able  to  describe  her  feelings 
in  having  to  miss  participation  in  her  friends’ 
games.  She  managed,  however,  to  develop  a con- 
siderable number  of  friends  during  high  school 
and  had  no  difficulty  scholastically.  She  was 
awarded  a prize  for  her  proficiency  in  mathe- 
matics. 

Patient’s  social  life  was  restricted  mainly  to 
girl  friends  as  her  father  forbade  dating,  dancing, 
parties,  etc.  Topics  concerning  sex  were  strictly 
taboo.  However,  she  received  information  re- 
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garding  menstruation  from  her  older  sister.  Pa- 
tient denies  any  preoccupation  with  sexual  mat- 
ters and  feels  this  has  never  been  a problem. 

She  began  dating  her  husband  about  fourteen 
years  ago  and  married  him  shortly  thereafter. 
Soon  after  their  marriage  he  joined  the  Navy, 
and  they  subsequently  lived  together  only  a num- 
ber of  months  before  their  separation,  and  divorce 
three  years  later.  She  feels  that  the  original 
difficulty  began  when  he  failed  to  support  her 
and  their  daughter  properly.  Before  entering  the 
Navy  he  signed  all  of  his  acquired  money  over  to 
his  mother.  They  separated  soon  after  his  return, 
and  during  this  time  he  also  became  interested  in 
other  women.  Some  years  later  they  dated  again 
and  a reconciliation  was  discussed.  This  fell 
through  when  he  again  failed  to  consent  to  sup- 
port the  child.  He  has  since  remarried  and  lives 
in  the  same  general  community.  Although  the 
daughter  occasionally  calls  him,  he  fails  to  show 
interest  in  her. 

After  high  school  and  since  her  marriage  the 
patient  has  worked.  The  former  position  was 
with  a hosiery  mill,  and  the  latter  has  been  classi- 
fied work  for  the  Union  Carbide  Company.  De- 
tails of  her  work  cannot  be  divulged  by  the  pa- 
tient, but  it  involved  a considerable  amount  of 
computing.  She  enjoyed  her  work  a great  deal 
and  apparently  had  some  of  her  few  satisfying 
experiences  here.  Following  treatment  for  the 
Cushing’s  syndrome  she  returned  to  her  same 
position.  It  became  increasingly  difficult  for  her 
to  handle  the  computations,  and  it  finally  became 
necessary  to  relieve  her  of  her  duties.  At  first 
she  was  placed  on  work  of  a more  simple  nature, 
but  finally  this  too  became  more  than  she  could 
contend  with  and  in  January  1958.  she  was  dis- 
charged with  full  compensation. 

Together  with  her  sisters  they  have  accumu- 
lated a number  of  homes,  the  rent  of  which  pro- 
vides an  income.  This  work  has  fallen  completely 
to  the  older  sister  as  the  patient  has  become  in- 
capable of  handling  any  business  matters.  In 
other  ways,  too,  she  has  become  increasingly  de- 
pendent upon  this  sister,  a role  which  the  patient 
seems  to  resent  considerably.  The  sister,  on  the 
other  hand,  fosters  this  situation  and  repeatedly 
makes  the  patient  feel  her  dependency.  It  is  the 
sister's  feeling  also  that  the  patient’s  problem  is 
purely  a physical  one  and  that  sooner  or  later  this 
ailment  can  be  “cured.” 

Mental  Status:  Mrs.  W.  is  a round-faced,  tired 
and  discouraged  looking  white  female  with  prom- 
inent eyes.  She  is  usually  neat  in  appearance. 
There  is  some  psychomotor  retardation,  and  she 
spends  most  of  her  time  slumped  in  a chair  or 
lying  on  her  bed.  Occasionally  she  evinces  some 
interest  in  sedentary  activities  as  painting  or 
needlepoint.  Frequently  she  is  tearful  but  claims 
she  does  not  know  why.  Her  general  appearance 
is  one  of  mild  depression,  but  there  is  no  flatten- 
ing of  affect.  Her  responses  are  coherent  and 
relevant,  but  there  is  almost  no  spontaneity.  She 
is  unable  to  enter  into  a psychotherapeutic  rela- 


tionship and  continually  centers  her  productions 
around  her  physical  complaints.  Even  historical 
material  is  not  forthcoming,  and  as  for  her  child- 
hood she  states,  “I  can’t  remember  a single  thing 
before  I was  six.”  On  admission  she  was  having 
some  suicidal  ruminations,  but  these  subsided 
after  a short  time.  There  was  no  evidence  of  a 
break  with  reality. 

She  is  well  oriented  in  all  spheres.  Her  mem- 
ory for  both  remote  and  recent  events  is  rather 
spotty,  and  at  times  the  latter  is  quite  poor.  She 
retained  only  one  of  four  test  objects  and  became 
confused  during  the  100-7  test  and  began  crying. 
She  has  a fair  grasp  of  general  information. 
Judgement  is  adequate  as  tested  by  practical  situ- 
ations. Mrs.  W.  realizes  she  is  ill  and  in  need  of 
help  but  otherwise  reveals  little  or  no  insight  into 
her  illness. 

Physical  examination  as  well  as  routine  urinal- 
ysis, hemogram,  and  repeated  steroid  studies  were 
all  within  normal  limits.  Skull  films  revealed 
hyperostosis  frontalis  only.  X-rays  of  the  lumbar 
spine,  pelvis,  both  femora  and  tibiae  were  in- 
terpreted as  normal  except  for  minimal  deminer- 
alization. 

DR.  ORR:  Thank  you  Dr.  Peper.  Miriam 
McHaney,  will  you  tell  us  of  the  history  you 
obtained  from  the  family. 

MISS  MIRIAM  MeHANEY:  Social  his- 
tory information  was  secured  from  patient’s 
mother,  aged  68,  and  sister,  aged  41,  on 
8-4-58.  Both  informants  were  seen  only 
once  by  the  social  worker.  Sister  gave  the 
impression  of  being  a controlling,  dominat- 
ing person.  Sister  also  apparently  discour- 
aged mother  from  assuming  any  direct  re- 
sponsibility toward  patient  and  her  illness. 
Mother  appeared  to  be  a passive,  quite  de- 
pendent individual  with  little  self  esteem. 

Sister  refused  to  see  the  social  worker, 
insisting  that  all  information  about  the  pa- 
tient be  given  her  by  the  patient’s  psychia- 
trist. It  was  difficult  for  her  not  to  interfere 
with  treatment  plans  which  she  ultimately 
did.  Both  informants  seemed  genuinely 
fond  of  the  patient  and  concerned  about 
her.  Full  social  history  is  omitted  for  brev- 
ity, as  it  was  essentially  that  given  by  the 
patient  except  that  informants  emphasized 
the  magnitude  of  patient’s  mood  swings  in 
1956,  and  told  of  her  progressive  loss  of  re- 
cent memory.  Both  sister  and  mother  con- 
firmed the  facts  of  her  development  as 
given  by  the  patient  and  underlined  the  un- 
feelingness of  the  father  for  his  family. 

DR.  ORR:  Thank  you,  Miss  McHaney. 
You  felt  that  neither  of  your  informants  has 
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Action  from  Board  of  • The  Board  of  Trustees  of  TSMA  convened  on  October  12th, 

Trustees  Meeting  for  the  semi-annual  meeting.  It  was  held  at  the  Headquar- 

October  12,  1958  ters  Office  in  Nashville.  Business  transacted  by  the  Board 

was  as  follows: 

— Heard  a report  from  Dr.  Harmon  L.  Monroe  and  Dr.  Julian 
K.  Welch  on  a study  by  the  special  committee  for  establish- 
ment of  a General  Health  Committee  to  incorporate  some  of 
the  work  of  present  committees. 

— Approved  minor  adjustments  in  the  VA  Hometown  Care  Fee 
Schedule,  which  went  into  effect  July  1,  1958. 

— Received  a report  from  Dr.  Hollis  Johnson,  Chairman  of 
the  Committee  on  Tuberculosis.  Adopted  a resolution  pre- 
sented by  the  TB  Committee  on  the  matter  of  using  Tubercu- 
losis Hospitals  for  nontuberculous  chest  diseases. 

— Directed  that  the  Legislative  Committee  of  TSMA  seek  to 
pass  legislation  in  the  next  General  Assembly  in  keeping 
with  the  recommendations  in  the  resolution. 

— Approved  the  nine  months  financial  statement  of  the  As- 
sociation. 

— Accepted  and  approved  the  budget  for  1959. 

— Approved  a motion  wherein  the  Tennessee  State  Medical 
Association  will  sponsor  a hospitality  room  at  the  annual 
meeting  of  the  American  Medical  Association  for  the  assist- 
ance of  TSMA  delegates  to  better  coordinate  their  work  in 
the  House  of  Delegates  of  AMA. 

— Considered  suggestions  on  enlargement  of  the  headquar- 
ters office  building  to  accommodate  committee  meetings. 

— Received  a detailed  report  on  the  status  of  the  Tennes- 
see Medical  Foundation,  its  operations,  aims  and  policies. 

— Studied  a recommendation  from  the  Board  of  Directors  of 
the  Tennessee  Medical  Foundation  relative  to  establishing  a 
standing  committee  on  Tennessee  Medical  Foundation. 

— Adopted  a resolution  rejecting  the  recommendations  of 
the  Tennessee  Medical  Foundation  and  suggested  more  specific 
suggestions. 

— Approved  a recommendation  and  report  from  the  special 
advisory  committee  to  the  Scientific  Program  Committee, 
relative  to  using  guest  speakers  from  outside  the  State  at 
the  annual  meeting. 

— Heard  a report  on  the  organizational  planning  for  the 
annual  meeting  from  the  Executive  Secretary. 

— Accepted  a report  from  the  Executive  Secretary  on  the 
growing  interest  of  doctors  of  the  State  on  Social  Security. 

— Appointed  Councilor  District  Medicare  Committees  for 
the  purpose  of  mediating  disputed  Medicare  claims.  Sugges- 
tions for  such  committees  were  made  by  representatives  on 
the  Board  from  all  areas  of  the  State. 

— Approved  a report  from  Officers  of  TSMA  that  appeared 
before  the  Board  of  Trustees  of  the  American  Medical  Associ- 
ation to  discuss  the  free  choice  of  physicians  and  the  UMWA 
program  in  Tennessee. 
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— Received  a report  from  the  Secretary  of  the  Washington- 
Carter-Unicoi  County  Medical  Society  relative  to  using  pages 
of  the  JOURNAL  OF  TSMA  to  discuss  political  issues.  Adopted 
a motion  that  pages  of  the  JOURNAL  not  be  used  for  political 
discussions  and  directed  the  editor  to  carry  out  this  pol- 
icy. 

— Approved  a report  from  the  TSMA  Public  Service  Director 
on  a recent  survey  conducted  by  the  Public  Service  Commit- 
tee, upon  contributions  of  the  State's  physicians  to  their 
communities. 

— Heard  a report  from  Dr.  Joseph  W.  Johnson  on  the  grow- 
ing problems  of  insurance  and  the  uses  and  abuses  as  out- 
lined by  the  Health  Insurance  Council,  particularly  on  major 
medical  and  other  types  of  insurance. 

— Heard  a report  from  Dr.  Henry  Kirby-Smith  on  a question 
of  ethics  involving  an  area  of  the  State. 


• Plans  are  already  underway  and  arrangements  being  studied 
for  conducting  the  1959  annual  meeting  at  the  Peabody  Hotel 
in  Memphis.  With  the  growth  of  the  Association,  it  becomes 
more  difficult  each  year  to  conduct  the  annual  scientific 
meetings,  sessions  of  the  House  of  Delegates  and  meetings  of 
the  specialty  societies  in  one  hotel.  With  fifteen  spe- 
cialty societies  now  meeting  with  TSMA,  it  poses  a difficult 
problem  to  provide  space  adequate  to  conduct  this  many  meet- 
ings at  one  time.  Plans  and  details  of  the  annual  session 
will  be  brought  to  you  on  these  pages  as  they  progress.  In 
all  likelihood,  the  general  scientific  meeting  will  present 
some  guest  speakers  from  out-of-state  in  1959. 


• The  number  of  Medicare  claims  paid  to  doctors  of  Tennes- 
see for  the  first  nine  months  of  1958  totaled  9,398  and  the 
amount  of  money  paid  to  these  physicians  totaled  $753,660.- 
07.  Few  physicians  realize  the  great  number  of  doctors  par- 
ticipating in  this  program  and  the  number  of  claims  in- 
volved, plus  the  fact  that  payments  during  the  year  run  to 
considerably  more  than  a million  dollars. 


• A new  20th  edition  of  the  AMA  Directory  slated  to  be  off 
the  press  any  day.  Place  your  order  at  $35  per  copy  di- 
rectly with  the  AMA,  Directory  Department,  Chicago. 


• Help  us  with  mailing  problems.  First,  when  and  if  you 
plan  to  move  to  a new  mailing  address,  send  TSMA  new  address 
before  you  move.  This  will  help  get  stencils  changed 
promptly  and  cut  down  on  number  of  returns.  Second,  be  sure 
to  give  the  street  or  office  address  if  in  an  office  build- 
ing, so  as  to  assist  the  postoffice  in  getting  your  mail  and 
the  JOURNAL  to  you.  When  returns  come  to  TSMA,  this  delays 
your  JOURNAL  or  mail  from  this  office  as  well  as  creating  an 
additional  expense  to  your  Association. 


• How  do  you  like  the  new  AMA  News?  Every  AMA  member  now 
gets  a copy — read  it  carefully — then  send  your  comments  and 
suggestions  to  Editor  Jim  Reed,  AMA,  Chicago.  Also,  now  is 
the  time  to  reserve  your  hotel  space  for  the  AMA  Clinical 
Meeting,  Minneapolis,  December  2-5.  See  current  AMA  Jour- 
nals for  reservation  blank  and  other  meeting  details. 
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• Two  new  poison  control  centers,  in  Jackson  and  Johnson 
City,  bring  the  total  of  centers  now  operating  in  Tennessee 
to  five.  The  Jackson  Center,  located  at  the  Jackson-Madison 
County  General  Hospital,  with  Dr.  Chester  K.  Jones  as  di- 
rector, opened  the  week  of  October  20th.  The  Johnson  City 
Center,  under  the  direction  of  Dr.  James  R.  Bowman,  was 
scheduled  to  begin  operations  November  15th.  It  is  located 
at  Johnson  City  General  Hospital. 

• The  Jackson  Center  will  function  as  an  information  center 
for  doctors  and  hospitals  in  these  counties:  Madison,  Harde- 
man, McNairy,  Hardin,  Decatur,  Chester,  Henderson,  Haywood, 
Crockett,  Gibson,  Carroll,  Benton,  Henry,  and  Weakley. 

Johnson  City's  center  will  serve  Washington,  Sullivan, 
Greene,  Unicoi,  Johnson,  and  Carter  Counties. 

The  Chattanooga  Poison  Control  Committee  announces  that 
it  plans  to  have  its  center  in  operation  by  January  1.  The 
program  calls  for  treatment  centers  to  be  located  at  Baron- 
ess Erlanger  and  Children's  Hospitals,  with  the  information 
center  at  Children's  Hospital.  Dr.  Homer  Venters  is  Direc- 
tor of  the  center. 

• The  following  editorial  appeared  in  the  Jackson  Sun,  Oc- 
tober 9,  following  the  release  to  news  media  of  the  results 
of  the  TSMA  survey  of  the  extent  to  which  physicians  con- 
tribute to  their  communities. 

"Tennessee  doctors,  the  state  medical  association  re- 
ports, are  large  contributors  to  the  welfare  of  their  com- 
munities. 

Figures  compiled  from  a recent  survey  include  replies 
from  some  2,200  of  the  2,700  doctors  on  the  association 
rolls. 

These  figures  show  that  Tennessee  doctors  in  a year  give 
$9,171,000  in  free  medical  service.  They  also  give  $2,992,- 
000  to  various  charities. 

Adding  to  these  figures  the  time  donated  by  doctors  to 
teaching  in  the  state's  three  medical  schools,  the  associa- 
tion finds  that  contributions  totaling  nearly  $13  million 
are  made  by  Tennessee  doctors  to  their  communities. 

The  free  medical  service  also  serves  to  save  Tennessee 
taxpayers  some  three  million  dollars  annually  which  would 
have  to  be  paid  by  the  state  for  indigent  care. 

Nor  do  these  figures  represent  any  of  the  many  other  con- 
tributions our  doctors  make,  the  time  they  spend  in  civic 
activities,  the  time  they  give  to  their  churches,  the  many 
other  demands  they  answer. 

The  Tennessee  State  Medical  Association  has  done  well  to 
report  on  its  survey,  letting  us  get  a truer  picture  of  the 
place  our  doctors  fill  in  the  welfare  of  our  communities." 


PHS  to  Resume 
Salk  Education 
Program 


Tennessee  Reports 
Polio,  Flu 
Incidence  Down 


AMA  Committee 
Seeks  immunization 
Data 


AMA  Booklets 
Distributed 
To  Rural  Groups 


• The  U.  S.  Public  Health  Service,  disappointed  at  lack  of 
progress  in  the  public  education  campaign  of  last  winter  and 
spring  in  getting  more  people  inoculated  against  polio,  has 
announced  a new  educational  program.  The  American  Medical 
Association,  the  National  Foundation,  the  Advertising  Coun- 
cil and  PHS  will  cooperate  in  promoting  the  campaign. 

Surgeon  General  Burney  notes  an  increase  in  paralytic 
cases  among  children  under  five  in  certain  states,  including 
Texas,  Virginia,  and  West  Virginia.  He  also  reports  that 
one-third  of  the  nation's  under-forty  population  has  re- 
ceived no  vaccine,  while  only  some  47  per  cent  in  this  age 
group  has  not  had  the  basic  three  injections. 

AMA  has  urged  state  and  local  medical  societies  to  con- 
tinue promotion  of  Salk  vaccination  programs  through  organi- 
sation of  community  clinics  and  provision  of  vaccination  at 
minimal  cost. 

• The  number  of  polio  cases  in  Tennessee  this  year  has 
shown  a definite  decrease,  according  to  figures  revealed  by 
Dr.  C.  B.  Tucker,  Chief  of  the  Division  of  Preventable  Dis- 
ease, Tennessee  Department  of  Public  Health. 

As  of  the  end  of  October,  97  cases  of  polio  have  been  re- 
ported, compared  to  140  cases  for  the  same  period  last  year. 
Of  the  97  cases  this  year,  43  were  paralytic. 

Only  about  one-fourth  as  many  cases  of  flu  have  been  re- 
ported to  the  state  health  department  for  the  period  August 
1 to  October  25  as  compared  to  the  same  period  last  year. 

The  figures:  8,175  cases  for  the  three-month  period  this 
year;  31,129  cases  for  the  same  period  in  1957. 

Tennessee  can  expect  an  upsurge  in  flu  cases,  but  the  in- 
cidence this  year  will  not  be  nearly  so  severe  as  last 
year's  epidemic,  according  to  Dr.  Tucker. 

® A committee  on  immunization  of  the  AMA's  Council  on  Med- 
ical Services  is  making  a survey  of  medical  societies  to 
gather  information  on  how  flu  immunization  programs  were 
conducted  last  year.  The  committee  is  working  toward  de- 
veloping a stand-by  mass  immunization  program  which  will  en- 
able it  to  assist  state  and  county  medical  societies  in  the 
event  such  a program  should  become  necessary. 

® Requests  for  more  than  3,000  copies  of  the  AMA  "Family 
Health  Record"  and  "Personal  Identification  Health  Cards" 
have  been  processed  by  the  Public  Service  Office  for  distri- 
bution to  rural  families  through  County  Home  Demonstration 
Agents.  This  distribution  of  the  material  was  made  possible 
through  the  cooperation  of  Miss  Sue  Mayo,  Nutritionist, 
Agriculture  and  Home  Economics  Extension  Service,  University 
of  Tennessee. 

Physicians  interested  in  obtaining  a supply  of  these 
handy  and  informative  booklets  and  cards  may  do  so  by  re- 
questing them  from  the  Public  Service  Office. 
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genuine  insight  into  the  complexity  of  the 
problem? 

MISS  McHANEY:  That  is  true,  but  I be- 
lieve that  it  is  more  significant  that  the  sis- 
ter really  rejected  the  mental  aspects  de- 
spite the  fact  that  she  was  being  admitted 
to  a psychiatric  division. 

DR.  ORR:  Dr.  Kirk,  you  administered  the 
psychological  examination. 

DR.  VIRGINIA  KIRK:  Yes,  and  as  Mrs. 
W.  became  disturbed  quite  easily  during 
the  examination,  the  testing  had  to  be 
spread  over  three  sessions,  August  4,  14  and 
18,  1958,  in  order  for  her  to  complete  it 
without  becoming  too  anxious  or  depressed. 

On  the  Wechsler  Adult  Intelligence  Scale: 


Verbal  Scale 

I.Q. 

102 

Performance  Scale 

I.Q. 

93 

Full  Scale 

I.Q. 

98 

The  patient’s  score  in  the  Comprehension 
subtest  was  5 points  higher  than  the  mean 
of  the  rest  of  the  tests.  This  was  the  only 
test  where  the  score  fluctuated  very  much 
from  the  mean.  Her  lowest  score  was  in 
the  Block  Design  test.  From  a quantitative 
standpoint  the  patient  seems  to  show  a gen- 
eralized organic  brain  damage  which  is  not 
very  severe,  but  which  is  devastating  to 
the  patient  because  of  her  constant  intro- 
spection and  awareness  of  some  deficit.  It 
is  very  difficult  for  me  to  estimate  what  her 
premorbid  intellectual  level  was,  but  from 
the  quality  of  her  best  responses  and  from 
her  history  I would  expect  her  to  have  been 
functioning  at  a level  of  about  an  I.Q.  of 
120.  Koh’s  Blocks  brought  out  a very  typi- 
cal organic  reaction.  The  patient’s  re- 
sponses to  the  Similarities  test  were  ex- 
ceedingly concrete.  Her  difficulty  with  arith- 
metic problems  was  not  as  severe  objec- 
tively as  she  felt  subjectively.  She  was 
quite  upset  over  not  being  able  to  give  the 
right  answers  to  some  of  the  more  compli- 
cated problems  in  fractions.  The  patient 
did  rather  poorly  with  Picture  Completion 
and  Picture  Arrangement  subtests  and 
showed  difficulty  with  the  gestalt  of  the  in- 
complete pictures  suggesting  mild  organic 
brain  damage. 

On  the  Rorschach  test  the  patient  gave  46 
responses  in  25  minutes.  The  patient  in- 
creased the  number  of  her  responses  in  all 
emotionally  loaded  cards.  Cards  II,  III, 


VIII,  IX  and  X account  for  all  of  the  cards 
with  more  than  three  responses  each.  Fifty 
per  cent  of  her  responses  were  given  to  the 
last  three  cards.  This  extreme  emotional 
liability  is  consistent  with  the  presence  of 
organic  brain  damage,  although  it  is  not 
necessarily  the  result  of  it.  The  patient’s 
manner  of  perceiving  details  without  elab- 
orating them  very  well  and  frequently 
perseverating  her  perceptions  from  one  card 
to  the  next  are  consistent  with  an  organic 
brain  syndrome.  She  uses  some  obsessive- 
compulsive  techniques,  but  chiefly  her 
anxiety  piles  up  in  a way  which  is  char- 
acteristic of  patients  who  have  physical  dif- 
ficulties and  anxiety  associated  with  the 
presence  of  illness  of  some  sort.  She  very 
likely  shows  some  tendency  toward  over- 
reacting to  physical  difficulties  at  times.  She 
cannot  use  fantasy  activity  very  well  and 
tries  to  hold  her  social  control  too  rigidly 
along  acceptable  lines.  If  she  could  allow 
herself  to  be  a little  more  spontaneous  she 
could  be  more  comfortable  with  people,  but 
she  is  quite  concerned  about  what  people 
think  of  her  and  does  not  stand  criticism 
very  well. 

This  patient  does  not  appear  so  much 
depressed  as  anxious  and  irritable  because 
of  her  organic  brain  syndrome. 

On  the  Bender  Visual  Motor  Gestalt  Test 
the  patient  compensated  very  well  for  her 
difficulty  in  perceiving  the  forms,  but  when 
she  came  to  the  last  two  diagonal  designs 
she  had  a great  deal  of  difficulty  in  turning 
the  corners  of  the  diamond  designs  and 
showed  confusion  such  as  is  seen  in  pa- 
tients with  organic  brain  damage.  When 
she  took  the  diamond  form  alone  she  could 
copy  it  fairly  well. 

Her  Drawings  of  house  and  tree  and  per- 
son are  consistent  with  an  anxiety  reaction 
associated  with  organic  brain  damage. 

DR.  ORR:  Thank  you,  Dr.  Kirk.  We  will 
now  hear  the  summary  of  her  nursing  care. 

MISS  RUTH  BURMEISTER:  Mrs.  W.  was 
accompanied  to  the  psychiatric  division  by 
a nurse  from  the  medical  ward,  from  which 
she  was  transferred.  At  this  time  she  ap- 
peared tense  and  nervous,  and  within  a short 
time  began  to  cry  quietly.  She  was  coop- 
erative with  the  ward  admission  routine  in 
a rather  quiet,  submissive  manner,  although 
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she  continued  to  cry  throughout  this  pro- 
cedure. 

Mrs.  W.  is  a fairly  attractive  young 
woman  who,  when  she  smiles,  appears 
slightly  younger  than  her  age.  On  first 
meeting  her,  one  receives  the  impression  of 
a little  girl  who  is  very  sad  and  trying  very 
hard  to  be  good.  She  is  slender  but  not 
undernourished.  Her  weight  of  120  pounds 
has  been  maintained  during  her  hospitaliza- 
tion. Appetite  has  varied  from  a complete 
refusal  of  food  to  overeating.  She  has  re- 
marked, “Sometimes  I just  eat  and  eat  and 
never  seem  to  get  satisfied.” 

Her  reaction  to  the  other  patients  has 
been  generally  pleasant  but  remains  rather 
distant.  She  interacts  poorly  with  most  of 
the  patients  and  initiates  little  conversation 
with  them.  In  small  groups  of  two  or  three 
she  appears  capable  of  relaxing,  but  larger 
groups  seem  to  overwhelm  her  and  she 
quickly  retreats  to  the  sanctuary  of  her 
x'oom.  Patients  who  display  evidence  of 
confusion,  agitation  or  bizarre  thinking 
seem  to  frighten  her  and  she  stays  away 
from  them  as  much  as  possible. 

Mrs.  W.  has  participated  in  the  prepara- 
tion of  meals,  often  volunteering  her  help 
when  she  is  not  specifically  assigned  to  this 
task.  She  states  that  she  does  not  know 
much  about  cooking  and  then  proceeds  to 
move  ahead  without  too  much  direction  or 
instruction.  She  seems  more  relaxed  when 
thus  occupied,  or,  for  that  matter,  when  en- 
gaged in  any  activity  in  which  she  uses  her 
hands. 

She  has  participated  in  very  few  of  the 
ward  activities,  giving  as  an  excuse  a lack 
of  knowledge  of  the  activity  or  fatigue.  She 
works  on  needlepoint,  reads,  or  paints,  all 
of  which  is  done  in  her  room.  She  occasion- 
ally watches  TV  in  the  evenings,  but  seems 
unable  to  concentrate  on  this  for  more  than 
about  thirty  minutes  at  most. 

With  the  nursing  staff  Mrs.  W.  has  been 
very  pleasant — almost  too  consistently  nice. 
She  seems  more  relaxed  and  at  ease  when 
one  of  the  nurses  is  within  “reaching”  dis- 
tance. 

She  expresses  a great  deal  of  concern 
about  her  own  illness  and  continues  to  com- 
plain consistently  about  her  fatigue  and  leg 
pains.  She  expresses  a great  amount  of 


anxiety  about  her  memory  loss  and  was 
concerned  about  her  results  in  the  psycho- 
logical testing. 

Mrs.  W.  continues  to  be  unable  to  sleep 
without  sedation  and  regularly  requires  a 
repeat  dosage.  In  addition,  she  takes 
analgesics  at  all  waking  hours  because  of 
her  leg  pains. 

During  her  hospitalization  she  has  im- 
proved to  the  extent  that  her  marked  se- 
clusiveness  and  crying  spells  have  lessened 
somewhat.  However,  she  continues  to  re- 
main passively  cooperative  with  the  ward 
routine,  remains  quiet  and  non-communica- 
tive  for  the  most  part.  In  addition,  there  is 
no  change  in  her  complaints  regarding  her 
fatigue  and  pains. 

DR.  ORR:  Thank  you,  Miss  Burmeister, 
may  we  see  the  patient  now? 

(Mrs.  W.  comes  to  the  conference  room.) 

DR.  ORR:  Mrs.  W.,  these  are  staff  mem- 
bers of  the  hospital,  most  of  whom  you  al- 
ready know.  We  are  all  interested  in  your 
situation  so  that  we  may  be  able  to  help 
you.  How  are  you  feeling? 

MRS.  W.:  I'm  just  tired  all  the  time  and 
my  legs  ache  so,  ’til  I can  hardly  stand  it 
sometimes. 

DR.  ORR:  Can  you  tell  me  a little  about 
that? 

MRS.  W.:  After  I had  my  operation  last 
year  I felt  just  fine.  Later,  while  I was  re- 
ceiving cobalt  treatments  I began  feeling 
tired,  as  if  I didn’t  have  any  energy.  This 
has  continued  for  almost  one  and  a half 
years  now  and  doesn’t  seem  to  improve. 

DR.  ORR:  In  what  other  ways  did  you  not 
feel  well? 

MRS.  W.:  I couldn’t  do  anything  the  way 
1 wanted  to  and  I had  no  interest  in  any- 
thing. I had  to  push  myself  to  do  my  house- 
work, and  my  daughter,  who  needs  me  very 
much,  was  neglected  because  I wasn’t  up  to 
it. 

DR.  ORR:  How  have  your  spirits  been? 

MRS.  W.:  I’ve  been  quite  blue  during  this 
entire  time  and  I cry  a lot. 

DR.  ORR:  You  cry  a lot? 

MRS.  W.:  Yes,  I just  start  crying  some- 
times and  don’t  even  know  why.  I worry 
about  not  being  able  to  do  anything,  can’t 
concentrate,  and  I forget  things.  At  times 
I’ve  thought  that  if  there  wasn’t  going  to 


November,  1958 


STAFF  CONFERENCE 


469 


be  any  improvement  I couldn’t  face  going 
on. 

DR.  ORR:  Couldn’t  face  going  on? 

MRS.  W.:  Yes,  during  the  last  weeks  be- 
fore coming  to  the  hospital  I had  some  ideas 
about  ending  it  all  but  since  being  here  I 
haven’t  had  them. 

DR.  ORR:  Any  difficulty  sleeping  or  eat- 
ing? 

MRS.  W.:  Yes,  I can’t  get  to  sleep,  wake 
up  several  times  a night  and  can’t  get  back 
to  sleep.  My  appetite  is  poor  and  I have  to 
make  myself  eat. 

DR.  ORR:  You  mentioned  that  you  tend 
to  forget  things  and  have  difficulty  con- 
centrating. Can  you  tell  me  about  that? 

MRS.  W.:  I seem  to  forget  everything.  If 
I read  an  article  I have  to  keep  going  back 
to  remember  what  I’ve  read.  When  I watch 
TV  I dont  remember  enough  of  the  begin- 
ning of  the  program  to  enjoy  it.  At  home 
I couldnt  remember  where  I had  placed 
things  or  if  I had  paid  the  bills. 

DR.  ORR:  Are  these  some  of  the  reasons 
why  you  stopped  working? 

MRS.  W.:  Yes,  I couldn’t  handle  figures 
any  more  and  would  get  confused.  They 
were  very  nice  and  let  me  do  jobs  that 
didn’t  require  any  calculating,  but  even 
those  jobs  made  me  nervous  and  they  let 
me  go. 

DR.  ORR:  I’m  sure  you’ve  thought  a great 
deal  about  your  illness.  What  do  you  feel 
is  the  problem? 

MRS.  W.:  I just  don’t  know.  I was  feel- 
ing so  good  after  my  operation.  But  then 
when  they  started  those  treatments  I started 
getting  so  tired  and  my  legs  ached.  Unless 
it’s  tied  up  with  the  Cushing’s  disease  or 
the  treatment  I just  don’t  know. 

DR.  ORR:  Are  there  any  questions  you 
would  like  to  ask? 

MRS.  W.:  Just  how  long  do  you  think 
I’ll  have  to  stay  here? 

DR.  ORR:  I can’t  answer  that.  Your 
doctor  will  have  to  decide  that  by  the  way 
in  which  you  get  along.  Anything  else? 

MRS.  W.:  No. 

DR.  ORR:  Well,  thank  you  for  talking  to 
us  Mrs.  W.  I hope  you’ll  be  feeling  better 
soon. 

Discussion 

DR.  ORR:  Even  though  it  may  be  maudlin 


to  do  so,  I can’t  help  but  be  struck  by  the 
pathos  of  this  situation.  Here  is  an  intelli- 
gent young  woman  who  had  an  unpleasant 
life  until  a few  years  ago  when  she  achieved 
external  success  of  a sort  and  probably  in- 
ternal success  also.  At  this  time  she  has  a 
disease  which  is  “cured,”  and  she  is  left  an 
emotional  cripple.  Were  it  not  for  her  hav- 
ing the  Cushing’s  disease  she  would  not  be 
a cripple.  Of  equal  significance  in  her  pres- 
ent state  is  the  fact  that  had  she  experienced 
a more  satisfactory  and  stable  total  life  sit- 
uation the  rather  moderate  brain  damage 
would  not  nave  been  devastating.  Topping 
this  is  the  guardianship  of  her  autocratic 
sister.  All  in  all  things  look  quite  grim. 

Dr.  Peper,  we  have  discussed  together  a 
number  of  times  the  question  of  what  may 
be  the  primary  cause  of  her  organic  brain 
disease.  Tell  us  what  you  have  found  in  the 
literature. 

DR.  PEPER:  I am  not  sure  whether  her 
organic  brain  impairment  is  in  some  way 
related  to  the  Cushing’s  syndrome  itself  or 
due  to  radiation  damage.  Trethowan  and 
Cobb  reported  the  case  of  a twenty-five  year 
old  woman  in  which  organic  changes  were 
demonstrated  by  mental  status  examina- 
tion, lumbar  puncture,  and  pneumoencepha- 
lograms prior  to  treatment  for  her  Cushing’s 
disease.  Although  there  was  some  response 
in  her  mental  symptoms  following  therapy, 
evidence  of  cerebral  involvement  remained. 

Several  workers  have  reported  evidence 
of  organic  brain  damage  following  pituitary 
irradiation.  Brain  and.  Northfield  both  had 
cases  in  which  mental  deterioration  fol- 
lowed irradiation,  but  the  former’s  case  re- 
ceived 6,000r  while  the  latter’s  was  given  a 
total  of  7,000r  in  two  divided  periods.  Buys 
and  others  have  mentioned  damage  to  the 
optic  chiasm  due  to  radiation.  The  clinical 
and  pathological  features  of  necrosis  of  the 
brain  following  radiation  therapy  have  been 
reviewed  by  Pennybacker  and  Russell.  They 
state  that  the  clinical  effects  may  appear 
suddenly  and  progress  to  a point,  or  they 
may  come  on  gradually  and  lead  to  death. 
In  all  of  their  cases  there  was  a long  latent 
period  between  radiation  treatment  and  the 
onset  of  clinical  signs  of  necrosis,  the  short- 
est interval  being  nine  months.  It  is  there- 
fore of  significance  in  our  particular  case  to 
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note  that  the  patient  was  already  complain- 
ing of  her  symptoms  while  cobalt  therapy 
was  being  given.  In  view  of  what  was  just 
said  the  time  relationship  would  hardly 
point  to  radiation  injury.  Furthermore,  the 
total  amount  of  radiation  is  important  and 
the  4,000r  Mrs.  W.  received  is  well  recog- 
nized as  a safe  dosage.  Horrax  brings  up 
this  particular  question  as  to  the  advisabil- 
ity of  irradiation  because  of  possible  brain 
damage  and  states  that  in  all  the  years  they 
have  been  following  their  patients  no  evi- 
dence has  ever  been  disclosed  to  support 
such  an  assumption.  The  amount  of  radia- 
tion delivered  to  the  pituitary,  as  was  the 
case  with  Mrs.  W.,  was  always  kept  well 
below  that  to  which  normal  brain  cells 
would  be  sensitive. 

DR.  ORR:  Thank  you.  Dr.  Peper. 

It  would  seem  from  all  this  that  cerebral 
changes  can  be  a concomitant  feature  of 
Cushing’s  syndrome  as  suggested  by  Tretho- 
wan  and  Cobb’s  case,  and  organic  brain  dis- 
ease has  not  been  reported  from  pituitary 
radiation  in  dosages  similar  to  that  which 
our  patient  received. 


In  summary,  here  we  find  a patient  who 
quite  possibly  has  no  more  organic  brain 
involvement  than  may  be  found  in  all  Cush- 
ing’s disease  (were  it  looked  for).  With 
Mrs.  W.  her  basic  personality  make  up,  how- 
ever, was  such  that  she  was  unable  to  adapt 
to  it  and  displayed  frank  psychiatric  dis- 
ease. 
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The  Reproductive  Characteristics  of  Diabetic  Men: 
David  Babbott,  M.D.,  Alan  Rubin,  M.D.,  and  J. 
Silas,  M I).,  Diabetes  7:33,  January-February, 
1958. 

The  authors  interviewed  167  married  man  suf- 
fering from  diabetes  mellitus,  who  were  chosen 
at  random  from  two  outpatient  clinics.  The  data 
were  compared  with  those  obtained  by  similarly 
interviewing  a control  population  selected  at  ran- 
dom from  among  married  non-diabetic  men  at- 
tending an  outpatient  dental  clinic.  The  incidence 
of  conceptions,  abortions,  premature  births,  still- 
births, live  births,  sex  ratio  of  offspring  and  birth 
weights  of  offspring  of  these  patients’  wives  was 
compared  in  the  two  groups.  No  evidence  was 
found  to  support  the  thesis  that  the  children  of 
diabetic  men  differ  discernibly  at  birth  from  those 
of  normal  men.  (Abstracted  for  the  Tennessee 
Diabetes  Association  by  Charles  A.  Rosenberg, 
M.D.,  Memphis,  Tenn.) 
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Pericholecystic  Abscess* 

J.  H.  Kier,  M.D.,  and  R.  D.  Gourley,  M.D. 

Case  Presentation:  A 60  year  old  married  farmer 
was  admitted  to  the  hospital  for  the  first  time 
because  of  anorexia,  weakness  and  weight  loss  of 
five  to  six  months’  duration.  Seven  months  prior 
to  admission  he  was  treated  by  his  local  physician 
for  swelling  of  his  legs  with  some  improvement. 
He  claimed  a weight  loss  of  50-80  lbs.  during  the 
past  6 months  following  a “cold.”  There  were 
occasional  episodes  of  vomiting  of  recently  in- 
gested food.  No  history  of  hematemesis  was 
elicited.  His  family  stated  that  his  alcohol  intake 
has  been  heavy  for  the  past  40  years. 

Physical  Examination:  Examination  revealed  a 
poorly  nourished,  unkempt,  apathetic,  chronically 
ill,  jaundiced,  white  man.  A large  ecchymotic 
area  was  present  over  the  left  flank.  The  ab- 
domen was  soft  and  nontender  with  a smooth  liver 
edge  palpable  6 to  7 fingers  below  the  right  costal 
margin.  The  prostate  was  hard  and  nodular.  There 
was  a 2 + ankle  edema.  The  temperature  was  98 
F,  the  pulse  130,  and  respiration  16.  The  blood 
pressure  was  90/60. 

Laboratory  Data:  Examination  of  the  blood  re- 
vealed a Hgb.  of  6.5  Gm.  per  100  ml.,  a red  cell 
, count  of  2,050,000  and  hematocrit  of  16.  The  white 
cell  count  was  15,450  with  76%  neutrophiles  and 
11%  monocytes  and  13%  lymphocytes.  The  blood 
smear  showed  target  cells,  basophilic  stippling, 
and  toxic  granulation  of  the  polymorphonuclear 
cells.  The  urine  examination  showed  a 1+  bili- 
rubin, 1:256  urobilinogen  and  was  negative  for 
sugar  and  albumin  with  a specific  gravity  of  1.009 
and  2+  bacteria.  The  fasting  blood  sugar  was 
111  mg.  and  blood  urea  nitrogen  30  mg.  per  100 
cc.,  prothrombin  54%,  serum  bilirubin  2.28  mg.  %, 
acid  phosphatase  .03  units,  alkaline  phosphatase 
5.6  units,  thymol  turbidity  1.3  units,  cephalin 
flocculation  3+,  transaminase  44  units.  CO<  was 
35.5,  serum  chloride  84,  serum  potassium  2.4  and 
serum  sodium  132  mEq/L.  The  feces  was  brown 
and  guaiac  negative.  A blood  culture  taken  on 
the  third  day  of  admission  was  negative.  Serolog- 
ical tests  for  syphilis  were  negative. 

X-Ray:  Film  of  the  chest  on  the  third  hospital 
day  demonstrated  elevation  of  both  leaves  of  the 
diaphragm  and  linear  bands  of  diminished  aera- 
tion at  the  right  base.  A plain  film  of  the  ab- 
domen revealed  gaseous  distention  of  stomach 
and  large  and  small  bowel.  An  additional  finding 
was  a sharply  outlined  density  in  the  right  upper 
quadrant  with  several  areas  of  radiolucency  in  the 
inferior  portion. 

*From  the  Medical  and  Laboratory  Services  of 
the  Veterans  Administration  Medical  Teaching 
Group  Hospital  (Kennedy),  Memphis,  Tenn. 


Hospital  Course:  The  patient  was  given  a high 
protein  liquid  diet,  streptomycin  and  penicillin, 
intravenous  glucose  and  whole  blood.  There  were 
daily  temperature  elevations  with  a maximum  of 
103.4  twenty  hours  prior  to  death.  A blood  am- 
monia on  the  third  hospital  day  was  1.25  mg. /ml. 
On  the  fifth  day  the  patient  complained  of  severe 
abdominal  pain  at  which  time  the  abdomen  was 
tympanitic  and  diffusely  tender  to  deep  palpation. 
Ten  hours  after  this  episode  he  was  found  dead 
in  bed. 

DR.  J.  H.  KIER:  An  alcoholic  patient 
such  as  this,  with  hepatomegaly  and  some 
abnormal  liver  function  tests,  might  well 
have  cirrhosis.  His  weight  loss,  though, 
seems  excessively  rapid  for  uncomplicated 
cirrhosis.  Also,  the  circumscribed  ab- 
dominal mass  on  X-ray  plus  the  sudden 
terminal  pain  and  abdominal  findings  are 
not  easily  accounted  for,  so  that  cirrhosis 
seems  unlikely  as  the  entire  explanation. 

Hepatomas  not  infrequently  develop  in 
cirrhotic  livers.  In  primary  hepatoma,  fever 
is  more  common  than  in  any  other  gastro- 
intestinal malignancy,  and  weight  loss  and 
hepatomegaly  are  usually  encountered. 
However,  in  an  instance  with  hepatoma  ex- 
tensive enough  to  cause  emaciation  and 
death  and  with  the  bilirubin  already  ele- 
vated, one  would  expect  in  this  man  to  find 
considerable  elevation  of  the  alkaline 
phosphatase.  In  a large  percentage  of  pa- 
tients with  hepatoma  the  alkaline  phospha- 
tase is  increased  even  before  the  bilirubin 
begins  to  rise.  The  sudden  death  noted  in 
this  patient  is  not  the  picture  usually  seen 
in  hepatic  neoplasm.  Primary  hepatoma, 
then,  does  not  seem  likely.  From  a sta- 
tistical standpoint,  metastatic  carcinoma  to 
the  liver  is  20  times  more  common  than 
primary  carcinoma.  This  patient’s  prostate 
was  said  to  be  hard  and  nodular.  Could  he 
then  have  had  metastatic  spread  from  a 
prostatic  carcinoma?  First  of  all,  my  re- 
marks above,  about  primary  hepatoma 
would  also  apply  to  metastatic  carcinoma  to 
the  liver  and  mitigate  against  it.  In  addi- 
tion, the  absence  of  acid  phosphatase  ele- 
vation would  be  considerably  against  this 
diagnosis.  Metastatic  spread  may  occur  to 
the  liver  in  prostatic  carcinoma,  but  most 
usually  it  spreads  to  lymph  nodes  and  bone. 
The  hard  areas  in  the  prostate  could  have 
been  indurated  areas  due  to  chronic  prosta- 
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titis  or  possibly  calcified  nodules.  This  diag- 
nosis then  we  can  probably  discount. 

The  patient  had  fever,  white  blood  cell 
count  elevation  with  a shift  to  the  left,  and 
toxic  granulations  in  the  white  blood  cells. 
These  factors  certainly  suggest  an  infectious 
process.  When  we  consider  a man  with  such 
evidence  of  infection,  plus  an  elevated 
diaphragm  and  a density  in  the  right  upper 
quadrant  containing  radiolucent  areas,  an 
abscess  readily  comes  to  mind.  We  know 
that  both  hepatic  and  other  intra-abdominal 
abscesses  may  have  a very  insidious  history 
and  when  prolonged  may  result  in  marked 
weight  loss  and  considerable  anemia.  The 
sudden  terminus  with  sever  pain  and  a dif- 
fusely tender  abdomen  suggests  the  rupture 
of  such  an  abscess  intraperitoneally.  How- 
ever, even  though  the  diagnosis  is  narrowed 
down  to  an  abscess,  several  possibilities  re- 
main. 

Pyogenic  liver  abscess  is  less  common 
since  antibiotics  help  prevent  spread  of  in- 
tra-abdominal suppurative  processes  to  the 
liver.  In  considering  the  possibility  of  a 
pyogenic  abscess,  it  is  helpful  to  distinguish 
between  single  and  multiple  abscesses. 
Multiple  liver  abscesses  usually  follow  a 
known  suppurative  condition  in  the  ab- 
domen. The  onset  is  acute  with  chills, 
fever,  and  a rather  marked  elevation  of  the 
white  count.  Death  frequently  occurs  with- 
in two  to  four  weeks.  This  patient,  on  the 
contrary,  had  an  insidious  onset,  no  chills, 
a prolonged  course  and  only  a moderate 
leucocytosis.  This  is  more  like  the  course 
of  a solitary  abscess,  which  may  become 
chronic  and  last  for  months.  Therefore,  if 
we  postulate  a pyogenic  liver  abscess  in 
this  man.  it  is  more  likely  to  have  been  a 
solitary  one.  The  multiple  radiolucencies 
within  the  right  upper  quadrant  density 
probably  do  not  represent  gas-filled  ab- 
scesses. Multiple  abscesses  are  usually 
much  more  widely  scattered.  Because  of 
their  close  grouping  and  their  location  on 
the  X-ray,  I feel  they  probably  represent 
gallstones.  Perhaps  they  are  the  cause  of 
this  man’s  demise.  For  the  moment,  how- 
ever, let  us  forget  about  the  gallstones  and 
see  how  the  idea  of  a chronic,  solitary,  pyo- 
genic abscess  will  stand  up  under  scrutiny. 
I have  mentioned  that  the  long  course,  in- 


sidious onset  and  fever  without  chills  are 
common.  Most  of  these  patients  with 
chronic  abscesses  lose  a great  deal  of  weight. 
In  long-standing  cases  anemia  is  the  rule. 
It  is  normochromic  and  normacytic,  as  in 
this  patient,  and  may  be  severe,  averaging 
3,000,000  RBC  in  one  large  series,  with 
counts  as  low  as  1,800,000.  The  enlarge- 
ment of  the  liver,  especially  in  an  upward 
direction,  is  typical.  Usually  some  pain  and 
tenderness  is  present,  but  not  always,  and 
besides  the  patient  was  described  as  being 
apathetic.  Liver  function  tests  are  usually 
not  altered  unless  an  abscess  compresses  a 
large  bile  duct.  We  do  not  have  enough 
liver  function  tests  in  this  man  to  say 
clearly  whether  the  jaundice  is  obstructive 
or  parenchymal.  Nevertheless,  1 feel  that 
the  function  test  derangements  are  at  least 
consistent  with  a pyogenic  abscess.  The 
usual  complication  of  solitary  liver  abscess 
is  rupture,  but  generally  this  is  into  ad- 
jacent organs,  especially  the  lung.  Because 
of  pre-rupture  adhesions,  free  intraperi- 
toneal  rupture  occurs  infrequently. 

I have  stated  that  if  a liver  abscess  is 
present,  it  is  probably  a solitary  one.  Is  this 
fact  of  importance?  From  the  standpoint 
of  its  source,  it  is.  In  suppurative  appendi- 
citis and  other  causes  of  spread  by  the 
portal  vein  the  abscesses  are  usually  mul- 
tiple. This  is  true  also  of  biliary  obstruc- 
tion with  resulting  suppurative  cholangitis. 
On  the  other  hand,  extension  of  infection 
from  contiguous  structures  usually  causes  a 
solitary  abscess.  Gastric  or  duodenal 
ulcers  may  perforate,  may  form  subphrenic 
abscesses,  and  these  abscesses  may  then 
penetrate  into  the  liver.  In  this  patient, 
though,  there  is  no  history  to  suggest  an 
ulcer  or  perforation.  Pancreatic  suppura- 
tion may  on  rare  occasions  spread  to  the 
liver  but  absence  of  preceding  pain  would 
be  unusual.  Spread  from  a preceding  chole- 
cystitis would  be  the  most  common  of  the 
methods  of  direct  extension.  If  we  postu- 
late a single  pyogenic  liver  abscess  in  a 
patient  who  seems  to  have  gallstones  on  X- 
ray,  certainly  the  origin  of  the  abscess  from 
an  infected  gallbladder  would  be  the  most 
reasonable  explanation. 

To  continue  a consideration  of  hepatic  ab- 
scess, would  an  amebic  abscess  be  more 
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likely  than  a pyogenic?  Solitary  lesions  are 
more  characteristic  of  the  amebic  type  and  a 
prolonged  course  is  more  frequent  than 
with  the  pyogenic.  The  degree  of  weight 
loss,  the  white  count  elevation,  and  the 
anemia  are  just  as  compatible  with  a chronic 
amebic  abscess  as  a pyogenic.  Amebic  ab- 
scesses may  occasionally  rupture  intra- 
peritoneally.  The  lack  of  a history  of  diar- 
rhea is  of  little  importance,  as  many  pa- 
tients with  amebic  abscess  have  no  altera- 
tion in  bowel  habits.  Amebic  abscess  is 
about  three  times  as  common  as  pyogenic, 
according  to  Ochsner  and  DeBakey.  Despite 
this  fact,  the  radiolucent  areas  which  I in- 
terpret as  probable  gallstones  would  lead 
me  to  diagnose  pyogenic  rather  than  amebic 
abscess.  However,  the  radiolucencies  in 
X-ray  seem  to  be  within  the  localized  area 
of  increased  density.  I am  therefore  postu- 
lating that  this  dense  area  is  an  abscess 
cavity  with  thick  fibrotic  walls.  If  so,  and 
gallstones  are  in  the  same  area,  it  is  possi- 
ble that  this  may  be  a pericholecystic  ab- 
- scess  without  necessarily  having  involved 
the  liver.  I will  discuss  this  in  more  detail 
later. 

This  brings  us  to  a discussion  of  sub- 
phrenic  abscesses.  This  designation  in- 
cludes both  those  abscesses  between  the 
diaphragm  and  liver  and  those  subhepatic 
ones  adjacent  to  the  underside  of  the  liver, 
since  the  subphrenic  space  is  bounded  above 
by  the  diaphragm  and  below  by  the  trans- 
verse colon  and  transverse  mesocolon.  Sub- 
phrenic  abscesses  may  come  from  a lung  ab- 
scess or  a distant  site,  but  in  the  great 
majority  of  cases  come  from  a suppurative 
source  within  the  abdomen.  The  stomach, 
appendix,  and  biliary  tract  are  usually  the 
sites  of  origin.  The  onset  is  often  abrupt 
or  follows  as  a continuation  of  a known  in- 
tra-abdominal process  such  as  a ruptured 
ulcer,  gallbladder  or  appendix.  However, 
in  one  large  series  from  the  Massachusetts 
General  Hospital  the  onset  was  insidious 
in  30%,  and  16%  of  the  abscesses  were  over 
4 months’  duration  before  a diagnosis  was 
made.  In  instances  where  a subphrenic  ab- 
scess becomes  chronic  the  things  I said 
initially  about  chronic  liver  abscesses,  such 
as  weight  loss,  fever,  anemia,  etc.,  apply. 
Therefore,  the  existence  of  a subphrenic  ab- 


scess seems  a strong  possibility,  but  exactly 
what  kind? 

One  type  of  abscess  that  may  become  sub- 
phrenic in  location  is  the  perinephric.  This 
starts  either  as  a hematogenous  spread  from 
a distant  suppurative  site  or  by  rupture  of 
renal  suppuration  into  the  perirenal  tissues. 
From  this  site  it  most  commonly  extends  be- 
neath the  muscles  of  the  loin  but  may  also 
infiltrate  upward  to  become  a subphrenic 
abscess.  The  onset  is  frequently  insidious, 
and  it  may  persist  for  months.  The  psoas 
shadow  is  not  necessarily  obliterated  on  X- 
ray.  Most  of  the  findings  in  our  patient  are 
consistent  with  chronic  perinephric  abscess 
and  the  normal  urine  does  not  rule  it  out.  A 
lateral  X-ray  of  the  abdomen  may  have 
helped  us  to  distinguish  between  a pos- 
teriorly located  perinephric  abscess  or  one 
more  anteriorly  located  in  the  gallbladder 
region.  This  diagnosis,  therefore,  remains 
a possibility.  However,  since  it  is  less  com- 
mon statistically  than  other  sources  of  sub- 
phrenic abscess  and  since  nothing  points  to 
it  in  a clear-cut  fashion,  I conclude  that  it 
is  unlikely. 

Statistics  vary  concerning  the  three 
organs  usually  involved  in  subphrenic  ab- 
scess, the  stomach,  appendix  and  biliary 
tract.  An  early  series  showed  30%  from  the 
appendix,  but  in  a more  recent  large  series 
the  appendix  was  not  the  common  site  of 
origin,  probably  because  of  the  frequent  use 
of  antibiotics.  The  biliary  tract  was  the 
most  frequent  source.  An  insidious  onset, 
such  as  our  patient  had,  would  seem  un- 
likely if  the  appendix  or  stomach  was  the 
point  of  origin,  since  perforation  of  these 
organs  is  usually  a fairly  acute  process  and 
the  pain  is  severe.  If  a gallbladder  perfor- 
ates, the  symptoms  and  signs  may  be  more 
insidious,  since  a gallbladder  perforation  is 
more  easily  walled  off.  This  fact,  plus  the 
radiologic  appearance,  that  suggests  a gall- 
stone-containing abscess,  leads  me  to  feel 
the  gallbladder  is  the  probable  source  of  a 
subphrenic  abscess  in  this  man.  A gall- 
bladder that  has  become  gangrenous  may 
rupture  into  an  adjacent  organ  or  into  the 
free  peritoneal  cavity,  but  a pericholecystic 
abscess  forms  much  more  frequently.  One 
might  suspect  that  all  patients  would  have 
pain,  but  4%  of  100  patients  at  Boston  City 


474 


CLINICOPATHOLOGIC  CONFERENCE 


November,  1958 


Hospital  with  perforated  gallbladders  had 
no  history  of  pain,  and  in  12G  on  abdominal 
examination  no  tenderness  was  elicited.  In 
this  same  series  8%  of  the  patients  had 
chronic  abscesses  longer  than  three  months’ 
duration. 

My  diagnosis,  then,  is  that  this  man  had 
chronic  gallbladder  disease,  that  a stone  be- 
came impacted  in  the  cystic  duct  and  that 
a gangrenous  gallbladder  developed.  The 
gallbladder  then  perforated  slowly  into  the 
surrounding  tissues  so  that  a pericholecystic 
abscess  was  formed.  This  abscess  was  of 
long  standing  and  will  probably  be  well- 
walled  off.  Over  the  several  months  that  it 
was  present  the  patient  had  weight  loss, 
anemia  and  fever,  and  the  final  episode  was 
a sudden  rupture  of  this  walled-off  abscess 
into  the  general  peritoneal  cavity.  This 
caused  the  death  of  the  patient. 

The  liver  function  tests  and  physical  ex- 
amination were  not  specific  enough  to  make 
a diagnosis  of  cirrhosis.  Nevertheless,  this 
patient  may  well  have  some  degree  of  cir- 
rhotic change.  He  will  probably  at  any  rate 
show  fatty  metamorphosis,  due  to  a com- 
bination of  his  alcoholic  background  and 
the  poor  nutrition  present  for  several 
months  before  his  death. 

Anatomical  Findings 

DR.  R.  D.  GOURLEY:  At  autopsy  the 
principal  findings  were  limited  to  the  ab- 
domen. When  opened,  the  peritoneal  cavity 
was  found  to  contain  approximately  300  cc. 
of  cloudy  yellow  fluid.  The  stomach  and 
the  entire  small  bowel  were  markedly 
dilated,  and  a fine  fibrinous  exudate  coated 


the  entire  serosal  surface  of  the  bowel.  The 
liver  extended  two  to  three  centimeters  be- 
low the  right  costal  margin  and  was  a light 
yellow  color.  Microscopically  it  showed 
severe  fatty  metamorphosis.  In  the  area  of 
the  gallbladder  there  was  a necrotic  mass. 
When  this  was  explored,  it  was  found  to  be 
a multi-locular  abscess  cavity  which  con- 
tained approximately  250  cc.  of  purulent 
material  and  several  faceted  gall  stones. 
This  abscess  was  continuous  with  the  lumen 
of  the  gallbladder  through  a perforation  in 
its  wall.  Sections  of  the  gallbladder  showed 
the  wall  to  be  scarred  and  heavily  infiltrated 
with  both  acute  and  chronic  inflammatory 
cells.  Portions  of  the  wall,  near  the  area  of 
perforation,  were  completely  necrotic  and 
the  normal  anatomic  layers  could  not  be 
distinguished. 

The  prostate  showed  benign  hyperplasia. 
The  other  organs  revealed  only  moderate 
congestive  changes. 

As  Dr.  Kier  has  so  accurately  predicted  in 
his  discussion,  this  represents  a case  of  acute 
and  chronic  gallbladder  disease,  with 
perforation  of  the  wall  of  the  gallbladder 
by  stones,  and  the  formation  of  a perichole- 
cystic abscess  which  finally  ruptured  into 
the  peritoneal  cavity  causing  a generalized 
peritonitis  and  death. 

Final  Anatomical  Diagnoses 

1.  Acute  and  chronic  cholecystitis  with 
cholelithiasis  and  perforation  with  peri- 
cholecystic abscess  formation. 

2.  Generalized  peritonitis  with  paralytic 
ileus. 

3.  Fatty  metamorphosis,  liver. 


Paperchromatography,  a Simple  Method  for  the 
Differentiation  of  Sugar  in  the  Urine:  G.  R. 
Constam,  M.D.,  Diabetes  7:36,  January-Febru- 
ary,  1958. 

The  author  describes  the  technique  of  paper- 
chromatography as  it  applies  to  the  differentia- 
tion of  sugars  in  the  urine.  By  utilizing  this  rel- 
atively simple  technique  one  may  differentiate  be- 
tween glycosuria  and  other  forms  of  benign 
melituria  without  resorting  to  complicated  chem- 
ical tests.  (Abstracted  for  the  Tennessee  Diabetes 
Association  by  Charles  A.  Rosenberg,  M.D.,  Mem- 
phis, Tenn.) 
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President's  Page 

VOCATIONAL  REHABILITATION 


It  seems  that  we 
have  reached  the 
point  where  there  are 
so  many  meetings  to 
attend,  that  we 
scarcely  have  time  to 
look  after  our  prac- 
tice. There  is  one 
meeting  held  each 
fall  that  I like  to  at- 
tend. It  is  the  Med- 
ical Advisory  Committee  to  the  Division  of 
Vocational  Rehabilitation.  It  is  good  busi- 
ness to  get  the  disabled  on  their  feet  and 
back  to  work.  With  our  help,  and  that  of 
other  professional  and  business  groups,  this 
can  be  accomplished  in  many  cases. 

Following  are  some  of  the  accomplish- 
ments last  year  of  the  Vocational  Rehabili- 
tation Program.  From  July  1957,  until  July 
1958,  there  were  2.055  handicapped  men  and 
women  returned  to  productive,  useful  jobs 
through  Vocational  Rehabilitation  services. 
One  was  a man  who  lost  both  legs  and  one 
arm  in  an  accident.  Another  was  a double 
arm  amputee,  and  four  were  double  leg 
amputees.  Many  were  arthritics,  cardiacs, 
hard  of  hearing,  mentally  and  emotionally 
disturbed,  and  mentally  retarded.  There 
were  many  with  other  disabling  diseases 
or  injuries.  These  2,055  people  will  earn  in 
excess  of  $3,000,000  in  their  first  full  year  of 
employment,  yet  before  rehabilitation  serv- 
ices were  provided  for  them,  83%  were  un- 
employed and  17%  were  only  marginal 
wage  earners  with  an  average  income  of  $24 
per  week.  Sixty-four  per  cent  of  this  group 
were  dependent  upon  either  public  or 
private  relief,  or  on  their  families,  when  re- 
ferred to  Vocational  Rehabilitation.  Slightly 
more  than  one  half  of  this  group  required 
physical  restoration  services,  for  which  the 
Division  spent  over  Vi  million  dollars  for 
medical  treatment,  surgery  and  hospitaliza- 
tion. Approximately  30%  had  to  be  trained 
for  a productive  job,  and  the  Division  spent 
almost  Vs  million  dollars  for  training  and 
maintenance  last  year.  Another  20%  re- 
quired counciling,  guidance,  job  selection 


and  placement  in  order  to  become  self-sup- 
porting citizens.  This  was  accomplished 
with  less  than  $320  per  person  in  case  serv- 
ice cost.  This  is  a very  worthwhile  pro- 
gram and  we  can  be  proud  that  we,  as  phy- 
sicians, have  had  an  important  role  in  such 
accomplishments. 

Vocational  Rehabilitation  has  not  solved 
all  the  problems.  There  are  many  more 
disabled  people  who  could  be  helped  by 
these  services.  We  can  continue  to  con- 
tribute to  this  endeavor  with  no  more  ef- 
fort than  being  aware  that  the  program 
exists,  and  by  referring  our  patients  who 
need  these  services  to  the  Rehabilitation 
Counselor. 

Most  of  us  in  the  practice  of  medicine, 
have  patients  with  disabilities  of  a stable 
or  slowly  progressive  nature  which  pre- 
vents them  from  working,  but  who  could  be 
useful  if  someone  devoted  time  toward  that 
goal.  These  patients  should  be  referred  to 
Vocational  Rehabilitation. 

We  have  referred  patients  whose  disabili- 
ties can  be  improved  or  corrected  by  sur- 
gery or  treatment,  but  too  often  we  fail  to 
refer  those  whose  disabilities  have  already 
been  corrected  as  nearly  as  possible,  yet 
they  may  still  be  handicapped  and  need 
special  help  in  returning  to  work.  To  bet- 
ter serve  our  own  patients  and  to  more  ac- 
tively help  the  Vocational  Rehabilitation 
Program,  we  should  refer  our  patients  who 
are  unable  to  work  because  of  permanent 
disability  resulting  from  disease  or  injury, 
to  the  Rehabilitation  Counselor. 

May  I suggest  that  you  get  acquainted 
with  your  Vocational  Rehabilitation  Coun- 
selor. If  you  don’t  know  how  to  contact 
him,  write  the  State  Vocational  Rehabilita- 
tion Office  in  Nashville  for  the  name  of  the 
Counselor  who  serves  your  county. 


James  C.  Gardner 
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EDITORIAL 


HOSPITAL  HOBOES 

It  is  difficult  even  for  a physician  to  ac- 
cept the  fact  that  there  are  individuals  who 
deliberately  gain  admission  to  hospitals  for 
a feigned  illness  which  involves  repeated 
and  often  painful  diagnostic  and  therapeutic 
procedures.  For  a layman  this  sounds  like 
a preposterous  situation.  Yet  occasionally 
seen,  and  with  increasing  frequency,  is  this 
group  of  strange  characters  suffering  with 
the  Munchausen  syndrome.  These  patients 
like  Baron  Munchausen  have  traveled  far 
and  come  forth  with  stories  which  although 
dramatic  are  mostly  false.  They  are  not 
seeking  narcotics. 

Clarke  and  Melnick1  report  three  cases 
seen  in  London,  England.  The  first  patient, 
a 38  year  old  woman,  had  from  1944  to  1950, 
at  least  six  laparotomies,  ventriculograms, 

’Clarke,  E.,  and  Melnick,  S.  C.:  The  Munchausen 
Syndrome  or  the  Problem  of  Hospital  Hoboes,  Am. 
J.  Med.  25:6,  1958. 


electroconvulsive  treatment,  and  actually  a 
leucotomy  in  1952.  The  second  patient,  a 
36  year  old  woman,  presented  nervous  sys- 
tem symptoms  for  which  she  had  had  sev- 
eral neurological  investigations,  including 
ventriculograms,  and  actually  a mastoidec- 
tomy. The  third  case,  a man  who  had  neuro- 
logical complaints  which  resulted  in  ex- 
tensive diagnostic  neurological  procedures. 

After  publication  of  this  report,  the  au- 
thors received  numerous  letters  from  doc- 
tors who  had  been  completely  duped  by 
these  same  individuals. 

The  British  authors  note  that  although  a 
few  cases  have  been  reported  in  the  United 
States1'  they  believe  it  possible  that  some  of 
the  instances  are  spawned  by  the  British 
welfare  state  of  free  health  service. 

“The  typical  patient  presents  himself  at 
a hospital  as  an  acute  emergency  and  usu- 
ally has  a lurid  yet  plausible  medical  his- 
tory which  is  later  found  to  be  completely 
false  and  fabricated.  There  may  be  organic 
signs  which  are  either  congenital  or  long- 
standing, and  they  serve  to  suggest  the 
validity  of  the  clinical  picture.  After  fruit- 
less investigations  with  or  without  surgical 
operations,  a diagnosis  cannot  be  made,  and 
the  patient  eventually  discharges  himself 
and  goes  to  another  hospital  where  the  pro- 
cess is  repeated.” 

In  general  the  symptomatology  is  one  of 
four  main  groups: 

(1)  Abdominal  type:  where  the  pain  may 
result  in  confusion  and  repeated  sur- 
gery. 

(2)  Bleeding  type:  where  hemorrhage 

may  be  complained  of,  or  simulated 
or  induced. 

(3)  Neurologic  type:  where  the  symptoms 
result  in  multiple  diagnostic  pro- 
cedures or  therapeutic  attempts  as 
outlined  above. 

(4)  Cutaneous  type:  where  factitious  le- 
sions are  produced. 

Naturally  these  patients  are  psychopaths, 
but  the  exact  nature  of  the  personality  prob- 
lem is  not  clear. 

It  may  be  the  result  of  the  desire  to  be  the 
focus  of  attention  or  perhaps  a way  of  try- 

chapman,  J.  S.:  Peregrinating  Problem  Pa- 
tients— Munchausen  Syndrome,  J.A.M.A.  165:927, 
1953. 
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ing  to  put  a member  of  the  profession  to  a 
lot  of  trouble.  Some  may  use  this  device 
as  a means  of  hiding  from  the  police  or  as  a 
means  of  obtaining  lodging.  More  often 
the  personality  is  that  of  a schizophrenic  or 
one  afflicted  with  masochism. 

Just  as  hoboes  mark  for  their  fellow  trav- 
elers signs  to  avoid  dogs,  unreceptive  house- 
holds and  unfriendly  police  systems,  by  well 
recognized  signs  on  fences,  houses,  or  pub- 
lic buildings,  so  do  members  of  the  Mun- 
chausen clan  avoid  hospitals  which  have 
had  previous  experiences  with  their  ilk. 

It  is  sad  to  realize  that,  although  we 
emphasize  in  our  teaching  the  great  value 
of  history  taking,  in  this  instance  belief  in 
the  history  obtained  results  usually  in  a 
diagnostic  error.  It  serves  to  emphasize, 
however,  that  although  here,  as  always,  we 
ask  questions  and  gather  objective  physical 
evidence  from  each  patient  we  encounter, 
in  the  final  analysis  the  observer  who  can 
properly  filter  and  analyze  the  facts  will 
ordinarily  reach  the  correct  conclusion.  One 
should  think  about  the  Munchausen  syn- 
drome, and  search  for  a possible  hospital 
hobo  when  “clinical  reflexes”  do  not  make  a 
proper  synapse. 

A.  W. 

* 

PROGRESSIVE  PATIENT  CARE 

One  need  not  reiterate  that  the  expansion 
of  hospitalization  has  moved  at  an  astound- 
ing rate  leading  to  shortages  in  hospital  beds 
in  some  areas,  shortage  of  nurses  almost  uni- 
versally, shortages  in  house  officers,  as  well 
as  shortages  in  ancillary  personnel, — tech- 
nicians and  the  like.  That  this  trend  will 
continue  and  actually  increase  goes  without 
saying.  Continued  growth  of  hospital  insur- 
ance, higher  proportions  of  chronic  illnesses, 
and  the  need  for  hospitalization  for  “diag- 
nostic surveys”  required  by  new  gadgets 
conspire  to  continue  the  great  use  of  the 
hospital.  A “Forand  bill”  and  others  of  the 
same  ilk  will  add  the  final  fillip. 

The  question  that  plagues  anyone  who 
thinks  of  the  problem — rocketing  costs  of 
hospitalization,  shortages  of  beds  and  per- 
sonnel— is,  “Where  do  we  go  from  here?” 

The  U.  S.  Public  Health  Service  has  been 
giving  much  thought  to  this  problem  and 
has  issued  a brochure  entitled,  “Elements 


of  Progressive  Patient  Care.”  Any  reader 
who  is  taking  a part  in  hospital  planning 
for  his  community  should  refer  to  this 
brochure  with  the  idea  of  going  to  sources 
for  aid  in  planning  for  the  hospital  of  the 
future. 

The  thoughts  expressed  and  points  made 
in  this  brochure  will  be  recognized  as  being 
logical  and  probably  the  forerunner  of 
changes  in  hospitalization  of  the  future.  It 
suggests  a break  with  the  tradition  that 
every  hospital  patient  should  have  his  tray 
served  to  him,  that  his  back  should  be 
rubbed,  that  a bed-bath  should  be  given,  and 
his  respiratory  rate  be  recorded  four  times 
daily.  Though  much  of  this  has  gone  by 
default  in  some  places,  it  is  high  time  for 
some  changes. 

The  U.  S.  Public  Health  Service  study 
breaks  up  the  patient  load  into  five  cate- 
gories. 

(1)  Intensive  Care.  Services  for  the  crit- 
ically ill  are  being  currently  set  up  in  some 
hospitals.  It  is  said  that  10%  of  patients  in 
a general  hospital  fall  into  this  category. 
In  areas  for  such  care  are  concentrated 
teams  of  highly  trained  nurses  and  tech- 
nicians who  aid  the  house  officers  in  giving 
emergency  care,  be  it  the  postoperative  pa- 
tient or  one  with  myocardial  infarction. 
Here  can  be  concentrated  new  instruments 
and  apparatus  for  emergency  use  rather 
than  being  brought  from  a center  a half  a 
block  away  to  a patient’s  room  as  under  the 
present  custom. 

(2)  Intermediate  Care.  About  50$  of  pa- 
tients in  the  general  hospital  need  this, 
representing  the  average  patient  as  we  see 
him  in  everyday  practice.  This  patient 
needs  a moderate  amount  of  nursing  during 
the  recovery  period  of  say,  pneumonia,  or 
after  uncomplicated  surgical  treatment.  The 
greatest  number  of  patients  are  discharged 
from  such  a unit. 

(3)  Self-Care.  In  such  a unit  one  would 
find  the  patient  in  for  diagnostic  study,  or 
the  one  who  might  be  transferred  from  the 
Intermediate  Care  unit  because  of  the  de- 
sirability of  convalescence  under  observa- 
tion. In  such  a unit  one  can  visualize  a 
hotel-type  of  life,  the  patient  going  to  the 
dining  room  and  needing  little  nursing  at- 
tention, possibly  provided  by  practical 
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nurses.  It  is  estimated  that  20%  of  patients 
fall  into  this  category.  (This  might  even  be 
greater  in  some  medical  centers.  Variations 
of  this  type  of  service  have  been  used  suc- 
cessfully in  certain  large  clinics  for 
decades.) 

(4)  Long-Term  Care.  About  20V  of  pa- 
tients are  said  to  fall  into  a category  in 
which  care  could  be  given  in  an  environ- 
ment akin  to  the  nursing  home,  though  at- 
tached to  a general  hospital.  Here  the  pa- 
tient may  need  a minimum  of  close  nursing 
supervision,  being  pretty  much  “on  his 
own,’’  but  would  offer  an  ideal  situation  for 
rehabilitation,  physiotherapy  and  prolonged 
observation. 

(5)  Home  Care.  This  does  not  need 
emphasis  in  this  editorial  for  it  is  not  re- 
lated to  the  hospital  problem.  Its  im- 
portance is  not  to  be  minimized,  and  on 
these  pages  in  the  past  home  care  has  been 
discussed  as  related  to  the  chronically  ill 
and  the  aged  especially.  This  is  a need  for 
every  community. 

The  type  of  hospital  planning  reviewed 
here,  or  variations  of  it,  make  a lot  of  sense. 
It  is  obvious  that  the  per  diem  cost  will  vary 
widely  as  between  these  several  units,  be- 
cause of  the  type  of  hospital  personnel 
needed  and  the  equipment.  After  all,  hos- 
pital staff  is  one  of  the  major  items  in  the 
cost  of  hospitalization.  Such  planning 
should  not  only  reduce  the  cost  of  illness  for 
the  patient,  but  should  also  affect  the  pre- 
mium rates  for  hospitalization  insurance,  be 
a partial  answer  to  the  shortages  of  certain 
types  of  personnel,  and  reduce  the  per  bed 
cost  of  hospital  construction  in  certain  areas 
of  new  hospitals.  As  a physician  one  can 
also  see  the  highly  desirable  benefits  which 
would  accrue  in  the  mental  health  and  psy- 
chologic reactions  of  many  patients  in  the 
chronically  ill  category.  The  period  of  in- 
validism, the  self-pity  and  tendency  to  “hos- 
pitalitis”  would  be  markedly  affected  in  cer- 
tain patients  by  assignment  at  once  to  the 
Selj-care  or  Long-term  units,  where  the  pa- 
tient would  eat  and  mingle  with  others  hav- 
ing chronic  disease  and  learning  by  observa- 
tion that  many  adjust  to,  and  remain  happy 
with  some  severe  impediment.  This,  to  the 
doctor  would  seem  to  be  a most  valuable 


though  intangible  asset  to  this  type  of  hos- 
pital planning. 

It  seems  likely  that  in  the  future  we  will 
see  a departure  from  the  old  traditional  hos- 
pital with  which  we  are  familiar. 

R.  H.  K. 

* 

Special  Item 

Discussion  of  Grievance  Committees* 

Thomas  F.  Frist,  M.D.,  Nashville,  Tenn. 

May  I begin  my  discussion  of  Grievance 
Committees  in  a rather  unusual  way,  by 
reading  from  a lecture  given  by  Dr.  Benja- 
min Rush  to  the  University  of  Pennsylvania 
on  February  7,  1789.  I would  like  to  em- 
phasize to  you  that  this  was  delivered  more 
than  160  years  ago.  Dr.  Rush  said  in  part: 

“Let  me  advise  you,  in  your  visits  to  the  sick, 
never  to  appear  in  a hurry,  nor  to  talk  of  indif- 
ferent matters,  before  you  have  made  the  neces- 
sary inquiries  into  the  symptoms  of  your  patient’s 
disease. 

“Avoid  making  light  of  any  case.  ‘Res  pice 
flnem’  should  be  the  motto  of  every  indisposition. 
There  is  scarcely  a disease  so  trifling,  that  has  not, 
directly  or  indirectly,  proved  an  outlet  to  human 
life.  This  consideration  should  make  you  anxious 
and  punctual  in  your  attendance  upon  every  acute 
disease,  and  keep  you  from  risking  your  reputa- 
tion by  an  improper  or  hasty  prognosis. 

“Do  not  condemn,  or  oppose,  unnecessarily,  the 
simple  prescriptions  of  your  patients.  Yield  to 
them  in  matters  of  little  consequence,  but  main- 
tain an  inflexible  authority  over  them  in  matters 
that  are  essential  to  life. 

“Preserve,  upon  all  occasions,  a composed  or 
cheerful  countenance  in  the  room  of  your  patients, 
and  inspire  as  much  hope  of  a recovery  as  you 
can,  consistent  with  truth,  especially  in  acute  dis- 
eases. The  extent  of  the  influence  of  the  will  over 
the  human  body  has  not  yet  been  fully  ascer- 
tained. 

“Make  it  a rule  never  to  be  angry  at  anything 
a sick  man  says  or  does  to  you.  Sickness  often 
adds  to  the  natural  irritability  of  the  temper.  We 
are,  therefore,  to  bear  the  reproaches  of  our  pa- 
tients with  meekness  and  silence.  It  is  folly  to 
resent  injuries  at  any  time,  but  it  is  cowardice  to 
resent  an  injury  from  a sick  man,  since,  from  his 
weakness  and  dependence  upon  us,  he  is  unable 
to  contend  with  us  upon  equal  terms.  You  will 
find  it  difficult  to  attach  your  patients  to  you  by 
the  obligations  of  friendship  or  gratitude.  You 
will  sometimes  have  the  mortification  of  being 
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deserted  by  those  patients,  who  owe  most  to  your 
skill  and  humanity.  This  led  Dr.  Turner  to  advise 
physicians  never  to  choose  their  friends  from 
among  their  patients.  But  this  advice  can  never 
be  followed  by  a heart  that  has  been  taught  to 
love  true  excellency,  wherever  it  finds  it.  I 
would  rather  advise  you  to  give  the  benevolent 
feelings  of  your  hearts  full  scope  and  to  forget  the 
unkind  returns  they  will  often  meet  with,  by  giv- 
ing to  human  nature — a tear.” 

Perhaps  you  wonder  why  I would  read 
this  article,  written  so  many  years  ago,  as 
an  introduction  to  my  talk  concerning 
Grievance  Committees.  I hope  you  are  as 
greatly  impressed  with  this  article  as  I.  To 
me,  the  most  impressive  fact  is  that  after 
160  years,  the  basic  principles  of  a good 
doctor,  remain  the  same.  Science  may  come 
and  go;  new  discoveries  in  diagnosis  and 
treatment  are  developed  and  utilized  only 
to  shortly  become  obsolete,  to  be  replaced 
by  even  greater  truths  and  findings  of  re- 
search. But  no  matter  what  accomplish- 
ments Science  makes,  the  basic  character- 
istics of  the  good  physician  will  always  re- 
main the  same:  that  of  integrity,  strong 
character,  culture,  intelligence,  unselfish- 
ness and  an  inquisitive  mind. 

These  things  must  never  be  allowed  to 
become  obsolete,  for  just  as  surely  as  they 
do,  there  will  be  a disintegration  and  de- 
terioration and  ruination  of  the  Medical 
Profession  and,  in  turn,  of  civilization,  just 
as  the  fall  of  the  great  cultures  of  old,  when 
they,  too,  lost  their  basic  principles. 

It  seems  to  me  that  there  are  several  ways 
in  which  the  Medical  Profession  can  pre- 
serve these  age  old  Hippocratic  principles: 
First,  greater  attention  must  be  paid  to  se- 
lecting students  to  study  medicine  who,  by 
their  heritage  and  actions,  have  exhibited 
these  important  characteristics,  rather  than 
by  selecting  them  purely  as  a result  of  their 
intellectual  accomplishment  at  the  expense 
of  character.  Secondly,  medical  schools 
must  constantly  teach  and  stimulate  in  the 
medical  students,  by  action  and  by  word, 
these  basic  principles  of  being  a physician, 
just  as  much  as  to  instill  into  them  scien- 
tific knowledge.  It  is  too  little  to  assume 
that  all  medical  students  possess  these  im- 
portant characteristics.  Unless  a rose  is 
cultivated,  sprayed,  watered  and  cared  for, 
it  soon  deteriorates  into  a dried,  withered, 
ugly  sight. 


Thirdly,  after  one  becomes  a physician, 
organized  Medicine  should  always  be  on 
the  alert  to  see  that  one  of  its  members 
does  not  succumb  to  the  many,  many  temp- 
tations that  present  themselves  to  phy- 
sicians which,  in  turn,  result  in  the  loss  of 
honor,  character,  unselfishness  and  other 
basic  principles. 

I mention  all  of  this  because,  if  we  could 
keep  our  profession  on  the  plane  that  it 
should  be,  there  would  be  no  need  for 
Grievance  Committees.  But  as  it  now  ex- 
ists, we  do  have  necessity  for  such  a com- 
mittee. I believe  that  one  of  the  best  ways 
to  maintain  high  principles  in  the  Medical 
Profession  is  through  a properly  run  Griev- 
ance Committee. 

Let  me  first  briefly  review  the  history  of 
Grievance  Committees,  then  discuss  the 
actual  purposes  and  the  organizations  and 
workings  of  the  committee.  As  far  as  I can 
find,  the  first  Grievance  Committee  in 
American  Medicine,  came  into  being  about 
82  years  ago,  as  a Committee  on  Ethics  and 
Discipline  of  the  Massachusetts  Medical  So- 
ciety. This  committee  is  still  functioning 
and  perhaps  this  may  be  one  reason  that 
Medicine  is  practiced  and  respected  on  a 
higher  plane  in  Massachusetts  than  any- 
where in  the  world.  The  Minnesota  State 
Medical  Association  established  such  a 
group  in  1936.  However,  it  was  not  until 
1947,  when  the  Colorado  State  Medical  As- 
sociation formed  a Grievance  Committee 
and  urged  the  public  to  take  advantage  of 
its  services — that  the  idea  began  to  spread. 
Since  1936  there  have  been  formed  over  700 
such  committees  of  County  Medical  So- 
cieties, and  I believe  one  of  the  most  suc- 
cessful ones  has  been  the  Davidson  County 
Medical  Society  Committee. 

I need  not  spend  time  at  this  point  to  go 
into  the  actual  mechanics  and  legislation  of 
setting  up  such  an  organization.  Suffice  it 
to  say  that  most  county  and  state  medical 
societies  which  have  had  such  committees, 
have  had  to  alter  and  amend  their  constitu- 
tion and  by-laws. 

At  this  point,  let  me  emphasize  that  dis- 
ciplinary action  is  not  a proper  function  of 
a Grievance  Committee.  When  a Grievance 
Committee  finds  that  disciplinary  action  is 
indicated,  it  should  so  recommend  to  the  ap- 
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propriate  judicial  body  of  the  Association. 
The  selection  of  the  members  of  the  Griev- 
ance Committee  is  of  the  greatest  im- 
portance, for  their  actions  and  decisions  are 
no  better  than  the  individual  members 
themselves.  Then  just  who  should  make  up 
the  committee  and  how  should  its  members 
be  selected?  From  my  experience  and  from 
my  study,  I would  say  a Grievance  Commit- 
tee should  not  consist  of  less  than  five,  or 
more  than  seven,  members.  1 believe  the 
most  effective  committee  consists  of  three 
or  five  physicians  and  two  laymen.  It  is  of 
tremendous  importance  that  the  physicians 
selected  should  be  men  chosen  because  of 
their  mature  judgment,  tolerance,  integrity 
and  sincerity.  They  should  be  fair,  force- 
ful and  fearless.  They  should  be  well- 
established  physicians  who  have  the  respect 
of  their  colleagues,  and  not  necessarily  the 
most  popular  or  most  prominent  individuals 
of  the  society,  but  men  who  are  fair  and 
courageous  and  not  fearful  of  taking  a stand, 
even  if  it  proves  to  be  unpopular  and  detri- 
mental to  their  own  welfare.  The  selection 
of  the  lay  members  is  also  of  the  utmost  im- 
portance. They  should  be  men  known  for 
their  fair  and  unprejudiced  thinking  and 
their  unselfish  interest  in  community  af- 
fairs. The  committee  on  which  I sat  for  sev- 
eral years  had  the  ideal  pair  of  laymen: 
one  who  was  a professional  labor  leader, 
who  had  the  respect  of  Labor  and  yet  who 
was  recognized  by  all  as  a fair  and  un- 
prejudiced man.  He  actually  was  the  most 
liberal,  tolerant  and  understanding  of  all 
the  other  members  on  the  committee.  The 
other  was  a prominent  and  successful,  but 
not  wealthy,  business  man,  who  has  always 
given  unselfishly  of  his  time  to  community 
projects. 

Let  us  now  assume  that  we  have  had  the 
proper  committee  selected.  Then  just  how 
does  the  committee  function?  In  the  first 
place,  both  the  public  and  the  Medical  Pro- 
fession must  be  made  aware  that  such  a 
committee  exists.  Actually,  the  very  aware- 
ness that  such  a committee  exists,  which  is 
’ eady  and  willing  and  fully  empowered,  to 
investigate  the  complaint  of  a dissatisfied 
patient,  serves  to  improve  professional  con- 
duct. It  also  gives  the  public  the  knowl- 
edge that  the  Medical  Profession  is  aware 


of  weaknesses  in  their  own  ranks  and  is 
willing  to  try  to  correct  these  weaknesses. 
This  greatly  increases  public  confidence  in 
the  Medical  Profession. 

We  are  now  ready  for  the  actual  griev- 
ance to  be  presented.  When  one  has  a griev- 
ance against  a physician  or  medical  group, 
the  complainant  gets  in  touch  with  one  of 
the  local  Medical  Society  officers  or  secre- 
tary, who,  in  turn,  refers  the  complainant 
to  the  Chairman  of  the  Grievance  Commit- 
tee. The  Chairman  then  asks  for  a consulta- 
tion with  the  complainant,  at  his  conveni- 
ence, so  that  he  may  explain  the  purpose 
and  workings  of  the  committee.  I would 
estimate  that  in  at  least  50' , of  the  cases,  at 
this  meeting  between  the  chairman  and  the 
complainant,  the  grievance  is  satisfactorily 
resolved  by  either  clarification  or  advising 
the  complainant  to  first  present  the  griev- 
ance to  the  offending  physician,  and  in  the 
great  majority  of  cases,  when  this  is  done, 
the  grievance  is  satisfactorily  handled.  How- 
ever, when  the  grievance  is  not  completely 
satisfactorily  handled,  or  when  the  chair- 
man feels  that  the  grievance  should  defi- 
nitely come  before  the  Grievance  Commit- 
tee, he  asks  the  complainant  to  state  in 
writing  the  grievance,  or  if  unable  to  do 
that,  he  is  asked  to  attend  an  early  meeting 
of  the  Grievance  Committee,  where  his  com- 
plaints can  be  discussed  with  him  in  per- 
son. I might  add,  it  is  always  preferable 
to  have  the  grievance  in  writing  to  be  pre- 
sented to  the  committee,  if  possible. 

At  the  same  time,  the  chairman  informs 
the  involved  physician  of  the  grievance  and 
the  physician  can  either  meet  with  the  com- 
mittee or  send,  in  writing,  his  answers  to 
the  complainant.  The  committee  then, 
usually  with  one  or  two  meetings,  can  medi- 
ate a happy  and  satisfactory  solution  of  the 
grievance. 

Let  me  at  this  point,  give  a brief  summary 
of  some  of  my  experiences  and  opinions 
concerning  the  Grievance  Committee  of 
which  I was  a member.  First  and  foremost, 
this  experience  of  four  years  on  the  Griev- 
ance Committee  has  more  than  ever  con- 
vinced me  that  the  doctors  of  the  Nashville 
Academy  of  Medicine  are  men  of  unusually 
high  professional,  moral  and  ethical  char- 
acter. Their  cooperation  and  unanimity 
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cannot  be  surpassed.  It  is  most  unfortunate, 
however,  that  sometimes  the  profession  as 
a whole  must  suffer  and  be  discredited  with 
the  dishonesty,  insincerity  and  lack  of 
thoughtfulness  of  an  occasional  offender. 

The  possible  causes  for  grievances,  as  I 
see  them,  are  as  follows:  The  great  majority 
of  grievances  come  from  the  totally  ig- 
norant, the  inadequate,  the  psychopathic  or 
the  psychotic  individuals,  who  have  no 
justification  whatsoever  for  their  griev- 
ances. The  most  frequent  grievances  com- 
ing from  sensible  people  have  been  regard- 
ing fees.  Undoubtedly,  most  of  these  have 
resulted  from  failure  of  physician  and  pa- 
tient to  have  a pre-arranged  understanding 
of  the  approximate,  if  not  the  actual,  cost 
of  the  illness  or  operation,  prior  to  the  time 
the  bill  is  rendered.  There  have  been  few 
instances  where  there  has  been  a grievance 
primarily  because  of  inadequate  medical 
care.  The  most  disheartening  and  discour- 
aging experiences  have  been  cases  when  a 
doctor  has  definitely  made  an  unfair  over- 
charge although,  when  it  was  brought  to 
light,  he  was  willing  to  reduce  the  bill.  In 
several  cases  this  has  been  caused  by  the 
doctor  completely  ignoring,  or  failing  to 
learn  of  his  patient’s  financial  means.  The 
tragic  case  is  where  the  doctor  has  made  an 
overcharge  and  reduces  it  only  when  he  is 
challenged.  This  reminds  us  of  the  old  say- 
ing: “A  wrong  is  a wrong  only  when  some- 
one discovers  it.”  The  most  alarming  type 
of  cases  we  have  had  is  when  a physician 
has  charged  a patient,  who  has  insurance,  a 
much  larger  fee  than  he  would  have  charged 
otherwise.  Such  a practice  is  grossly  dis- 
honest and  will  undermine  the  profession 
and  cause  many  grievances  which  will  re- 
sult in  deterioration  and  socialization  of  the 
profession  more  than  anything  else.  I will 
have  more  to  say  about  this  in  a few 
moments. 

I feel  strongly  if  every  doctor  is  really 
honest  with  himself,  humble  concerning  his 
ability  and  willing  to  discuss  and  explain 
any  questions  that  might  arise  from  pa- 
tients, there  would  never  be  any  grievance 
except  from  the  inadequate  or  psychotic  in- 
dividual. 

So  much,  now,  for  the  satisfactory  han- 
dling of  the  cases  by  the  Grievance  Com- 


mittees and  the  successful  actions  of  the 
Grievance  Committees.  I would  like  now  to 
spend  the  last  few  minutes  on  the  real  weak- 
nesses and  limitations  of  the  Grievance 
Committees. 

The  first  great  weakness  is  that  we  cannot 
get  sensible,  intelligent,  good  people  to  pre- 
sent their  grievances.  People  of  this  class 
just  do  not  want  to  go  to  the  trouble  and 
embarrassment  that  is  necessary.  There- 
fore, they  harbor  their  grievance  and  dis- 
cuss it  privately  with  all  of  their  friends, 
who,  in  turn,  discuss  it  with  their  acquaint- 
ances and,  finally,  it  does  not  become  a 
grievance  toward  an  individual  physician, 
but  reflects  itself  against  the  entire  Medical 
Profession  at  large. 

It  is  difficult  for  the  Grievance  Commit- 
tee to  do  anything  about  the  greatest  weak- 
ness we  have  in  our  Medical  Profession. 
This  is  the  variable  and  oft  times  exorbitant 
charges  which  are  made.  One  of  the  most 
treasured  privileges  of  our  American  way 
of  free  and  independent  medicine  is  our 
privilege  to  charge  as  we  see  fit.  Yet  this 
important  precedent  will  shortly  be  de- 
stroyed by  those  physicians  who  are  abus- 
ing it  so  greatly.  When  the  privilege  of  in- 
dividual charges  is  destroyed,  then  the  prac- 
tice of  medicine  will  be  like  selling  groceries 
or  houses  and  household  goods.  Never  a 
week  passes  in  which  we  do  not  see  phy- 
sicians who  first  think  of  how  much  they 
can  make  rather  than  how  much  good  they 
can  do.  This  should  be  reversed.  I have 
recently  seen  a charge  of  $1,200  for  the  ten 
day  handling  of  a serious  medical  problem. 
I have  seen  similar  and  higher  charges  for 
abdominal  and  other  surgical  procedures  on 
people  who  are  not  wealthy.  Each  of  you 
know  of  many  such  incidences.  We  are  not 
here  to  discuss  the  right  and  wrong  of  med- 
ical charges  but  we  are  here  to  discuss  the 
protection  of  the  Medical  Profession  at 
large.  I doubt  if  many  or  any  physicians 
would  make  these  exorbitant  charges  if 
they  knew  they  would  have  to  discuss  them 
with  a Grievance  Committee.  The  tragedy 
is  that  as  individuals  they  can  get  by  with 
it,  never  really  considering  the  overall  ad- 
verse effect  on  the  Medical  Profession. 

Finally,  now,  I would  like  to  submit  to 
you  the  one  area  in  which  Grievance  Com- 


482 


DEATHS— PROGRAMS  AND  NEWS  OF  MEDICAL  SOCIETIES 


November,  1958 


mittees,  thus  far,  have  done  little  or  no 
work,  and  the  area  in  which  I believe  the 
Grievance  Committee  can  be  of  the  great- 
est service  to  the  Medical  Profession.  That 
is  in  the  field  of  insurance  and  its  relation 
to  the  Medical  Profession. 

I have  a very  strong  conviction  that  the 
only  possible  way  to  prevent  the  creeping 
socialization  of  Medicine,  is  to  have  a sat- 
isfactory, private  insurance  system  to  de- 
fray medical  expenses  of  the  individual  pa- 
tients. Therefore,  we,  as  physicians  in  or- 
ganized medicine,  should  lend  every  sup- 
port possible  to  such  a program,  rather 
than  to  tear  it  down  and  destroy  private  in- 
surance programs,  thereby  forcing  us  to  the 
state  and  federal  controlled  insurance  or, 
in  other  words,  socialized  medicine. 

It  seems  to  me  that  far  too  often  we  are 
aiding  and  abetting  the  abuse  of  the  funda- 
mental principles  involved  in  insurance 
medicine  by  unnecessarily  hospitalizing  pa- 
tients for  diagnostic  and  routine  checkups, 
by  making  small  procedures  large  ones,  by 
prolonging  hospital  stays,  by  sending  many 
patients  to  the  hospital  who  can  just  as  well 
be  handled  in  the  home  or  in  the  office. 

This  is  one  of  the  most  difficult  problems 
we  have  to  face,  and  I am  sure  that  I am  as 
guilty  of  this  as  many  others.  However,  we 
must  be  more  careful  and  find  some  solu- 
tion, or  we  will  soon  “premium-ize”  people 
out  of  insurance  and,  of  necessity,  the  gov- 
ernment will  take  over. 

Therefore,  I believe  if  insurance  com- 
panies are  encouraged  and  permitted  to  use 
our  Grievance  Committee  to  bring  before 
it  definite  abusors,  or  offenders  our  Griev- 
ance Committee  can  greatly  discourage  this 
and  eventually  put  a stop  to  the  abuse  of 
the  principles  of  insurance.  No  man  wants 
to  face  the  Grievance  Committee  when  he 
is  guilty.  Any  man  wants  to  face  it  when 
he  knows  he  is  right.  So  that  will  not 
really  be  a problem  for  men  who  have  the 
right  ideals  and  integrity. 

In  closing.  I might  summarize  a few 
points  concerning  the  Grievance  Commit- 
tee. The  main  purposes  are:  (1)  to  main- 
tain high  ethical  practices;  (2)  to  single  out 
those  men  who  do  not  maintain  high  prin- 
ciples; (3)  to  protect  the  public  from  those 
few  individuals  who  fail  to  live  up  to  the 


Hippocratic  type  of  Medicine;  (4)  to  edu- 
cate the  public  to  the  fact  that  organized 
Medicine  is  well  aware  of  its  weaknesses 
and  is  attempting  to  improve  and  correct 
the  weaknesses;  (5)  to  protect  high  prin- 
cipled physicians  from  the  unjustified,  un- 
fair criticism  that  might  come  from  some 
patients;  and  (6)  to  establish  a committee 
that  might  also  protect  and  negotiate  be- 
tween individual  doctors  and  organizations, 
such  as  insurance  companies,  public  health 
agencies,  etc.,  in  an  effort  to  make  private 
companies  successfully  and  satisfactorily 
run,  in  order  to  prevent  the  necessity  of 
government  controlled  Medicine. 

My  final  thought  reminds  me  of  a line 
from  The  Principles  of  Medical  Ethics:  “The 
prime  object  of  the  Medical  Profession  is 
to  render  service  to  humanity;  reward  or 
financial  gain  is  a subordinate  consideration. 
Whoever  chooses  this  profession  assumes 
the  obligation  to  conduct  himself  in  ac- 
cordance with  its  ideals.”  I firmly  believe 
that  in  no  profession  or  group  is  there  such 
a high  percentage  of  men  of  honor,  intelli- 
gence, humility  and  unselfishness,  as  in  the 
Medical  Profession,  and  let  us  use  our 
Grievance  Committees  and  all  other  means 
to  keep  it  that  way  and  cull  out  those  who 
are  not. 


Dr.  Barbara  Truex,  40,  Jackson,  died  September 
23rd  of  injuries  sustained  in  an  accident  near 
Jackson. 

Dr.  Leo  Clay  Harris,  70,  Lawrenceburg,  died 
September  19th  of  a heart  attack. 

Dr.  Robert  L.  Wylie,  81,  Scotts  Hill,  died  at  his 
home  on  October  11th. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Knoxville  Academy  of  Medicine 

The  October  14th  meeting  was  held  in 
the  Academy’s  Meeting  Hall.  The  scientific 
program  was  presented  by  Dr.  I.  Ridgeway 
Tremble  of  Baltimore,  Maryland.  His  sub- 
ject was  “Differential  Diagnosis  of  Jaun- 
dice.” 

On  October  17th,  the  Knoxville  Academy 


November,  1958 


NATIONAL  NEWS 


483 


of  Medicine  was  host  to  the  Knoxville  Bar 
Association.  The  meeting  was  held  at  the 
City  Club. 

Consolidated  Medical  Assembly 

Dr.  Harris  Smith,  instructor  of  pediatrics 
at  the  University  of  Tennessee  Medical 
School  at  Memphis,  addressed  members  of 
the  Consolidated  Medical  Assembly  of  West 
Tennessee  on  October  7th  at  the  New  South- 
ern Hotel,  in  the  regular  monthly  meeting. 
Dr.  Smith’s  subject  was  “Etiology  and  Man- 
agement of  Diarrhea  in  Children.”  Dr. 
Walton  Harrison  discussed  the  subject.  Also 
on  the  program  was  Dr.  James  Hughes,  pro- 
fessor of  pediatrics  at  the  UT  Medical 
School.  He  presented  a paper  on  the  sub- 
ject “Management  of  the  Epileptic  Child.” 
His  paper  was  discussed  by  Dr.  William 
Crook. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  on  Au- 
gust 5th  in  the  auditorium  of  the  Institute 
of  Pathology.  The  scientific  program  was 
as  follows:  “Fibrinogenopenia  and  Fibrinol- 
ysis,” by  Dr.  L.  W.  Diggs;  “Malignant  Car- 
cinoid Syndrome — Surgical  Treatment,”  by 
Dr.  Harwell  Wilson;  and  “Physiologic  Prin- 
ciples in  Operations  for  Peptic  Ulcer,”  by 
Dr.  E.  H.  Storer. 

Lawyers  and  doctors  from  Memphis  met 
on  September  30th  in  the  King  Cotton  Hotel. 

The  event  was  arranged  by  the  forums 
committee  of  the  Memphis  and  Shelby 
County  Bar  Association.  More  than  300 
members  of  the  Bar  Association  and  the 
Memphis  Shelby  County  Medical  Society 
were  in  attendance. 

Chattanooga-Hamilton  County 
Medical  Society 

The  Society’s  regular  meeting  was  con- 
ducted on  October  7th  in  the  Interstate 
Building.  The  scientific  program  was  as 
follows:  “Duodenal  Ulcer  Surgery”  by  Dr. 
Merton  Baker;  and  “Pulmonary  Emphy- 
sema” by  Dr.  Wesley  H.  Stoneburner.  Two 
interesting  case  reports  were  presented  by 
Dr.  Ira  M.  Long  and  Dr.  George  A.  Mitchell. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society’s  October  9th  meeting  was 


held  in  the  Andrew  Jackson  Hotel  where 
the  meeting  was  preceded  by  a dinner.  The 
scientific  program  consisted  of  a panel  dis- 
cussion on  the  subject  “Adolescent  Prob- 
lems.” Participating  in  the  program  were 
Dr.  William  F.  Orr — Psychiatry;  Dr.  P.  C. 
Elliott — Pediatrics;  Dr.  William  J.  Card — 
Internal  Medicine;  and  Dr.  Russell  Birming- 
ham— Gynecology.  The  program  was  de- 
signed to  clarify  situations  encountered  fre- 
quently by  physicians  in  dealing  with  the 
“in-between”  age  group,  regarded  by  many 
as  confronting  the  profession  with  medical 
problems  requiring  specialized  considera- 
tion. 


NATIONAL  NEWS 


Forand  Bill  Among  Labors  Major  Objective 
for  Next  Session 

Labor’s  national  leadership  is  moving  the 
Forand  Bill  high  up  on  its  priority  list  of 
bills  it  wants  passed  in  the  next  session  of 
Congress.  The  booklet  “Labor  Looks  at  the 
85th  Congress”  is  a review  of  the  last  two 
years.  It  locates  the  Forand  Bill  as  fourth 
of  seventeen  legislative  objectives  next  year, 
declaring  that  labor  will  work  for  enact- 
ment, “through  the  Social  Security  System” 
of  a program  of  “Hospital,  Nursing  Home 
and  Surgical  Care  for  Those  Receiving 
Benefits.”  The  booklet  was  prepared  by 
the  AFL-CIO’s  Legislative  Department. 

The  Forand  Bill  would  provide  hospitali- 
zation and  surgical  care  for  Social  Security 
beneficiaries. 

The  Month  in  Washington 
(From  the  AMA  Washington  Office) 

For  many  years  a number  of  students  of 
government  have  been  searching  for  some 
way  of  checking  the  growth  of  the  Federal 
bureaucracy  and  returning  certain  func- 
tions to  the  states. 

Two  particularly  vexing  problems  are  in- 
volved. Because  the  Federal  government 
has  moved  into  so  many  taxation  areas, 
states  complain  that  even  if  they  wanted  to 
regain  control  over  certain  programs,  they 
would  have  no  way  of  paying  for  them. 
Also,  a fool-proof  mechanism  would  have 
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to  be  devised  to  insure  that  the  programs 
did  not  break  down  during  the  transition 
and  that  the  states  would  in  fact  keep  up  the 
activities  after  U.  S.  dollars  stopped  com- 
ing. 

If  the  administrative  details  could  be 
worked  out.  and  if  Congress  would  agree  to 
reverse  the  trend,  a number  of  U.  S.  Public 
Health  Service  grants  programs  presumably 
could  be  turned  over  to  the  states. 

President  Eisenhower  is  deeply  interested 
in  attempting  to  turn  the  tide,  and  last  year 
the  Administration  came  up  with  a concrete 
proposal.  It  was  to  make  the  states  com- 
pletely responsible  for  the  water  pollution 
control  operation  ($50  million  annually  in 
U.  S.  grants)  and  vocational  education  ($35 
million  a year).  So  the  state  would  have 
money  to  finance  the  work,  the  U.  S.  would 
drop  part  of  its  tax  on  telephone  service,  in- 
viting the  states  to  levy  their  own  tax. 

Congress  was  cool  to  the  idea.  Besides, 
after  giving  it  more  consideration,  the  then 
Secretary  Folsom  of  HEW  decided  it  would 
not  work  because  the  low-income  states 
could  not  realize  enough  from  the  telephone 
tax  to  meet  the  extra  expenses. 

But  the  Administration  has  not  given  up 
hope.  Supported  by  the  federal-state  joint 
action  committee,  Secretary  Flemming  (Fol- 
som’s successor)  is  proposing  a new  method, 
one  that  he  thinks  will  meet  the  problem 
of  the  low  income  states. 

He  would  shift  to  the  states  the  same 
two  programs — water  pollution  control  and 
vocational  education.  At  the  same  time  the 
U.  S.  would  forego  30'  < of  the  present  tax 
it  imposes  on  telephone  service  and  permit 
the  states  to  levy  this  amount.  In  addition, 
to  take  care  of  the  poor  states  the  U.  S. 
would  allocate  among  states  an  amount 
equal  to  10' < of  the  present  telephone  tax, 
distributing  relatively  larger  shares  to  the 
low  per  capita  income  states. 

In  dollars,  as  explained  by  Secretary 
Flemming,  the  states  would  be  losing  $85 
million  in  U.  S.  grants,  but  they  would  have 
an  opportunity  to  collect  a total  of  about 
8109  million  on  telephone  service  and  re- 
cc  c $36  million  in  the  new  grant  arrange- 
ment. 

In  announcing  that  the  Administration 
was  going  to  try  again  to  have  this  idea 


adopted,  Mr.  Flemming  emphasized  that 
both  programs  were  of  great  value  and 
should  not  be  allowed  to  “drop  through  the 
cracks  in  the  floor”  during  the  period  of 
transition.  He  noted  that  under  his  pro- 
posal the  U.  S.  could  step  in  and  make  a 
state  use  the  money  for  the  specific  purpose 
if  it  showed  an  inclination  to  collect  the  tax 
but  spend  the  money  somewhere  else. 

The  question  now  is  whether  Congress 
will  show  any  enthusiasm  over  the  plan. 
At  any  rate,  it  will  be  opposed  vigorously  by 
the  telephone  industry  and  vocational  edu- 
cation interests.  The  latter  are  fearful  that 
their  programs  might  suffer  under  all-state 
operation. 

* 

Social  Security  Administration  reports  a 
sharp  rise  in  volume  of  appeals  from  appli- 
cants denied  social  security  benefits,  mostly 
under  the  disability  section  enacted  two 
years  ago.  The  administration’s  staff  of 
referees  has  been  increased  four-fold  in 
two  years  to  handle  the  work  load.  Three 
times  as  many  hearings  are  held  on  disabil- 
ity claims  as  on  all  others  combined. 


Tennessee  Valley  Medical  Assembly 

The  Sixth  Annual  Tennessee  Valley  Med- 
ical Assembly  was  conducted  September  29- 
30  in  the  Read  House  Hotel,  Chattanooga. 

Sponsored  by  the  Chattanooga-Hamilton 
County  Medical  Society,  the  Assembly  pro- 
gram was  presented  to  some  1,000  physicians 
from  the  South  and  Southeast. 

The  sessions’  first  paper  was  delivered  by 
Dr.  Vincent  J.  Collins  of  New  York,  whose 
subject  was  “Principles  and  Practice  of 
Anesthesiology.”  Dr.  Collins  spoke  at  the 
formal  meeting  of  the  Tennessee  Society  of 
Anesthesiologists. 

Dr.  Owen  H.  Wangensteen,  Professor  of 
Surgery  at  the  University  of  Minnesota, 
opened  the  official  session  with  a paper  en- 
titled “Peptic  Ulcer  Problem.” 

Other  subjects  presented  were  as  follows: 
Dr.  William  R.  Arrowsmith,  Ochsner  Clinic, 
New  Orleans, — “Present  Management  of  the 
Lymphomas”;  Dr.  John  Parks,  George  Wash- 
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ington  University  School  of  Medicine, — 
‘'Womanhood  After  Fifty”;  Dr.  Paid  E.  Mc- 
Master,  Los  Angeles, — “Common  Mistakes 
in  Common  Fractures”;  Dr.  E.  Perry  Mc- 
Cullach,  Cleveland  Clinic, — “Recent  Trends 
in  the  Management  of  Thyroid  Disease.” 

The  Tennessee  Section  of  the  Interna- 
tional College  of  Surgeons  heard  Vice  Ad- 
miral Ross  T.  Mclntire  speak  at  a luncheon 
session. 

Dr.  Merrill  O.  Hines,  Ochsner  Clinic,  New 
Orleans,  was  the  first  afternoon  speaker  on 
September  29th. 

“The  Preoperative  Preparation  of  the  Pa- 
tient with  Cardiac  Disease  from  the  Anes- 
thesiologist’s Viewpoint”  was  presented  by 
Dr.  Vincent  J.  Collins. 

Dr.  McLemore  Birdsong,  professor  of 
Pediatrics,  University  of  Virginia  College 
of  Medicine  gave  a paper  on  “Surgical 
Emergencies  of  the  Newborn.”  Dr.  M.  E. 
Lichtenstein,  associate  professor  of  surgery 
at  Northwestern  University  Medical 
Schools,  spoke  on  “Significant  Anatomical 
Factors  in  “Surgery  of  the  Biliary  Tracts.” 
Other  speakers  included  Dr.  Robert  B. 
Greenblatt,  Medical  College  of  Georgia;  Dr. 
E.  Perry  McCullach,  Cleveland  Clinic;  Dr. 
Julian  M.  Ruffin,  Duke  University  School  of 
Medicine;  Dr.  John  R.  Snavely,  University 
of  Mississippi  Medical  Center;  Dr.  Waltman 
Walters,  Mayo  Clinic;  Dr.  Paul  E.  McMaster, 
Beverly  Hills,  California;  Dr.  Kenneth  M. 
Warren,  Lahey  Clinic,  Boston;  and  Dr. 
Philip  Thorek  of  Chicago  who  was  the  ban- 
quet speaker. 

Southern  Psychiatric  Association 

The  Southern  Psychiatric  Association  held 
its  yearly  meeting  in  Nashville  at  the  An- 
drew Jackson  Hotel,  October  5-7,  1958.  Dr. 
Frank  Luton,  Nashville,  is  president  of  the 
organization. 

The  program  beginning  on  October  6 
consisted  of  the  following:  “The  Private 
Practice  of  Neurology  and  Its  Relation  to 
Psychiatry”  by  Dr.  Wilmot  Littlejohn, 
Birmingham;  “The  Current  Role  of  the 
Private  Psychiatric  Hospital”  by  Dr.  G. 
Wilse  Robinson,  Jr.,  Kansas  City,  Missouri; 
“The  Day  Hospital”  by  Dr.  D.  Ewen  Cam- 
eron, Montreal,  Quebec,  Canada. 

A symposium  on  the  subject  “Psychiatric 


Treatment”  was  presented.  The  first  dis- 
cussion on  “In  a Child  Guidance  Center” 
was  given  by  Dr.  H.  James  Crecraft,  Nash- 
ville; “In  a State  Hospital”  by  Dr.  James  S. 
Tarwater,  Tuscaloosa,  Alabama;  “In  a Uni- 
versity Setting”  by  Dr.  George  C.  Ham, 
Chapel  Hill,  N.  C.;  “In  Private  Practice”  by 
Dr.  Sullivan  Bedell,  Jacksonville,  Florida. 

“Clinical  Effects  Noted  in  Humans  When 
Administered  Taraxein,  a Substance  Iso- 
lated from  the  Serum  of  Schizophrenic  Pa- 
tients” by  Dr.  Sheldon  B.  Cohen,  New 
Orleans.  “Electroencephalogram  Abnormal- 
ities and  Psychiatric  Manifestations  in  Inter- 
mittent Porphyria”  by  Dr.  Z.  Sweeney  Sikes, 
Macon,  Georgia. 

The  Tuesday,  October  7th  program  con- 
sisted of  the  following;  “The  Changing 
Nature  of  State  Hospital  Populations”  by 
Dr.  Arthur  L.  Seale,  Pineville,  La.;  “Factors 
in  Manic  Depressive  Reactions”  by  Joseph 
B.  Parker,  Jr.,  Durham,  N.  C.;  “The  Bitum- 
inous Coal  Country:  A Psychiatric  Frontier” 
by  Dr.  James  P.  King,  Radford,  Va.;  “The 
EEG  in  Institutionalized  Senile  Patients” 
by  Dr.  James  Ward  of  Nashville. 

Some  200  psychiatrists  from  sixteen  south- 
ern states  attended  the  meeting. 

Public  Health  Association 

Some  750  public  health  doctors  and  pro- 
fessional workers  met  in  Nashville,  October 
lst-3rd  for  the  annual  meeting  of  the  Ten- 
nessee Public  Health  Association. 

Meetings  of  eight  specialty  sections  were 
held  in  conjunction  with  the  Association 
meeting.  Headquarters  were  at  the  Maxwell 
House  Hotel.  Speakers  included  Dr.  Charles 
R.  Hayman,  assistant  chief,  Accident  Pre- 
vention Program,  Public  Health  Service, 
Washington,  D.  C.,  who  spoke  on  “Poisons  in 
Relation  to  Home  Accidents”;  Dr.  D.  M.  Bis- 
sell,  San  Jose,  California,  discussed  “The 
Program  of  Home  Safety  for  a Local  Health 
Department”;  Dr.  Wilfred  D.  David,  Wash- 
ington, D.  C.,  spoke  on  “Chronic  Disease”; 
Dr.  James  Whitlock,  Nashville,  gave  a re- 
port on  “A  Survey  of  Public  Education, 
Grades  One  Through  Twelve,  with  Special 
Emphasis  on  Health  Education.” 

Other  speakers  on  the  program  included: 
Dr.  Eugene  Guthrie,  Washington;  Dr.  R.  H. 
Hutcheson,  Nashville;  Dr.  Robert  F.  Lash, 
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Knoxville;  Dr.  Vincent  M.  Small,  director 
of  S u m n e r-Robertson-M  a c o n-Trousdale 
County  Health  District;  Dr.  L.  D.  Zeidberg, 
Nashville;  Dr.  L.  M.  Graves,  Memphis;  and 
Dr.  Granville  C.  Kyker,  Oak  Ridge  Institute 
of  Nuclear  Studies. 

University  of  Tennessee 
College  of  Medicine 

The  University  of  Tennessee  Research 
Center  soon  will  add  “space  medicine”  to  its 
program.  The  Center  operates  in  connec- 
tion with  the  University  Hospital.  Dr.  Mc- 
Chesney  Goodall,  a specialist  in  neurophysi- 
ology who  is  particularly  interested  in 
“space  medicine,”  will  become  assistant  re- 
search director  and  research  professor  on 
October  15.  Dr.  Goodall  will  come  from  the 
Duke  University  Medical  School.  “Space 
medicine”  is  the  study  of  the  reactions  of 
the  human  body  and  nervous  system  to  the 
conditions  of  outer  space. 

* 

Because  of  research  contributions  in  lipid 
metabolism,  Dr.  D.  B.  Zilversmit.  professor 
of  physiology  at  the  University  of  Tennessee 
Medical  Units,  has  been  awarded  a $50,000 
grant  by  the  United  States  Public  Health 
Service.  The  grant  is  to  start  a new  inter- 
national scientific  publication  called  “Jour- 
nal of  Lipid  Research.”  The  new  journal 
will  include  articles  concerning  chemical 
as  well  as  medical  aspects  of  lipid  metabol- 
ism. 

Vanderbilt  University  School  of  Medicine 

Vanderbilt  University  has  been  awarded 
an  additional  $35,707  for  studies  in  vaccines 
for  polio  and  other  diseases,  the  National 
Foundation  announced  recently.  The  Van- 
derbilt project  will  be  carried  out  by  Dr. 
Randolph  Batson,  Dr.  Amos  Christie  and 
Dr.  William  Cheatham,  and  consists  of  stud- 
ies of  the  duration  of  immunity  in  young 
infants  given  the  Salk  vaccine  and  of  the 
optimum  schedule  for  vaccinating  infants 
against  polio  and  other  diseases.  Grants 
from  the  Foundation  to  Vanderbilt  to  date 
now  total  $142,460.00. 

* 

Symposia  in  honor  of  Dr.  John  B.  You- 
mans  on  Nutrition  in  Internal  Medicine  and 
on  Medical  Education  have  been  scheduled 


for  December  4 and  5.  Dr.  Frank  B.  Berry, 
Assistant  Secretary  of  Defense  (Health  and 
Medical),  Washington,  D.  C.,  will  preside 
at  the  Symposium  on  Nutrition.  After  a 
word  of  Welcome  by  Chancellor  Harvie 
Branscomb,  the  following  papers  will  be 
presented: — “The  Physiologic  Role  of  the 
Vitamins,  by  Wendell  H.  Griffity,  M.D.,  of 
the  School  of  Medicine,  University  of  Cali- 
fornia at  Los  Angeles;  “B  Vitamin  De- 
ficiency,” by  W.  Hanry  Sebrell,  Jr.,  M.D., 
of  the  Columbia  University,  New  York;  “Nu- 
tritional Anemias  with  Especial  Reference 
to  Vitamin  BIL,,”  by  Grace  A.  Goldsmith, 
M.D.,  Tulane  University  School  of  Medicine, 
New  Orleans;  “Some  Aspects  of  Nutrition 
and  the  Kidney,”  by  Robert  M.  Kark,  M.D., 
University  of  Illinois  College  of  Medicine, 
Chicago;  and  “Diet  and  Metabolic  Disease 
(Diabetes  Especially),”  by  Herbert  Pollack, 
M.D.,  New  York  University  Postgraduate 
School  of  Medicine,  New  York. 

These  papers  and  others  on  nutrition  will 
appear  under  the  Guest  Editorship  of  Dr. 
Youmans  in  the  November  issue  of  the 
American  Journal  of  Medicine. 

Dr.  C.  Sidney  Burwell  will  act  as  Toast- 
master at  a Subscription  Dinner  in  Dr.  You- 
mans’ honor  at  the  Belle  Meade  Country 
Club,  December  4.  Arrangements  are  in 
the  hands  of  Dr.  Frank  Luton. 

On  December  5,  Dr.  Joseph  C.  Hinsey, 
Director  of  the  New  York  Hospital — Cornell 
Medical  Center,  will  preside  at  the  Sym- 
posium on  Medical  Education.  After  words 
of  Welcome  by  John  W.  Patterson.  M.D., 
Dean  of  the  School  of  Medicine,  Vanderbilt 
University,  the  following  program  will  be 
given: — “Medical  Education  and  American 
Specialty  Boards,”  by  John  McK.  Mitchell, 
M.D.,  Dean,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia;  “Precep- 
torships  in  Medical  Education,”  by  John  Z. 
Bowers,  M.D.,  Dean,  University  of  Wis- 
consin, School  of  Medicine,  Madison;  “The 
Place  of  the  Private  Patient  in  a Medical 
Education  Program,”  by  L.  T.  Coggeshall, 
M.D.,  Dean,  Division  of  the  Biological 
Sciences  including  the  School  of  Medicine, 
University  of  Chicago;  “Medical  Education 
in  England,”  by  Lester  J.  Evans,  M.D.,  Ex- 
ecutive Associate,  the  Commonwealth  Fund, 
New  York;  “Education  of  the  Physician  for 
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His  Role  in  Comprehensive  Health  Service,” 
by  John  L.  Caughey,  Jr.,  M.D.,  Associate 
Dean,  Western  Reserve  University  School 
of  Medicine,  Cleveland;  “The  Role  of  the 
Teaching  Hospital  in  Medical  Education,” 
by  Robert  C.  Berson,  M.D.,  Vice-President 
for  Health  Affairs,  University  of  Alabama, 
and  Dean,  Medical  College  of  Alabama, 
Birmingham;  “Recent  History  of  Medical 
Education,”  by  C.  Sidney  Burwell,  M.D., 
Samuel  A.  Levine,  Professor  of  Medicine, 
Harvard  University,  Boston;  “Medical  Ed- 
ucation, The  Doctor-Patient  Relationship 
and  The  Art  of  Medicine,”  by  Ward  Darley, 
M.D.,  Executive  Director,  Association  of 
American  Medical  Colleges,  Evanston;  “Re- 
lation of  Medical  Schools  to  University,”  by 
Robert  A.  Moore,  M.D.,  President  of  the 
Downstate  Medical  Center  of  State  Univer- 
sity of  New  York  and  Dean  of  its  College 
of  Medicine,  Brooklyn;  and  “Support  of 
Medical  Research  by  Federal  Agencies,”  by 
Stanhope  Bayne-Jones,  M.D.,  Recently 
Chairman  of  the  Secretary’s  Consultants  on 
Medical  Research  and  Education,  Depart- 
ment of  Health,  Education  and  Welfare, 
Washington,  D.C.  This  is  to  be  followed  by 
a Panel  Discussion  on  “Medical  Education — 
Its  Future,”  moderated  by  Dr.  Robert  C. 
Berson,  and  with  the  following  participants: 
Doctors  C.  Sidney  Burwell,  L.  T.  Coggeshall, 
Ward  Darley  and  Lester  J.  Evans. 

Southeastern  Section — American 
Urological  Association 

The  Southeastern  Section  of  the  American 
Urological  Association  will  sponsor  a post- 
graduate seminar  November  23-26  at  the 
University  of  Tennessee  Institute  of  Pathol- 
ogy. Approximately  150  urologists  are  ex- 
pected to  attend.  Dr.  Samuel  L.  Raines, 
head  of  the  UT  Department  of  Urological 
Surgery,  will  direct  the  Seminar.  This  is 
the  first  time  the  Southeastern  Section  has 
met  in  Memphis.  Speakers  will  include  Dr. 
Edgar  Burns  of  New  Orleans,  president  of 
the  American  Board  of  Urology  and  Dr. 
Howard  G.  Hanley  of  London,  England,  sec- 
retary of  the  British  Urological  Society. 

Other  physicians  on  the  program  are  as 
follows:  Dr.  Robert  W.  Berliner,  associate 
director,  National  Heart  Institute,  Bethesda, 
Maryland;  Dr.  William  H.  Boyce,  associate 
professor  of  urology,  Bowman  Gray  School 


of  Medicine,  Winston-Salem;  Dr.  David  S. 
Carroll,  professor  of  radiology,  U-T  College 
of  Medicine;  Dr.  Justin  J.  Cordonnier,  pro- 
fessor of  urology,  Washington  University 
School  of  Medicine,  St.  Louis;  Dr.  John  L. 
Emmett,  professor  of  urology,  Mayo  Founda- 
tion, Graduate  School  of  University  of 
Minnesota,  Rochester;  Dr.  Rubin  H.  Flocks, 
professor  and  head  of  the  department  of 
urology,  State  University  of  Iowa,  Iowa 
City;  Dr.  J.  E.  Markee,  professor  and  chair- 
man, department  of  anatomy,  Duke  Univer- 
sity School  of  Medicine,  Durham,  N.  C.; 
Dr.  F.  K.  Mostofi,  scientific  director,  Amer- 
ican Registry  of  Pathology,  Washington; 
Dr.  Reed  M.  Nesbit,  professor  of  surgery, 
University  of  Michigan  Medical  School,  Ann 
Arbor;  Dr.  Carl  E.  Nurnberger,  associate 
professor  of  radiology,  U-T  College  of  Med- 
icine; Dr.  William  Wallace  Scott,  professor 
of  urology,  John  Hopkins  University  School 
of  Medicine,  Baltimore;  and  Dr.  Harry  M. 
Spence,  Clinical  professor  of  urology,  Uni- 
versity of  Texas,  Southwestern  Medical 
School,  Dallas. 

American  College  of  Physicians 

A Regional  Meeting  of  the  members  of  the 
College  in  Kentucky  and  Tennessee  was 
held  in  Louisville,  on  October  18,  with  Dr. 
Sam  Overstreet,  Governor  for  Kentucky, 
acting  as  host.  Tennessee  members  appear- 
ing on  the  program  were: — Walter  K.  Hoff- 
man, Jr.,  Memphis,  “Death  from  Acute 
Renal  Failure — Analysis  and  Critique”; 
Thomas  N.  Stern.  Memphis,  “The  Electro- 
cardiogram in  Chronic  Cor  Pulmonale”; 
Maurice  S.  Rawlings,  Chattanooga,  “A  New 
Cause  of  Pseudo  Heart  Disease”;  and  Robert 
C.  Hartman  and  Joseph  V.  Auditore,  Nash- 
ville, “Erythrocyte  Acetycholinesterase  in 
Paroxysmal  Noctural  Hemoglobinuria.” 
Doctors  Frank  London,  Knoxville;  Laurence 
A.  Grossman.  Nashville;  and  Thomas  F. 
Frist,  Nashville,  were  listed  to  formally  dis- 
cuss certain  papers  on  the  program.  Dr. 
Charles  A.  Doan,  Columbus,  Ohio,  and  First 
Vice-President  of  the  College,  and  Dr.  J. 
Murray  Kinsman,  Louisville,  Regent  of  the 
College  were  honored  guests  and  spoke  at 
the  dinner. 

Memphis  Society  of  Pathologists 

The  new  officers  of  the  society  for  1958- 
59  are  Dr.  George  Lumb,  President;  Dr. 
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Robert  Gourley,  Vice-President  and  Pres- 
ident-Elect; Dr.  Richard  Walker,  Secretary- 
Treasurer;  and  Dr.  Scott  Gilmer,  Immediate 
Past  President. 

Vanderbilt  Medical  Society 
Three  papers  on  the  staphylococcus  were 
presented  at  the  monthly  meeting  of  the 
Vanderbilt  Medical  Society  on  October  3rd, 
conducted  in  the  University’s  medical  am- 
phitheater. The  papers  were  presented  by 
Dr.  Vernon  Knight  of  Nashville. 


Dr.  Franklin  B.  Bogart,  Chattanooga,  has  been 
named  first  vice-president  of  the  American  Roent- 
gen Society,  at  its  recent  meeting  in  Washington, 
D.  C. 

Drs.  Mark  P.  Fecher  and  William  K.  Rogers, 
Knoxville,  Drs.  Gilbert  A.  Rannick  and  Howell 
Sherrod.  Johnson  City,  have  been  named  Fellows 
by  the  American  College  of  Surgeons. 

Dr.  William  G.  Stephenson,  Chattanooga,  re- 
cently addressed  the  Business  and  Professional 
Women’s  Club  at  the  Patten  Hotel. 

The  following  nine  Memphis  physicians  have 
been  named  Fellows  of  the  American  College  of 
Surgeons:  Anthony  P.  Jerome.  Joseph  H.  Brock, 
Robert  S.  Caradine,  Jr.,  Lawrence  H.  Cohen,  Wade 
H.  Etheridge,  George  R.  Livermore,  Jr.,  John  J. 
McCaughan,  Jr.,  William  L.  Northern,  Jr.,  and 
Earle  L.  Wrenn,  Jr. 

Dr.  Allan  M.  Perepelitza  announces  the  opening 
of  his  office  for  the  practice  of  medicine  in  Cleve- 
land. He  is  associated  with  Dr.  Chalmer  Chas- 
tain, Jr. 

Dr.  John  D.  Hughes,  Memphis,  was  the  princi- 
pal speaker  at  the  recent  meeting  of  the  Ten- 
nessee State  Association  of  Nursing  Homes. 

Dr.  Richard  C.  Sexton,  Knoxville,  has  assumed 
the  presidency  of  the  East  Tennessee  Heart  As- 
sociation. President-elect  of  the  organization  is 
Dr.  John  W.  Avera,  Knoxville. 


Dr.  Fred  Lansford,  Jr.,  Chattanooga,  spoke  on 
“Patients’  Problems  in  Weight  Reduction”  over  a 
Chattanooga  television  station. 

Dr.  W.  A.  Jackson,  Morristown,  is  the  new 
health  director  of  the  Hamblen-Jefferson-Cocke 
Counties  health  disti'ict. 

Dr.  Carroll  C.  Shoemaker,  Somerville,  has  been 
added  to  the  roster  of  physicians  at  the  Armstrong 
Clinic. 

Dr.  Ernest  G.  Kelly,  Memphis,  was  recently 
honored  with  a “Doctor  Kelly  Day”  at  Marianna, 
Arkansas. 

Dr.  William  A.  Howard,  Cookeville,  was  re- 
cently honored  by  the  Putnam  County  Medical 
Society. 

Dr.  J.  Sumpter  Anderson,  Jr.,  Nashville,  has 
become  associated  in  the  practice  of  anesthesiol- 
ogy with  Drs.  Harry  T.  Moore,  Jr.,  John  A.  Jar- 
rell, Jr.,  Preston  11.  Bandy,  Marion  L.  Smith  and 
Lee  W.  Stewart. 

Dr.  Bryant  S.  Swindoll,  Tullahoma,  Director  of 
the  Franklin  and  Coffee  county  health  depart- 
ments, has  been  awarded  a State  and  Federal 
Scholarship  to  Tulane  University. 

Dr.  E.  Kent  Carter,  Kingsport,  has  been  named 
president  of  the  East  Tennessee  Radiological  So- 
ciety. 

Dr.  Ben  Hall,  Johnson  City,  has  been  named 
president-elect  of  the  Tennessee  Heart  Associa- 
tion. 

Dr.  W.  L.  Clark,  Church  Hill,  announces  the 
association  of  Dr.  T.  II.  Roberson,  Jr.  in  general 
practice  of  medicine  and  surgery  at  the  Church 
Hill  Clinic. 

The  formation  of  a Medical  Group  in  Nashville, 
The  Miller  Clinic,  has  been  announced  with  the 
following  personnel: — General  Surgery,  Drs.  Cleo 
M.  Miller,  R.  Glenn  Hammonds,  and  Jackson 
Harris;  Orthopedic  Surgery,  Dr.  Arthur  I.,  Brooks; 
Internal  Medicine,  Drs.  Russell  D.  Ward,  Clarence 

C.  Woodcock,  Jr.,  James  M.  Hudgins,  and  Joseph 

D.  Robertson;  Pediatrics,  Drs.  Dewey  G.  Nemec 
and  P.  C.  Elliott;  Radiology,  Dr.  M.  Dee  Ingram, 
Jr.,  and  administration,  James  H.  Witt. 

Dr.  Harold  A.  Collins  has  joined  Drs.  Rollin 
A.  Daniel,  Jr.  and  Walter  L.  Diveley,  Nashville 
in  the  practice  of  thoracic  and  general  surgery. 
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One  of  the  major  problems  in  preventive  medicine  today  is  the  prevention  of  accidents.  The  high 
rate  in  infants  can  be  met  only  by  the  education  of  parents  to  the  hazards  in  the  home.  Prevention 
of  auto  accidents  can  be  met  only  by  a more  rigid  control  of  the  alcoholic  driver  and  the  driver  with 
physical  disability.  It  seems  improbable  that  the  auto  industry  will  ever  feel  its  public  responsibility 
in  its  insensate  competition  in  horsepower  and  speed. 

ACCIDENTAL  DEATHS  IN  MEMPHIS 
AND  SHELBY  COUNTY* 


NOBEL  GUTHRIE,  M.D.,  Dr.  P.H.,*  Memphis,  Tenn. 


Fatal  Accidents,  reported  by  death  cer- 
tificates, in  Memphis  and  Shelby  County 
during  8 years,  1950-1957  have  been  tabu- 
lated by  cause  of  death,  place  of  accident, 
and  age  of  the  victim.  Causes  of  death 
were  assigned  and  coded  in  accordance  with 

♦Assistant  Director,  Memphis  and  Shelby  County 
Health  Department,  Memphis,  Tenn. 


the  manual  of  the  International  Statistical 
Classification  of  Diseases,  Injuries  and 
Causes  of  Death,  Sixth  Revision,  1948.  Such 
deaths  reported  reached  a total  of  1627  in 
number. 

Analysis  by  type  of  accident  and  age  of 
the  victim  in  Table  1 reveals  interesting 
differences.  Of  the  many  types  of  accidents 


Table  I 

Accidental  Deaths  in  Memphis  and  Shelby  County  1950  Through  1957  by  Cause  of  Death  and  Age 

of  Victim 


Age  Group 


♦Code 

Under  1 

1-4 

5-9 

10-14 

15-19 

20-24 

25-44 

45-64 

65  and 

Total 

Cause  of  Death 

Number 

over 

Railway  accidents 

800-802 

1 

1 

3 

4 

8 

11 

3 

31 

Motor  vehicle  accidents 

810-835 

4 

32 

34 

21 

45 

68 

173 

144 

89 

610 

Other  road  vehicle  accidents 

840-845 

1 

1 

3 

1 

6 

Water-transport  accidents 

850-858 

1 

1 

2 

Aircraft  accidents 
Accidental  poisoning  by  solid 

860-866 

7 

16 

23 

and  liquid  substances 
Accidental  poisoning  by  gases 

870-888 

1 

14 

2 

1 

6 

10 

3 

37 

and  vapors 

890-895 

10 

8 

3 

21 

Accidental  falls 

900-904 

2 

3 

1 

4 

2 

3 

16 

64 

219 

314 

Blow  from  falling  object 

910 

1 

1 

1 

4 

7 

14 

Accident  caused  by  machinery 
Accident  caused  by  electric 

912 

1 

1 

1 

2 

11 

9 

25 

current 

914 

1 

1 

1 

2 

2 

4 

15 

6 

1 

33 

Accident  caused  by  fire 
and  explosion 
Accident  caused  by  hot 

916 

18 

32 

13 

4 

1 

11 

25 

38 

56 

198 

substance,  etc. 

917-918 

4 

11 

1 

1 

1 

4 

3 

2 

27 

Accident  caused  by  firearms 
Inhalation  and  ingestion  of 

919 

1 

3 

2 

1 

2 

3 

9 

2 

1 

24 

food  or  other  objects,  etc. 
Accidental  mechanical  suffo- 

921-922 

13 

6 

1 

1 

1 

3 

25 

cation  in  bed  or  cradle 

924 

27 

2 

29 

Accidental  drowning 

929 

1 

7 

15 

16 

12 

6 

19 

12 

4 

92 

All  other  accidents 

7 

7 

3 

5 

4 

4 

37 

28 

21 

116 

TOTALS 

80 

120 

75 

57 

73 

114 

356 

346 

406 

1627 

♦From  International  Statistical  Classification  of  Diseases,  Injuries  and  Causes  of  Death,  Sixth  Revi- 
sion, 1948. 
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Table  2 

Accidental  Deaths  in  Memphis  and  Shelby  County 
1950  Through  1957 


Age 

Deaths 

Deaths  per 
Year  of  Aye 

Accidental  Death  Rate 
Per  1000  Population 
in S years 

Population  of 
Memphis  and  Shelby 
County — 1950 

1 

80 

80 

7.3 

11,400 

1-4 

120 

30 

2.8 

42,600 

5-9 

75 

15 

1.9 

38,300 

10-14 

57 

11 

1.9 

30,000 

15-19 

73 

15 

2.4 

31,000 

20-24 

114 

23 

2.6 

44,300 

25-44 

356 

18 

2.2 

162,400 

45-64 

346 

17 

3.7 

93,900 

65- 

406 

16 

12.7 

32,100 

TOTAL 

1627 

3.37 

486,000 

resulting  in  death,  the  three  principal  ones 
were  motor  vehicle,  falls,  and  burns.  The 
size  of  age  groups  must  be  considered  in 
interpreting  these  data. 

In  figure  1 all  accidental  deaths  are 
charted  by  number  per  year  of  age  in  each 
age  group.  This  type  of  graph  emphasizes 
the  actual  number  of  deaths  occurring  at 
each  year  of  age  without  reference  to  the 
number  of  persons  living  in  each  group.  The 
outstanding  peak  occurs  in  the  group  under 
1 year  of  age  and  represents  principally, 
burns  (23),  accidental  mechanical  suffoca- 
tion (27),  and  inhalation  or  ingestion  of  food 
or  other  objects  (13).  This  type  of  accident 
can  be  reduced  by  more  careful  parental 
attention  to  infants.  The  relatively  large 
number  of  deaths  in  the  1 to  4 year  group 
is  composed  chiefly  of  those  due  to  burns 
(43),  motor  vehicle  accidents  (32),  and 
poisoning  (12).  The  smaller  rise  shown  for 


the  20  to  24  year  group  is  due  to  motor 
vehicle  accidents. 

In  figure  2 the  same  data  is  charted  by 
Rate  (Deaths  per  1000  population)  for  each 
age.  This  type  of  graph  portrays  the  risk  or 
susceptibility  of  each  age  group  to  acci- 
dental death,  rather  than  the  actual  number 
of  deaths  occurring  at  each  age.  Because 
of  the  reduced  number  of  people  living  at 
the  older  ages,  the  rates  in  these  groups  are 
elevated.  The  rate  in  the  age  group  under 
one  year  is  minimized  somewhat  by  the 
large  number  of  infants  in  the  population, 
but  remains  disproportionately  large. 
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It  is  believed  that  analysis  by  year  of  age 
(Table  2,  Fig.  1)  gives  a more  realistic  pic- 
ture of  the  magnitude  of  the  problem  of  ac- 
cident prevention  and  is  therefore  used  in 
the  remainder  of  this  paper.  However,  the 
population  by  age  of  Memphis  and  Shelby 
County  is  included  in  Table  2 so  those  who 
prefer  rates  may  calculate  them. 

The  outstanding  feature  of  figure  3 is  the 
peak  in  accidental  deaths  in  the  20  to  24 


age  in  years 
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year  group.  Though  this  data  takes  no  ac- 
count of  miles  driven  nor  of  whether  the 
victim  was  a passenger  or  pedestrian,  it  con- 
firms other  findings1  that  young  adults  suf- 
fer fatal  motor  vehicle  accidents  more  often 
than  other  age  groups. 


In  figure  4 the  preponderance  of  the  aged 
among  those  who  die  from  falls  is  demon- 
strated. 

Figure  5 dramatizes  the  frequent  death 
from  burns  of  infants  under  1 year  of  age. 
It  is  surely  a preventable  tragedy  that  3 in- 


FIGURE  4 

ACCIDENTAL  DEATHS  FROM  FALLS 
MEMPHIS  & SHELBY  COUNTY 
1950  - 1957 


fants  burn  to  death  in  Memphis  annually. 
Since  infants  are  helpless,  this  is  entirely  a 
parental  responsibility.  Fatal  burns  in  the 
1 to  4 year  group  are  also  frequent,  but  this 
is  somewhat  more  understandable,  since 
these  children  are  highly  mobile,  inquisitive, 
and  inexperienced.  Most  of  these  deaths 
could  be  avoided  if  parents  were  alert  to 
hazards  in  their  homes.  There  is  a smaller 
increase  in  frequency  of  fatal  burns  among 
the  aged. 

Accidental  deaths  during  the  8 years  1950- 
1957  are  tabulated  by  place  of  accident  in 
table  3.  It  is  impressive  that  the  number  of 


Table  3 

Accidental  Deaths  Memphis  and  Shelby  County  1950-1957 
by  Cause  of  Death  and  Place  of  Accident 


Cause  of  Death 

Code 

Number 

Home 

Farm 

Mine  & Quarry 

Industry 

Recreation 
and  Sport 

Street  and 
Highway 

Public  Bldgs. 

Resident 

Institutions 

Other  Specified 

Unspecified 

Total 

Railway  accidents 

800-802 

31 

31 

Motor  vehicle  accidents 

810-835 

610 

610 

Other  road  vehicle  accidents 

840-845 

6 

6 

Water-transport  accidents 

850-858 

2 

2 

Aircraft  accidents 

860-866 

23 

23 

Accidental  poisoning  by  solid 

and  liquid  substances 

870-888 

32 

1 

4 

37 

Accidental  poisoning  by  gases  and  vapors 

890-895 

19 

2 

21 

Accidental  falls 

900-904 

231 

4 

1 

1 1 

3 

14 

21 

23 

3 

3 

314 

Blow  from  falling  object 

910 

2 

3 

8 

1 

14 

Accident  caused  by  machinery 

912 

2 

5 

1 

12 

1 

1 

3 

25 

Accident  caused  by  electric  current 

914 

12 

6 

12 

1 

2 

33 

Accident  caused  by  fire  and  explosion,  etc. 

916 

182 

4 

7 

1 

2 

2 

198 

Accident  caused  by  hot  substance,  etc. 

917-918 

23 

3 

1 

27 

Accident  caused  by  firearms 

919 

14 

1 

2 

3 

1 

2 

1 

24 

Inhalation  and  ingestion  of  food  or  other 

objects,  etc. 

921-922 

15 

1 

9 

25 

Accidental  mechanical  suffocation  in  bed 

and  cradle 

924 

28 

1 

29 

Accidental  drowning 

929 

12 

7 

4 

69 

92 

All  other  accidents 

35 

2 

1 

10 

5 

15 

5 

1 

20 

22 

116 

TOTALS 

607 

26 

3 

59 

14 

663 

33 

26 

154 

42 

1627 
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fatalities  from  home  accidents  is  almost  the 
same  as  those  occurring  on  streets  and  high- 
ways. These  home  accidents  were  prin- 
cipally falls,  burns,  and  poisoning. 

Summary 

During  8 years  (1950-1957)  1627  accidental 
deaths  were  reported  among  residents  of 
Memphis  and  Shelby  County.  The  great- 


FIGURE 5 

ACCIDENTAL  DEATHS 
FIRE,  EXPLOSION  AND  HOT  SUBSTANCE 
MEMPHIS  & SHELBY  COUNTY 
1950  - 1957 

DEATHS  PER  YEAR  OF  AGE 


est  number  of  deaths  per  year  of  age  oc- 
curred under  1 year  and  was  due  predom- 
inantly to  burns  and  mechanical  suffocation. 
The  highest  death  rate  from  accidents  oc- 
curred in  the  older  age  groups  and  was  due 
largely  to  falls,  motor  vehicle  accidents  and 
burns.  Deaths  from  motor  vehicle  accidents 
were  more  frequent  among  young  adults. 
Thirty-seven  per  cent  of  accidental  deaths 
resulted  from  home  accidents.  Many  of 
these,  particularly  those  in  infants,  could  be 
prevented  if  there  were  a greater  awareness 
of  accident  hazards  in  the  home.  Practic- 
ing physicians,  visiting  nurses  and  public 
health  workers  can  render  a valuable  serv- 
ice by  recognizing  accident  hazards  in  the 
home  and  calling  them  to  the  attention  of 
the  occupants. 

Reference 

1.  Accident  Facts  1957,  p.  59.  National  Safety 
Council. 


Investigations  in  a Case  of  Murder  by  Insulin 

Poisoning:  V.  J.  Birkinshaw,  M.  R.  Gurd,  S.  S. 

Randall.  A.  S.  Curry,  I).  E.  Price  and  P.  II. 

Wright.  Brit.  M.  J.  2:463,  1958. 

The  authors  report  in  detail  the  case  of  a young 
woman  who  was  murdered  by  an  insulin  injec- 
tion. So  far  as  the  authors  are  aware,  this  is  the 
first  occasion  of  which  such  a charge  has  been 
substantiated  and  also  the  first  in  which  insulin 
has  been  demonstrated  in  human  tissue,  other  than 
the  pancreas,  after  death.  An  account  is  given  of 
the  case  in  which  a woman  was  found  drowned 
in  her  bath.  The  postmortem  examination  and 
the  findings  at  the  scene  where  the  body  was 
found  suggested  that  prior  to  her  death  the  woman 
was  unconscious.  The  absence  of  common  poisons 
in  the  tissues  of  the  body  and  in  the  urine,  the 
presence  of  vomited  food  on  the  bedclothes  and  in 
the  bath,  the  sweat-soaked  pajamas,  and  the 
grossly  dilated  pupils  suggested  that  the  woman 
was  hypoglycaemie.  The  subsequent  finding  of 
injection  marks  on  her  buttocks  led  to  a search 
for  insulin  in  the  underlying  tissues.  A large 
amount  of  insulin  was  recovered  (84  units),  and 
this  is  thought  to  represent  about  a third  of  the 
amount  present  at  the  time  of  her  death  and  an 
unknown  lesser  fraction  of  the  amount  which  was 
injected.  The  woman’s  husband,  a trained  male 
nurse,  was  accused  and  convicted  of  his  wife’s 
murder.  Some  of  the  problems  which  arose  dur- 
ing the  medical  and  scientific  investigations  in 
the  case  are  discussed.  (Abstracted  for  the  Ten- 
nessee Diabetes  Association  by  Charles  A.  Rosen- 
berg, Memphis,  Tenn.) 
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The  author  has  reviewed  the  characteristics  of  pelvic  abscesses,  their  cause  and  their  management. 

PELVIC  ABSCESSES: 

Their  Diagnosis  and  Management* 

SAMUEL  S.  BINDER.  M.D.,-j-  Chattanooga,  Tenn. 


Pelvic  abscesses  encountered  in  the  prac- 
tice of  gynecology  are  not  rare,  but  their 
incidence  has  decreased  with  the  use  of  anti- 
biotic therapy.  This  probably  is  true  be- 
cause antibiotics  have  been  efficient  in 
treating  the  acute  stages  of  the  various 
causes  of  pelvic  inflammations. 

Pelvic  abscesses  are  a sequellae  to  a group 
of  diseases  known  as  pelvic  inflammatory 
disease,  and  each  abscess  must  be  considered 
on  the  basis  of  its  individual  location  and 
etiology.  To  call  all  inflammatory  pro- 
cesses involving  the  pelvic  viscera,  simply 
“Pelvic  Inflammatory  Disease,”  or  “P.I.D.,” 
is  much  like  calling  all  diseases  of  the  heart, 
cardiac  conditions,  or  cardiac  disease.  In 
both  illustrations  there  is  no  specific  desig- 
nation as  to  etiology  and  location  of  the 
disease  process  as  it  involves  the  area.  In 
order  to  treat  pelvic  abscesses  properly  one 
must  give  consideration  to  the  specific  cause 
and  location  of  the  individual  abscess  under 
treatment. 

Hesseltine'  divides  the  etiology  of  pelvic 
inflammatory  processes  into  4 main  groups: 

(1)  Those  associated  with  direct  extention  of 
infection  from  the  uterus  to  the  tubes  and  ovaries. 

(2)  Those  extending  through  the  uterine  wall 
via  the  lymphatics  and  the  blood  stream. 

(3)  Those  spread  directly  to  the  pelvic  organs 
from  other  areas  by  direct  extention,  or  through 
the  blood  stream  such  as  tuberculosis  or  actinomy- 
coses. 

(4)  Those  originating  from  infected  areas  of  the 
gastrointestinal  tract,  such  as  infected  appendix, 
ruptured  viscus  or  diverticulum. 

Pathologic  observation  and  clinical  ex- 
perience has  shown  us  that  a pelvic  abscess 


*Read  before  the  Chattanooga  and  Hamilton 
County  Medical  Society,  July  1,  1958,  Chattanooga, 
Tenn. 

fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology, Baroness  Erlanger  Hospital,  Chattanooga, 
Tenn. 


may  occur  in  one  of  3 locations:  (1)  in  the 
cul-de-sac  of  Douglas;  (2)  confined  within 
the  contents  of  the  tubes  or  ovaries;  or  (3) 
confined  within  the  leaves  of  the  broad  liga- 
ment. 

With  these  3 anatomic  locations,  3 distinct 
types  of  abscesses  may  be  defined  in  rela- 
tionship to  the  peritoneal  cavity  and  the 
pelvic  viscera.  The  classification  may  be 
described  as  follows:  (1)  intraperitoneal — 
extravisceral;  (2)  intravisceral — extraperi- 
toneal;  (3)  extraperitoneal — extravisceral.2 

These  3 types  of  pelvic  abscesses  can  be 
differentiated  on  physical  examination  and 
require  different  types  of  therapy. 

Intraperitoneal- Extra  viscera  I Abscess 

This  type  of  abscess  may  be  considered  a 
true  pelvic  abscess.  The  purulent  collection 
is  lying  within  the  pelvic  cavity  and  within 
the  peritoneal  cavity.  It  is  not  confined 
within  an  organ,  but  lies  freely  within  the 
cul-de-sac  of  Douglas,  bordered  by  the  utero- 
sacral  ligaments  on  either  side,  loops  of  ad- 
herent bowel  or  omentum  superiorly,  and 
the  uterus  and  cervix  anteriorly.  It  has  a 
midline  location,  and  when  formed  may  be- 
come quite  large  and  at  times  displaces  the 
cervix  and  uterus.  An  abscess  of  this  type 
occurs  whenever  pus  becomes  free  within 
the  peritoneal  cavity.  This  may  follow  rup- 
ture of  an  appendix,  sigmoid  diverticula, 
spillage  of  pus  from  the  fimbriated  end  of 
an  infected  tube,  or  with  perforation  or  sup- 
puration of  other  abdominal  viscera.  The 
pus  gravitates  downward  to  the  lower-most 
portion  of  the  peritoneal  cavity,  which  is  the 
cul-de-sac  of  Douglas.  It  accumulates  at 
this  point  surrounding  itself  by  the  inflam- 
matory reaction  which  occurs  to  wall  off 
the  infected  material  from  the  other  viscera. 

This  type  of  abscess  can  be  easily  recog- 
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nized  by  pelvic  examination.  The  follow- 
ing diagnostic  points  will  be  noted: 

(1)  The  abscess  can  be  felt  in  the  midline. 

(2)  Before  approaching  the  area  of  fluctu- 
ation of  the  abscess,  induration  may  be 
noted  along  the  posterior  vaginal  wall. 

(3)  The  uterus  and  cervix  may  be  dis- 
placed anteriorly  toward  the  symphysis. 

(4)  On  rectovaginal  examination,  the  col- 
lection of  pus  may  be  felt  between  the  rec- 
tum and  the  upper  part  of  the  posterior 
vaginal  wall. 

The  basic  management  of  a true  pelvic 
abscess  is  drainage  through  a posterior  col- 
potomy  incision.  Regardless  of  all  other 
treatment,  drainage  must  be  established. 
Once  this  is  done  measures  must  be  taken 
to  maintain  the  opening  of  the  posterior 
colpotomy  until  all  drainage  ceases.  This  is 
usually  accomplished  by  inserting  a tube 
within  the  abscess  cavity,  and  leaving  it  in 
place  until  the  drainage  stops.  If  the  tube 
is  not  left  in  place  long  enough,  the  open- 
ing may  close  and  the  abscess  reform.  Col- 
lins and  associates  " ' have  demonstrated 
that  the  use  of  proteolytic  enzymes,  such 
as  streptokinase  and  streptodornase,  facili- 
tate drainage  of  the  cul-de-sac  abscess.  They 
suggest  that  these  be  injected  into  the  ab- 
scess cavity  24  hours  previous  to  doing  the 
actual  colpotomy.  They  have  demonstrated 
with  this  technic  that  pus  liquefies  and 
drainage  is  facilitated,  requiring  less  time 
for  total  drainage  of  the  abscess  cavity. 
When  antibiotics  are  used  in  the  treatment 
they  are  a supportive  form  of  therapy  rather 
than  curative. 

Very  frequently  the  origin  of  the  infection 
is  in  the  gastrointestinal  tract  and  measures 
must  be  taken  to  diagnose  the  original 
source  of  inflammation.  Not  too  infre- 
quently a subsequent  laporotomy  is  neces- 
sary for  persistent  symptoms  from  the  orig- 
inal site  of  the  inflammatory  process. 

I ntra  viscera  1-Extra  peritoneal  Abscess 

This  is  the  most  common  type  of  pelvic 
abscess  seen  in  gynecologic  practice.  The 
pus  is  confined  by  the  tubes  and  occasionally 
he  ovary.  This  type  of  abscess  is  fre- 
quently bilateral,  and  usually  follows  the 
course  of  infection  by  gonorrhea.  Although 
tuberculosis  may  also  cause  this  type  of  ab- 


scess our  remarks  will  be  confined  to  those 
associated  with  gonorrhea. 

Gonorrhea  spreads  to  the  lumen  of  the 
tube  by  way  of  endometrial  cavity.  As  the 
infection  involves  the  tube,  some  pus  may 
pass  through  the  fimbriated  end  soiling  the 
peritoneal  cavity.  This  creates  the  early 
symptoms  of  pelvic  peritonitis.  As  the 
fimbria  become  more  edematous  because  of 
reaction  to  infection,  they  are  sealed  by 
fibrinous  exudate  and  the  pus  starts  to  ac- 
cumulate in  the  lumen  of  the  tube.  As  this 
occurs  the  weight  of  the  tube  carries  it 
downward  toward  the  posterior  cul-de-sac 
and,  as  the  tube  accumulates  more  pus, 
frequently  causes  the  uterus  to  become 
retroverted.  As  pus  accumulates  in  the 
lumen  of  the  tube,  a sac-like  abscess  is 
formed  known  as  a pyosalpinix.  If  the  in- 
fection extends  to  the  ovary  through  a thin 
walled  follicular  cyst  or  ruptured  graafian 
follicle,  a tubo-ovarian  abscess  is  formed.5 

On  pelvic  examination  the  following 
points  are  noted: 

(1)  A bulging  mass  may  be  noted  on 
either  side  of  the  cul-de-sac  or  vaginal  vault. 

(2)  There  may  be  induration  of  the 
vaginal  vault  of  that  portion  which  is  in 
contact  with  the  inflammatory  mass. 

(3)  The  mass  extends  away  from  the  mid- 
line toward  the  adnexal  region. 

(4)  There  is  tenderness  on  motion  of  the 
uterus  and  the  cervix,  as  well  as  tenderness 
in  both  adnexal  areas. 

(5)  On  rectovaginal  examination  the 
mass  can  be  palpated  to  extend  laterally 
from  the  midline,  but  does  not  extend  into 
the  lower  recesses  of  the  cul-de-sac. 

In  spite  of  the  fact  that  this  purulent  ac- 
cumulation may  become  quite  large,  there 
is  a dramatic  response  to  conservative  med- 
ical management.  The  primary  treatment 
of  this  type  of  abscess  is  with  medical  ther- 
apy. Surgery  is  seldom  indicated  in  the 
usual  case. 

The  basic  medical  management  can  be 
outlined  as  follows:  (1)  bed  rest;  (2)  anal- 
gesic agents  for  the  relief  of  pain;  (3)  anti- 
biotics; (4)  avoidance  of  constipation;  (5) 
avoidance  of  repeated  examination  once  the 
diagnosis  is  made;  (6)  avoidance  of  alco- 
holic indulgence;  and  (7)  recently  anti- 
inflammatory drugs  of  the  cortisone  group 
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have  been  used  in  conjunction  with  anti- 
biotics with  promising  results. 6-  7 

It  is  not  our  purpose  to  go  into  detail  con- 
cerning the  medical  management  of  this 
type  of  abscess.  The  medical  management 
is  outlined  primarily  to  show  that  the  ap- 
proach to  therapy  is  different  from  the 
other  type  described. 

In  most  cases,  the  symptoms  and  fever 
frequently  subside  within  a week;  however, 
a palpable  mass  may  persist.  In  some  cases 
the  fever  may  last  longer  and  may  not  start 
to  recede  until  ten  or  more  days.  If  fever 
persists  beyond  two  weeks,  in  all  proba- 
bility there  is  a tubo-ovarian  abscess  in  one 
or  the  other  adnexal  areas.  Very  often  one 
will  notice  an  improvement  in  the  patient’s 
symptoms  before  the  temperature  returns 
to  normal.  Once  the  examiner  has  con- 
vinced himself  of  the  diagnosis,  repeated 
examinations  should  be  avoided.  The  re- 
sponses of  the  patient  should  be  observed 
on  the  basis  of  temperature  curve,  white 
count,  differential  counts  and  sedimentation 
rate.  When  the  patient  is  afebrile  for  48 
hours  or  more  and  the  white  count  is  nor- 
mal. a second  examination  may  be  at- 
tempted. The  patient  should  be  observed 
for  another  48  hours,  and  if  there  is  no  re- 
turn of  symptoms  or  fever  she  may  be  dis- 
charged from  the  hospital. 

Surgical  attack  is  necessary  in  some  cases 
for  the  following  indications:  (1)  repeated 
attacks;  (2)  functional  uterine  bleeding;  (3) 
persistent  abdominal  pain;  (4)  restoration 
of  function  such  as  tubo-plasty;  or  (5)  tubo- 
ovarian  abscess. 

If  operation  is  required,  other  than  for 
the  restoration  of  function,  the  operation  of 
choice  is  a total  hysterectomy  and  a bilat- 
eral salpingo-oophorectomy.  The  all  or 
none  principle  is  followed  because  fre- 
quently lesser  degrees  of  surgery  necessi- 
tate future  operations.  Leaving  an  ovary 
may  sacrifice  its  blood  supply,  and  eventu- 
ally cause  cystic  degeneration. 

Frequently,  recurrent  attacks  are  found 
in  younger  women  between  the  ages  of  17 
and  25.  A hysterectomy  in  a woman  of  this 
age  might  create  severe  psychic  symptoms, 
due  to  menstrual  failure.  It  is  possible  in 
such  an  individual  to  leave  the  uterus  be- 
hind by  doing  the  cornual  resection  opera- 


tion of  Falk.  It  must  be  emphasized  that 
this  operation  should  not  be  done  if  there 
is  evidence  of  ovarian  involvement  by  dis- 
ease. If  the  ovaries  are  free  of  disease,  free 
of  involvement  by  the  inflammatory  pro- 
cess, or  there  is  no  evidence  of  functional 
uterine  bleeding,  the  cornual  resection  op- 
eration may  yield  good  results  in  the  ma- 
jority of  cases.8 

The  time  to  operate  must  be  individ- 
ualized according  to  the  case.  It  is  best  to 
wait  until  the  evidence  of  infection  have 
disappeared.  Simpson8  has  postulated  rules 
to  guide  the  surgeon  as  to  time  of  operation 
for  salpingitis.  These  rules  are  as  follows: 

(1)  The  patient  should  be  afebrile  for 
2 weeks. 

(2)  There  should  be  a normal  white 
count. 

(3)  The  sedimentation  rate  should  be  un- 
der 18  mm.  per  hour. 

(4)  There  should  be  no  evidence  of  re- 
current infection  after  examination. 

If  these  rules  are  followed  the  patient 
may  have  surgical  treatment  within  3 weeks 
after  the  temperature  has  reached  normal. 

At  times,  operation  may  be  necessary  be- 
fore Simpson’s  postulates  have  been  ful- 
filled. If  a patient  is  deteriorating  in  spite 
of  medical  therapy,  operation  should  be 
done.  In  such  instances  a ruptured  pyosal- 
pinx  or  tubo-ovarian  abscess  may  be  found. 
Sometimes  an  error  in  diagnosis  has  been 
made. 

Any  type  of  surgical  treatment  during 
the  acute  and  subacute  stages  should  be 
covered  by  high  doses  of  antibiotics  pre- 
and  postoperatively. 

Extra peritoneai-Extra visceral  Abscess 

This  type  of  abscess  is  rare  today.  It  was 
most  frequently  seen  in  the  past,  as  the  re- 
sult of  postabortal  infection  or  postpartum 
infection.  Other  known  causes  have  been 
the  use  of  contraceptive  stem  pessaries,  fol- 
lowing the  treatment  of  cervicitis  by  cau- 
tery, and  intra-uterine  manipulation  with 
instruments  for  various  diagnostic  proce- 
dures. It  is  possible  that  the  rarity  of  this 
type  of  abscess  is  due  to  the  response  of  the 
infection  to  antibiotics  in  the  initial  stages. 

This  abscess  usually  forms  between  the 
leaves  of  the  broad  ligament.  At  first  there 
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is  an  endometritis,  which  spreads  peripher- 
ally through  the  lymphatics  of  the  uterus 
to  the  broad  ligament.  As  it  spreads,  there 
is  a brawny  edema  of  the  broad  ligament 
due  to  marked  cellulitis  of  this  area  which 
may  extend  into  the  tubal  area  creating  a 
perisalpingitis.  A perisalpingitis  can  be 
recognized  pathologically  because  there  is 
minimal  involvement  of  the  endosalpinx, 
and  the  enlargement  and  thickening  of  the 
tube  is  in  the  muscular  and  connective  tis- 
sue surrounding  the  mucous  membrane  of 
the  tube. 

If  untreated  in  the  early  stages  there 
eventually  will  result  necrosis  of  tissue  and 
abscess  formation  within  the  leaves  of  the 
broad  ligament.  Fortunately,  most  of  these 
cases  can  be  treated  before  the  suppurative 
stage  and  if  found  early  enough  will  re- 
spond well  to  antibiotic  therapy.  Once  an 
abscess  forms,  the  patient  becomes  resistant 
to  antibiotic  therapy  and  will  only  respond 
after  drainage  is  established. 

Examination  reveals  the  following  diag- 
nostic points: 

(1)  Pain  and  tenderness  is  generalized  in- 
volving the  uterus  and  both  adnexal  areas. 

(2)  There  is  induration  of  the  entire  va- 
ginal vault,  which  can  be  felt  laterally  an- 
teriorly and  occasionally  posteriorly. 

(3)  There  may  be  fullness  in  both  ad- 
nexal areas. 

(4)  There  will  be  no  distinct  area  of  fluc- 
tuation. 

The  course  of  the  disease  is  usually  one 
of  sepsis  with  a spiking  type  of  temperature 
curve.  In  spite  of  intense  antibiotic  therapy 
there  is  minimal  response  to  treatment. 

When  dealing  with  this  type  of  abscess, 
drainage  cannot  be  established  until  the  ab- 
scess points  in  some  direction.  The  abscess 
usually  points  posteriorly  into  the  cul-de- 
sac  of  Douglas,  but  also  may  point  supra- 
pubically  in  the  area  of  the  inguinal  liga- 
ment. The  important  principle  of  surgical 
management  is  to  avoid  peritoneal  contam- 
ination at  the  time  of  drainage.  Since  the 
usual  organisms  are  of  the  hemolytic  strep- 
tocci  group,  peritoneal  contamination  may 
lead  to  a fatal  peritonitis. 

If  the  abscess  is  pointing  suprapubically, 
it  must  be  drained  in  this  area  and  a drain 
left  in  place  until  all  drainage  ceases.  The 


same  principle  is  applied  to  the  drainage 
through  the  posterior  cul-de-sac.  Once 
drainage  is  established  the  response  of  the 
patient  is  dramatic. 

Case  Reports 

The  following  case  reports  were  taken 
from  the  private  and  ward  services  of  the 
Baroness  Erlanger  Hospital.  These  cases 
are  being  used  to  illustrate  the  various  type 
of  pelvic  abscesses  described  previously. 

Case  1.  The  patient  was  a 17  year  old  white 
woman  admitted  to  the  Baroness  Erlanger  Hos- 
pital on  May  23,  1956. 

The  chief  complaint  was  pain  in  the  lower  ab- 
domen. 

Present  Illness.  One  week  before  admission  the 
patient,  believing  she  had  “flu”  had  taken  quinine 
and  castor  oil.  On  May  18,  some  vaginal  bleeding 
was  noted  by  the  patient  and  she  went  to  her 
doctor.  At  that  time  she  had  a temperature  of 
102  F.,  and  evidence  of  peritoneal  irritation  in 

the  lower  abdomen.  She  was  placed  on  antibiotics 
and  was  not  seen  again  until  entering  the  hospital 
on  May  23. 

On  admission  she  had  a fever  of  104  F.,  and 

examination  revealed  a large  pelvic  abscess  filling 
the  entire  pelvis,  preventing  the  passage  of  gas 
or  feces  from  the  rectum.  The  mass  was  found 
to  be  bulging  down  in  the  vagina  in  the  midline. 
The  etiology  of  this  abscess  was  not  determined 
on  admission. 

The  patient  was  taken  to  the  operating  room 
the  same  day  and  the  abscess  was  drained  by  a 
posterior  colpotomy.  A drain  was  inserted  into 
the  abscess  cavity  and  left  in  place.  The  patient 
became  afebrile  in  2 days  and,  after  a total  of  6 
days  in  the  hospital,  was  discharged  in  good  con- 
dition. 

On  August  20,  1956,  she  was  readmitted  to 
Baroness  Erlanger  Hospital.  She  had  been  com- 
plaining of  recurrent  pain  in  the  lower  abdomen. 
Menstrual  periods  had  been  regular  every  28  days, 
lasting  4 to  5 days.  She  was  admitted  with  the 
diagnosis  of  recurrent  appendicitis,  possible 
chronic  salpingitis.  On  August  21,  a laporotomy 
was  performed.  At  the  time  of  operation  the 
appendix  was  found  to  be  bound  down  with  sev- 
eral adhesions  and  appeared  as  though  it  had 
given  some  previous  trouble.  The  operative  re- 
port described  the  right  fallopian  tubes  as  being 
mildly  inflamed,  edematous  and  scarred.  The 
right  ovary  was  apparently  normal  in  appearance. 
The  left  tube  and  ovary  were  described  as  appear- 
ing normal.  An  appendectomy  and  a right  sal- 
pingectomy were  performed. 

Pathologic  examination  of  the  appendix  re- 
vealed minimum  amount  of  fibrosis  in  the  sub- 
mucosal area.  The  Fallopian  tube  at  several 
levels  of  examination  showed  dilation  of  the  lu- 
men, but  the  epithelium  was  normal.  There  was 
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some  chronic  fibrosis  of  the  stroma  in  the  epi- 
thelium. An  occasional  pus  cell,  lymphocyte  and 
lipophage  was  found  in  the  submucosa.  The  only 
remarkable  thing  about  the  Fallopian  tubes  at 
three  levels  were  the  organizing,  well-vascularized 
adhesions  along  the  surface  of  the  Fallopian  tubes 
and  mesosalpinx. 

Comment.  This  case  report  demonstrates 
a true  pelvic  abscess  which  was  treated 
by  posterior  colpotomy  and  adequately 
drained.  Because  of  persistent  symptoms, 
a laporotomy  had  to  be  performed.  The 
etiology  of  this  pelvic  abscess  was  probably 
acute  appendicitis,  as  shown  by  the  fact 
that  the  left  tube  was  normal,  whereas,  the 
right  tube  and  the  appendix  were  involved 
in  an  inflammatory  process.  The  right  tube 
had  no  evidence  of  epithelial  involvement. 
Also  the  findings  were  consistent  with  a 
perisalpingitis  rather  than  an  endosalpin- 
gitis. 

Case  2.  The  patient,  a 44  year  old  colored 
woman,  admitted  to  Baroness  Erlanger  Hospital 
on  August  18,  1956.  She  was  a gravida  2,  para 
1,  and  her  menstrual  cycles  were  normal  until 
2 months  before  admission. 

Chief  complaint  was  pain  in  the  lower  abdomen. 

Present  Illness.  This  revealed  that  her  last 
menstrual  period  started  on  May  29  and  lasted 
until  June  7.  The  pain  in  her  abdomen  started 
on  June  8 and  persisted  until  seen  by  her  physi- 
cian on  June  14.  There  was  no  previous  history 
of  “female  trouble.”  The  patient  noted  that  the 
pain  was  made  worse  by  straining  and  defecation. 
Because  she  had  refused  initial  hospitalization, 
she  was  placed  on  antibiotics  and  bedrest  with  a 
diagnosis  of  bilateral  salpingitis. 

Her  symptoms  persisted  and  she  failed  to  re- 
spond to  treatment  at  home,  and  so  was  admitted 
to  the  hospital  on  June  18,  1957. 

Examination  at  the  time  of  admission  to  the 
hospital  revealed  a fever  of  99.8  F.  There  was 
tenderness  in  both  lower  quadrants  of  the  abdo- 
men, and  a sensation  of  fullness  in  the  right 
lower  quadrant.  On  pelvic  examination  a mass 
was  found  in  the  right  adnexa  extending  toward 
the  cul-de-sac.  No  distinct  mass  was  felt  on  the 
left  side,  but  some  thickening  was  noted  on  ex- 
amination. (It  was  stated  that  the  patient  was 
difficult  to  examine  because  of  her  obesity.  Her 
weight  was  approximately  240  lbs.)  She  was 
treated  with  penicillin  and  streptomycin  for  4 
days  in  the  hospital,  with  no  apparent  response. 
The  antibiotic  was  changed  to  tetraeyclin,  and  by 
the  6th  day  in  the  hospital  she  began  to  note  some 
symptomatic  improvement.  On  June  24,  1957 
the  temperature  had  not  returned  to  normal,  but 
the  patient  insisted  upon  going  home.  On  leav- 
ing the  hospital,  she  was  placed  on  Gantrisin  for 
a period  of  one  week. 

The  second  admission  to  the  hospital  was  on 


July  24,  1957.  The  interval  history  revealed  that 
for  the  month  following  her  first  hospital  admis- 
sion she  had  had  moderately  severe  vaginal  bleed- 
ing, although  she  had  no  pain  in  her  lower  ab- 
domen. 

Examination  revealed  the  uterus  to  be  approx- 
imately the  size  of  a 3 month  gestation  and  nodu- 
lar. There  was  some  fullness  on  the  right  adnexal 
area,  but  the  mass  previously  described  was  not 
noted.  Her  admission  Hgb.  was  10.1  Gm.,  her 
W.B.C.  count  and  sedimentation  rate  were  within 
normal  limits.  Admission  diagnosis  at  this  time 
was  multiple  myomas,  chronic  salpingitis,  and 
functional  uterine  bleeding. 

Because  of  the  anemia,  she  was  transfused  with 
500  cc.  of  whole  blood  before  operation.  On  July 
26,  a subtotal  hysterectomy,  bilateral  salpingo- 
oophorectomy  was  performed.  At  the  time  of 
operation,  the  patient  was  found  to  have  multiple 
myomas  of  the  uterus.  There  was  a pyosalpinx 
on  the  right  side  with  innumerable  adhesions  of 
the  right  adnexa  to  the  surrounding  pelvic  peri- 
toneum. On  the  left  side  there  was  a tubo-ovarian 
abscess  which  had  prolapsed  toward  the  cul-de- 
sac.  Due  to  the  patient’s  obesity  and  the  technical 
difficulties  encountered  at  operation,  no  attempt 
was  made  to  remove  the  cervix.  The  patient’s 
postoperative  course  was  uneventful,  there  was 
no  morbidity,  and  she  was  discharged  from  the 
hospital  on  the  8th  postoperative  day. 

Comment.  This  case  represents  an  extra- 
peritoneal,  intravisceral  type  of  pelvic  ab- 
scess. Surgical  treatment  became  neces- 
sary because  of  the  presence  of  functional 
uterine  bleeding  associated  with  chronic 
salpingitis.  The  response  to  medical  treat- 
ment was  poor,  probably  because  of  the 
tubo-ovarian  abscess  which  was  present  on 
the  left  side.  It  also  illustrates  that  a large 
adnexal  mass  will  resolve  if  medical  treat- 
ment is  persistent. 

Case  3.  The  patient,  a 25  year  old  colored 
woman,  gravida  3,  para  1,  had  her  first  hospital 
admission  on  June  14,  1955,  when  she  was  ap- 
proximately 6 months  pregnant. 

Nine  years  previously  she  had  had  eclampsia 
with  her  first  pregnancy.  Four  years  before  ad- 
mission she  had  had  a laparotomy  following  a 
stab  wound  in  her  right  lower  abdomen. 

At  time  of  admission  she  was  complaining  of 
chills  and  fever,  pain  in  the  right  lower  abdomen 
and  in  the  right  flank.  She  was  admitted  with 
the  diagnosis  of  acute  pyelonephritis,  possible  ap- 
pendicitis. On  June  16,  1955,  cystoscopy  was  per- 
formed; the  bladder  appeared  normal.  The  right 
ureter  was  catheterized  and  retrograde  pyelogram 
was  done.  No  stricture  of  the  ureter  was  noted 
at  the  time  of  insertion  of  the  catheter. 

At  the  time  of  examination  by  the  attending 
surgeon,  on  June  17,  he  thought  the  patient  might 
have  pyelonephritis  but  also  probably  had  a 
retrocecal  appendiceal  abscess.  He  believed  ex- 
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ploration  was  imperative.  On  June  17,  she  was 
explored  through  a right  McBurney  incision  and 
found  to  have  a retrocecal-ileal  ruptured  gan- 
grenous appendix  with  abscess  formation.  The 
postoperative  course  was  uneventful  and  she  was 
discharged  on  June  28. 

On  August  12,  1955,  after  observation  in  the 
prenatal  clinic,  she  was  admitted  with  the  diag- 
nosis of  preclampsia.  Under  observation  in  the 
hospital  her  blood  pressure  returned  to  normal 
and  there  was  no  evidence  of  albumin  in  her 
urine.  On  September  21,  1955,  the  patient  was 
admitted  in  labor  and  had  a normal  spontaneous 
delivery.  On  the  1st  day  postpartum  the  patient 
had  a spike  fever  of  102.6  F.  Chest  X-ray  studies 
revealed  pneumonia  of  the  right  middle  and 
lower  lobes  of  the  lungs.  She  was  treated  with 
antibiotics  and  the  temperature  response  was 
prompt.  She  was  discharged  on  the  6th  post- 
partum day,  afebrile  and  apparently  in  good  con- 
dition. 

On  October  18,  1955,  the  patient  was  readmitted 
to  the  hospital  because  of  abdominal  pain  which 
had  started  5 days  previously.  Temperature  at 
that  time  was  99.8  . She  was  seen  in  the  emer- 
gency room  and  given  an  injection  of  penicillin 
and  Gantrisin  was  prescribed.  She  continued  to 
have  fever,  and  pain  in  her  lower  abdomen.  There 
was  slight  spotting.  At  the  time  of  admission,  a 
pelvic  mass  was  noted  filling  the  pelvis  just  below 
the  umbilicus.  It  was  firm  and  tender.  Two  days 
after  admission,  her  temperature  rose  to  103  F. 
In  spite  of  antibiotic  therapy  she  did  not  appear 
to  be  improving. 

Examination  on  October  25,  by  the  attending 
physician  revealed  a firm  moderate  tender  mass 
extending  to  the  umbilicus.  There  was  tender 
thickening  of  the  rectovaginal  septum.  The  im- 
pression was  that  the  patient  had  a streptococcic- 
pelvic  cellulitis.  She  continued  to  have  a spiking 
fever.  Another  examination  on  October  30,  re- 
vealed that  a pelvic  abscess  was  beginning  to 
form,  but  it  was  not  ready  for  drainage.  On  No- 
vember 3,  a mass  could  be  felt  extending  down 
into  the  cul-de-sac  of  Douglas  and  drainage  was 
performed  that  evening  through  a posterior  col- 
potomy.  About  1000  cc.  of  greenish  yellow  thin 
creamy  purulent  material  was  obtained.  The 
abscess  cavity  was  sounded  and  found  to  be  ap- 
prox. mately  14  cm.  in  depth. 

The  patient  responded  well  and  became  afebrile. 
She  was  discharged  from  the  hospital  on  Novem- 
ber 10,  1955,  with  no  complaints,  except  slight 
vaginal  drainage. 

Comment.  The  last  case  illustrates  an  ab- 
scess developing  in  a postpartum  patient  as 


the  result  of  puerperal  infection.  It  will  be 
noted  in  the  case  report  that  there  was  no 
response  to  antibiotic  therapy.  This  abscess 
eventually  pointed  toward  the  cul-de-sac  of 
Douglas,  and  it  was  only  after  drainage  that 
the  patient  became  afebrile. 

Summary 

Pelvic  abscesses  have  distinct  causes  and 
anatomic  locations.  When  classified  rela- 
tive to  the  peritoneal  reflection  and  pelvic 
viscera,  3 distinct  abscesses  are  defined. 

The  first,  extraperitoneal,  extravisceral  or 
true  pelvic  abscesses  is  managed  by  surgical 
drainage  using  a post-colpotomy. 

The  second,  intravisceral-extraperitoneal 
abscess  is  managed  with  medical  therapy. 
Surgical  treatment  is  occasionally  neces- 
sary, and  the  indications  and  management 
of  the  surgical  case  has  been  reviewed. 

The  third  type,  extravisceral,  extraperi- 
toneal or  abscesses  of  the  broad  ligament 
has  been  described.  The  management  is 
medical  until  drainage  can  be  accomplished 
without  soiling  the  peritoneal  cavity. 

Case  reports  illustrating  each  type  of  ab- 
scess have  been  presented. 
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Malignant  Melanoma  of  the  Choroid 
In  an  Eighteen  Year  Old  Man* 

J.  Ed.  Campbell,  Jr.,  M.D.,  Knoxville,  Tenn. 

This  case  report  is  being  given,  not  be- 
cause of  any  unusual  aspects  in  the  type  of 
tumor,  but  because  a malignant  melanoma 
of  the  choroid  is  comparatively  rare  in  any- 
one under  twenty  years  of  age;  although,  of 
course,  it  does  occur. 

Duke-Elder'  reported  the  average  age  in- 
cidence to  be  about  50  years,  some  45%  oc- 
curring in  the  fifth  and  sixth  decades  of  life. 
He  further  reported  cases  in  the  second  dec- 
ade to  be  very  rare  and  in  the  first  decade 
exceptional.  The  youngest  recorded  case  is 
that  of  Iwumi,5  in  which  the  eye  was  ex- 
cised at  the  age  of  3 and  in  which  the  tumor 
had  already  perforated  the  sclera,  and  in 
which  symptoms  had  been  noted  9 months 
previously. 

Correspondence  with  Dr.  Lorenz  Zimmer- 
man revealed  in  the  Registry  of  Ophthal- 
mologic Pathology  the  following  number  of 
similar  tumors  in  which  the  patients  are 
under  20  years  of  age. 

Age  Number  of  Cases 

6 1 

7 1 

11  3 

14  4 

15  3 

17  1 

18  4 

19  4 

R.  K.,  an  18  year  old  white  man,  first  reported 
to  our  office  on  September  14,  1957,  having  been 
referred  by  an  optometrist  because  he  was  unable 
to  correct  this  patient’s  right  eye  above  20/60 
with  glasses. 

The  patient  was  unaware  that  his  vision  was 
decreased  until  he  had  taken  a driver’s  license 
examination  one  week  prior  to  our  seeing  him. 
External  examination  of  the  right  eye  was  normal, 
including  pupillary  reactions  and  muscle  balance. 
Fundus  examination  revealed  a slate  gray-colored 
lesion  with  a solid  globular  appearance  approxi- 
mately two  disk  diameters  in  size,  and  located 
nasal  to  the  optic  nervehead  in  the  posterior  por- 
tion of  the  fundus.  There  were  practically  no 
folds  or  wrinkles  in  the  retina  and  no  tremulous- 


*Read before  Tennessee  Academy  of  Ophthal- 
mology and  Otolaryngology  Section,  April  22, 
1958,  Gatlinburg,  Tenn. 


ness  was  noted.  No  other  areas  of  retinal  detach- 
ment were  noted  other  than  where  it  was  partially 
detached  around  the  tumor.  The  ocular  tension 
was  18  mm.  Hg.  Schiotz.  A visual  field  revealed 
a scotoma  corresponding  to  the  area  of  the  lesion. 

Transillumination  was  not  completely  satisfac- 
tory because  of  the  posterior  location  of  the  tumor. 
Because  the  location  was  inaccessible  to  the  probe 
counter,  the  lesion  did  not  lend  itself  to  the  radio- 
active phosphorus  uptake  test.  (This  was  first 
reported  by  Thomas  Krohmer  and  Storaasi1  in 
1952  and  since  has  been  elaborated  on  by  many 
authors.) 

A diagnosis  of  probable  malignant  melanoma  of 
the  choroid  was  made  and  consultations  with  three 
other  ophthalmologists  were  obtained,  all  of  whom 
concurred  in  the  diagnosis.  A general  checkup 
examination  failed  to  reveal  any  evidence  of 
metastases.  Enucleation  was  recommended  and 
done  on  September  22,  1957,  with  the  insertion  of 
an  Allen  implant  after  first  noting  no  extension 
into  the  optic  nerve  stump  or  surrounding  tissues. 

Gross  examination  of  the  eye  did  not  reveal  any 
evidence  of  extra-ocular  extension  of  the  tumor. 
Serial  sections  of  the  eye  showed  a pigmented 
choroidal  tumor  near  the  optic  nerve-head. 

Microscopic  examination  confirmed  the  diag- 
nosis of  a malignant  melanoma  of  the  choroid 
with  spindle-cell  subtype  A of  Callender’s-’  classi- 
fication. 

Discussion 

This  type  cell,  which  is  the  least  anaplas- 
tic, shows  the  lowest  mortality,  as  described 
in  the  excellent  article  by  Callender,  Wilder 
and  Ash.  A slide  was  sent  to  Dr.  Zimmer- 
man at  the  Armed  Forces  Institute  Pathol- 
ogy who  confirmed  the  pathologic  diagnosis 
and  the  cell  type. 

In  respect  to  the  prognosis  in  this  case, 
the  fact  that  there  was  no  evidence  of  extra- 
scleral  extension,  no  systemic  evidence  of 
metastasis,  and  the  type  of  cell,  all  are  in 
favor  of  the  patient.  Callender,  Wilder  and 
Ash3  found  only  2 deaths  in  their  35  cases 
of  spindle-cell  A followed  5 years  or  longer. 
Chisholm11  in  a very  good  article  reported 
that  the  degree  of  the  malignancy  is  not  ap- 
preciably affected  by  the  age  of  the  patient. 
In  other  words,  the  statement,  “the  younger 
the  patient,  the  more  malignant  the  tumor,” 
does  not  apply  to  malignant  melanoma  of 
the  choroid. 

In  conclusion,  a case  of  malignant  mel- 
anoma of  the  choroid  has  been  added  to  the 
previously  reported  cases  occurring  in  the 
second  decade  of  life. 
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Dissecting  Aneurysm  of  the  Aorta:  A review  of 

505  Cases.  Albert  E.  Hirst,  Jr..  Varner  J.  Johns, 

Jr.  a,nd  S.  Wesley  Kime,  Jr.,  Medicine  37:217, 

1958. 

Dissecting  aneurysm  is  defined  by  the  penetra- 
tion of  the  circulating  blood  in  the  wall  of  a 
vessel  for  a distance  of  at  least  1 cm.  The  505 
cases  included  are  those  in  the  English  literature, 
from  1933  to  1945,  in  which  a satisfactory  history 
and  confirmation  by  autopsy  were  presented. 

Incidence  is  approximately  one  in  10,000  hos- 
pital admissions,  and  at  autopsy  of  one  in  360. 
Ages  ran  from  14  to  84  years,  although  instances 
in  younger  and  older  persons  have  been  reported. 
Over  half  of  the  cases  were  in  the  50  to  69  year 
group.  There  was  a predeliction  for  males  2 
or  3:1,  until  the  ninth  decade  where  females  pre- 
dominated 4:1.  There  was  no  racial  predilection; 
occupation  appeared  to  have  no  significance. 
Clinical  hypertension  was  present  in  30%  only, 
although  autopsy  material  revealed  that  86%  had 
cardiomegaly.  Stigmata  of  hypertension  appeared 
the  most  consistent  manifestation  of  dissecting 
aneurysm.  The  basic  lesion  appeared  to  be  medial 
degeneration  of  the  aorta.  A heredity  factor  has 
been  suggested;  arachnodaetyly  (Marfan’s  syn- 
drome) and  its  “forme  frustes”  are  particularly 
prone  to  this.  Congenital  cardiovascular  ab- 
normalties,  particularly  coarctation  of  the  aorta, 
bicuspid  aortic  valves  (frequently  occurring  to- 
gether), and  aortic  hypoplasia  were  frequently 
present  in  those  with  dissection  before  the  age  of 
40.  Pregnancy  appeared  to  predispose  to  dissec- 
tion, but  there  was  no  apparent  relationship  to  the 
strain  of  labor  per  sc.  Some  of  these  women  had 
the  congenital  defects  mentioned.  Factors  of 
medical  degeneration  were  discussed,  with  no  defi- 
nite conclusions  drawn. 

There  appeared  to  be  no  evidence  that  activity 
had  any  relationship  to  the  time  of  onset.  Though 
it  is  thought  that  trauma  may  cause  rupture  of  the 
aorta,  it  probably  does  not  cause  dissection. 

In  the  discussion  of  pathogenesis  and  dynamics 
of  dissection,  it  was  felt  that  intimal  tears,  what- 
ever the  cause — traumatic  or  atherosclerotic — did 
not  lead  to  dissection  and  that  these  tears  usually 
healed  uneventfully.  Acute  dissections  usually 
involved  the  entire  circumference,  or  nearly  so, 
whereas,  in  those  who  survived,  smaller  tears  oc- 
curred. The  Iliac,  Innominate,  Carotid,  Sub- 


clavian, Renal,  Mesenteric  and  Celiac  arteries 
were  most  frequently  involved  in  descending  order 
of  frequency.  External  rupture  of  the  aneurysmal 
wall  is  the  most  frequent  cause  of  death  (80  to 
88%).  In  order  of  decreasing  frequency  rupture 
occurred  into  the  pericardium.  Pleural  space, 
mediastinum,  retroperitonium  and  gastrointestinal 
tract.  Then  came  congestive  heart  failure,  coro- 
nary artery  involvement,  uremia,  occlusion  of  ab- 
dominal aorta  or  its  branches.  , 

Clinically,  shock  was  apparent,  although  the 
blood  pressure  was  100  mm.  hg.  or  over.  Cyan- 
osis was  sometimes  present,  due  to  pressure  in  the 
mediastinum,  or  pericardial  effusion.  Tempera- 
ture was  mildly  elevated,  but  not  over  102“  F. 
Cardiac  arrhythmias  were  very  rare.  Pain  was 
the  usual  presenting  complaint  and  was  abrupt 
and  severe  in  onset  in  comparison  to  myocardial 
infarction.  It  was  usually  described  as  ripping, 
tearing,  choking,  sharp,  constricting,  stabbing, 
knife-like  or  burning.  Most  commonly  in  the 
substernal  area  or  back,  the  pain  radiated  de- 
pending on  the  direction  of  dissection.  Syncope, 
from  ischemia  can  occur  if  the  carotids  are  in- 
volved. Of  those  who  survive  the  acute  episode, 
chronic  congestive  heart  failure  is  sometimes  as- 
sociated with  aortic  insufficiency.  Diastolic  mum- 
rnurs  at  the  aortic  area  are  considered  to  be  of 
great  diagnostic  significance.  The  causes  for  these 
murmurs  were  discussed. 

Pericardial  friction  rubs  were  at  times  heard 
with  slow  leaking,  or  uremia,  but  with  rapid  de- 
terioration with  cyanosis,  increased  venous  pres- 
sure. Tachycardia  and  falling  blood  pres- 
sure suggested  cardiac  tamponad  due  to  rupture 
into  the  pericardial  space.  Inequality  of  the  caro- 
tid pulses  and  those  of  the  extremities,  pulsating 
masses  over  the  thoracic  and  abdominal  areas 
sometimes  associated  with  thrill  were  discussed  as 
clues  to  diagnosis.  Electrocardiographic  findings 
were  nonspecific  and  usually  revealed  a left  heart 
strain  pattern.  An  ischemia  or  infarction  pattern 
was  seen  when  the  coronary  arteries  were  in- 
cluded in  the  dissection.  The  pattern  of  pericardi- 
tis was  seen  with  effusions,  ruptures  or  uremia. 
Respiratory  symptoms  occurred  with  rupture  into 
the  pleural  space  or  into  the  mediastinum  and  was 
an  ominous  sign.  Abdominal  pain  at  the  onset  of 
dissection  was  of  a frequency  of  10  to  50%  in 
(Continued  on  page  506) 
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University  of  Tennessee 
College  of  Medicine* 
Problems  of  the  Premature  Child 


DR.  ROBERT  G.  JORDAN:  This  is  the  case  of 
J.C.F.  Age  is  21/2  years.  Miss  Taylor. 

MISS  KATHRYN  TAYLOR:  Jimmy  was  re- 
ferred in  March  by  Memphis  Speech  and  Hearing 
Center.  He  has  had  speech  therapy  there  since 
May,  1957.  They  believe  that  he  might  benefit 
from  therapy  if  his  hyperactivity  were  lessened 
and  if  they  knew  his  intellectual  level. 

Mrs.  Dierks,  who  made  the  referral,  described 
the  home  situation  as  critical.  There  are  four 
children  under  8,  and  the  father  is  in  and  out  of 
the  home.  He  usually  leaves  when  his  wife  be- 
comes pregnant  and  returns  after  the  baby  is 
about  6 months  of  age.  He  provides  inadequately. 
The  ladies’  group  of  a church  has  helped  the 
mother  with  emergency  grocery  orders  during 
his  present  absence  and  have  offered  to  assist  her 
again.  Mrs.  F’s  minister  is  also  interested  in  the 
family  and  called  this  clinic  on  April  3 inquiring 
about  possible  treatment  for  the  child.  A public 
health  nurse  has  known  the  family  for  several 
months  and  has  found  the  mother  to  be  very 
cooperative. 

The  mother,  27,  was  reared  in  West  Tennessee 
where  she  obtained  a high  school  education.  The 
father,  30,  was  reared  in  Ohio  where  he  went  to 
the  eleventh  grade.  He  was  stationed  in  Mem- 
phis in  the  Air  Force  when  he  and  his  wife  met 
and  married.  The  children  are  ages  8,  6,  2%, 
and  1 — all  said  to  be  normal,  healthy  children 
with  the  exception  of  the  patient.  Jimmy  was 
born  in  a Ohio  hospital  in  1955.  Pregnancy  was 
complicated  throughout  by  bleeding,  and  he  was 
delivered  at  6%  months.  Labor  lasted  7 hours 
and  no  anesthesia  was  administered.  Jimmy 
weighed  3 lbs.  7 ozs.  The  mother  had  a pro- 
lapsed cord,  and  the  cord  was  wound  around  the 
baby  several  times.  At  birth  he  was  blue.  He 
spent  6 weeks  in  an  incubator.  Shortly  after 
birth  the  obstetrician  told  the  mother  that  he 
might  be  deaf  and/or  mentally  retarded.  At 
7 months  he  was  diagnosed  as  deaf,  but  at  11 
months  a hearing  examination  revealed  only  a 
partial  hearing  loss. 

The  mother  has  lived  most  of  the  past  8 or  10 
years  in  Ohio  in  a factory  town  where  her  hus- 
band was  working.  She  finally  decided  to  come 
back  here.  The  mother  was  told  in  Ohio  when 
the  child  was  11  months  old  that  he  had  a brain 
injury. 

At  8 months  the  child  sat  alone;  at  14  months 

*From  the  Clinic  for  Mentally  Retarded  Chil- 
dren, Le  Bonheur  Children’s  Hospital  and  the 
University  of  Tennessee  College  of  Medicine, 
Memphis,  Tenn. 


he  walked.  He  was  weaned  at  16  months  and  be- 
gan to  feed  himself  at  18  months.  He  is  still  not 
toilet  trained  and  he  thinks  that  his  mother’s 
efforts  are  just  a game.  Jimmy’s  lack  of  speech 
worries  the  mother  most  of  all.  He  began  to 
babble  at  11  months  and  to  date  his  only  words 
are  “bye-bye.”  He  makes  no  response  to  words 
said  without  gestures.  If  the  mother  motions  with 
her  hands  or  shows  him  something,  he  is  quick 
to  follow  her  wishes.  He  imitates  the  other  chil- 
dren at  play  and  in  self-help  areas.  He  can  dress 
himself,  and  can  take  a bath  alone;  however,  he 
prefers  to  do  these  things  along  with  the  other 
children.  He  likes  to  help  around  the  house  and 
at  times  picks  up  his  toys  or  dries  dishes.  The 
mother’s  other  worries  are  in  regard  to  his  short 
attention  span  and  hyperactivity.  If  placed  in 
a play-pen  he  will  sit  for  as  long  as  10  minutes 
with  a pencil  and  paper.  He  holds  his  pencil  cor- 
rectly and  enjoys  scribbling  in  a circular  motion. 
Usually  he  does  not  concentrate  on  one  thing  for 
more  than  a few  seconds.  He  certainly  did  not  in 
the  clinic.  Jimmy  sleeps  little  and  awakens  many 
times  at  night.  He  is  jealous  of  his  siblings — 
particularly  the  baby.  He  fights  and  bites,  and 
punishment  means  nothing.  He  is  extremely  de- 
structive and  has  severe  temper  tantrums  when 
crossed  in  any  way.  The  mother  thinks  he  hears 
when  he  cannot  get  his  way. 

Jimmy  was  first  seen  in  1957  at  Memphis  Speech 
and  Hearing  Center,  having  been  referred  by  Ten- 
nessee Crippled  Children’s  Service.  He  was  found 
to  make  no  response  to  environmental  sounds, 
noise  makers,  etc.  Yet  galvanic  skin  response 
testing  disclosed  normal  hearing.  After  a neuro- 
logical examination  Jimmy  was  diagnosed  as  hav- 
ing cerebral  palsy  with  basal  ganglion  involve- 
ment and  possible  loss  of  hearing  and  vision. 
Skull  x-rays  were  normal.  An  electroencephalo- 
gram was  abnormal  with  epileptiform  activity  in 
the  frontal  areas. 

Mr.  Carney  would  you  give  us  a report 
of  your  work  with  Jimmy? 

MR.  JOHN  CARNEY:  This  is  a report  of 
what  he  has  done  at  the  Memphis  Speech 
and  Hearing  Center.  It  is  our  opinion  that 
Jimmy  has  made  some  progress  that  be- 
comes significant  only  when  his  “total” 
problem  is  considered.  Under  better  con- 
ditions he  probably  could  show  more  prog- 
ress, but  family  relations  and  hyperactive 
behavior  problems  would  seem  to  limit  any 
possible  progress. 

MISS  TAYLOR:  This  is  the  family  situa- 
tion. The  mother  says  the  father  has  never 
liked  the  South.  For  this  reason  a few 
months  after  their  marriage  she  went  with 
him  to  Ohio  where  he  worked  in  an  as- 
sembly plant.  When  the  father  worked  he 
provided  well  for  the  family  but  even  then 
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he  spent  money  frivolously.  The  mother 
believes  he  loves  her  and  the  children  as 
much  as  he  is  capable  of  loving  people.  He 
is  immature,  loves  good  clothes,  flashy  cars, 
and  is  the  type  who  likes  to  buy  everyone  in 
a bar  a drink  if  it  takes  every  penny  he  has 
in  his  pocket.  The  big  front  is  more  im- 
portant to  him  than  anything.  They  have 
had  much  difficulty  over  this  behavior  and 
he  has  deserted  during  the  last  few  weeks 
of  her  last  four  pregnancies  only  to  return 
after  she  had  the  babies  “off  to  a good  start” 
and  was  again  settled  herself.  During  one 
of  these  episodes  he  was  known  to  be  dating 
another  girl  which  deeply  hurt  the  mother. 
(She  will  not  be  having  any  more  children 
as  a local  surgeon  performed  a medically 
indicated  hysterectomy  last  year.  The 
mother  expressed  happiness  over  the  fact 
that  there  will  be  no  more  children  who  do 
not  have  adequate  care.)  The  father  has 
made  several  calls  during  the  past  week 
pleading  with  her  to  come  to  Ohio  to  live. 
Her  mother  and  the  minister  are  discourag- 
ing it;  however,  I suspect  the  mother  will 
make  plans  to  return  as  she  talked  quite 
favorably  and  was  frank  to  admit  that  she 
loves  him.  “After  all,”  she  said,  “the  chil- 
dren and  I must  eat.”  My  impression  of 
Jimmy  was  “aphasia — receptive  and  ex- 
pressive.” He  amazed  me  with  the  way  he 
could  follow  gestures.  I doubt  that  this 
child  is  truly  mentally  retarded.  The  mother 
seems  mature,  loving,  and  kind.  Maybe  it 
would  be  best  for  her  to  return  to  Ohio  if 
this  child  needs  special  facilities  unavailable 
in  Memphis.  I don’t  know  what  to  say 
about  the  marriage.  I doubt  that  casework 
would  help  this  father. 

DR.  HARVEY  REESE:  Remember  this  is 
not  a marriage  counselling  bureau. 

DR.  JORDAN:  Miss  Smith. 

MISS  MARGARET  SMITH:  I saw  Jimmy 
on  April  8th.  He  was  cooperative.  He  was 
small  for  his  age.  His  motor  coordination 
was  normal.  He  runs  and  walks  well; 
throws  and  kicks  balls;  goes  up  and  down 
stairs,  holding  on.  He  can  nest  six  large 
blocks.  Fine  coordination  was  normal.  He 
narks  with  crayons  or  a pencil,  though  he 
cannot  string  beads.  He  can  handle  pegs 
and  turn  pages  of  books.  Social  participa- 
tion: Parallel  play  was  normal  for  a two 


year  old.  He  has  temper  tantrums  and 
throws  and  bites  if  things  don’t  go  right,  and 
becomes  easily  frustrated  when  communica- 
tion becomes  difficult.  Most  of  the  time  he 
laughs,  is  full  of  pep  and  apparently  happy. 
Communication:  He  pays  no  attention  to  en- 
vironmental noises,  or  sounds  but  follows 
directions;  uses  non-verbal  jargon  while 
playing  by  himself;  says,  “bye-bye”  and 
“mama”;  interest  span  is  short,  will  not 
listen  to  stories  on  T.V.  Self-help  skills: 
Assists  in  dressing;  puts  on  own  shoes  and 
socks;  tries  to  wash  hands;  is  not  toilet 
trained;  goes  to  get  diapers  when  wet;  feeds 
self.  He  can  use  fork  unassisted;  drinks 
from  cup;  holds  glass  with  one  hand.  Jimmy 
presently  is  normal  in  all  areas  except  com- 
munication and  toilet  training.  He  is  alert, 
learns  easily  and  quickly. 

MRS.  ANN  POWELL:  Mr.  Carney,  visit- 
ing with  us  from  Memphis  Speech  and  Hear- 
ing Center,  has  been  seeing  Jimmy.  Per- 
haps, we  should  have  further  comments 
from  him  on  Jimmy’s  speech  and  hearing. 

MR.  CARNEY:  In  therapy,  I’ve  been  able 
to  get  “bye-bye”  and  “baa-baa.”  Once  I got 
imitation  on  the  vowels — “e,”  “o,”  “oo,”  and 
I’ve  never  been  able  to  get  it  again.  He 
has  no  response  to  general  sound,  but  he 
will  show  some  general  response  to  specific 
loud  sounds — sort  of  a startle  response.  And, 
as  you  said,  he  responds  to  no  oral  com- 
mands unless  they  are  accompanied  by  ges- 
tures. He  has  picked  up  that  easily.  His 
behavior  at  the  center  is  beyond  reproach. 
He  has  to  wait  sometimes  thirty  minutes  for 
a Red  Cross  volunteer  to  pick  him  up.  We’ll 
sit  him  on  a chair  and  say,  “Jimmy,  you  stay 
there  until  the  Red  Cross  lady  comes,”  and 
he  will  sit  there.  I think  that  takes  a lot  of 
concentration.  The  problem  of  his  eyesight 
will  be  covered  later,  perhaps.  We  just  had 
a question  whether  or  not  there  is  any  prob- 
lem there. 

MISS  TAYLOR:  The  neurosurgeon,  who 
saw  him  last  year,  questioned  that,  and  they 
obtained  some  kind  of  evaluation. 

MR.  CARNEY:  Yes,  it  has  come  up  several 
times,  and  then  I think  the  play-pen  episode 
that  you  mentioned  vaguely  was  this:  His 
mother  has  said  that  from  time  to  time  he’ll 
throw  himself  back  in  the  play  pen  very 
hard,  just  crack  his  head,  run  and  hit  the 
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wall  like  a billy  goat.  She’s  afraid  he  is 
going  to  hurt  himself. 

MRS.  HARRIET  DIERKS:  I remember 
that  in  the  initial  interview  at  the  Speech 
and  Hearing  Center. 

MR.  CARNEY:  That  was  when  she  was  so 
desperate.  “If  you’ll  just  help,  just  do  any- 
thing, to  help  me  get  some  sleep  at  night 
and  help  me  with  his  behavior.” 

MRS.  DIERKS:  Can  he  keep  rhythm  when 
he  tries  to? 

MR.  CARNEY:  No. 

MRS.  DIERKS:  He  seems  to  relate  more 
to  people  now,  doesn’t  he? 

MR.  CARNEY:  The  Language  Master 
machine  caused  a little  imitation  of  sound 
yesterday,  but  I think  it  was  new.  His  abil- 
ity to  disregard  sound  altogether  is  amazing 
when  he  wants  to.  In  a play  situation — if 
you  go  ahead  and  play  a game  with  him, 
where  he  responds  in  a motor  fashion,  and 
then  try  to  attach  a sound  to  it.  he  will  play 
as  long  as  it  is  just  motor;  but  when  you 
start  putting  a sound  response  in  it,  he  has 
no  more  interest  in  the  game.  He’ll  just 
leave  it. 

Bringing  him  into  the  therapy  room,  I’ll 
say,  “Jimmy,  close  the  door,”  pointing  to  the 
door  with  a sweeping  motion.  He’ll  go  over 
and  promptly  close  the  door.  Finally,  I 
stopped  all  gestures  when  he  came  in,  and 
just  said,  “Jimmy,  shut  the  door.”  And 
he’d  shut  the  door. 

MISS  BETTY  FOLEY:  The  more  intelli- 
gent a child  is,  isn’t  it  relatively  more  frus- 
trating to  him  not  to  be  able  to  communi- 
cate? 

MR.  CARNEY:  I think  he  becomes  more 
frustrated  when  he  tries  to  attempt  some 
sort  of  communication. 

MISS  TAYLOR:  He  is  very  observant.  His 
big,  bright,  brown  eyes  scarcely  miss  any 
activity. 

MR.  CARNEY:  Have  you  met  the  father? 

MISS  TAYLOR:  No,  is  he  back? 

MR.  CARNEY:  I heard  he  was  this  week. 

DR.  JORDAN:  Do  you  think  we  should  get 
the  mother  or  the  father  to  have  a consulta- 
tion with  Dr.  Reese? 

DR.  REESE:  I can’t  do  the  father  any  good 
with  just  a consultation  since  he  seems  to 
be  a character  disorder.  I know  that  al- 
ready. 


DR.  JORDAN:  Dr.  Boone. 

DR.  NELMS  B.  BOONE:  This  is  a report 
of  the  psychological  evaluation.  His  char- 
acteristic behavior  has  already  been  de- 
scribed. I used  both  Stanford-Binet  Scales, 
(Forms  L and  M)  administering  only  items 
that  did  not  require  verbal  responses.  At 
that  time  he  was  two  years  six  months  old. 
He  passed  half  the  items  administered  at 
the  two  year  and  at  the  two  year,  six  month 
levels.  He  failed  everything  at  the  three 
year  level.  Of  course,  had  verbal  items  been 
administered  at  lower  levels,  he  would  have 
failed  them  because  of  his  communication 
handicap.  On  the  Vineland  Scale  an  age 
equivalent  of  1.9  years  was  obtained.  Ex- 
cept for  the  effects  of  his  communication  dif- 
ficulty, he  might  have  well  been  within 
normal  limits  on  this  social  maturity  scale. 
As  it  is  now,  he  appears  four  to  six  months 
behind  in  terms  of  self  sufficiency  or  social 
maturity.  My  impression  was  that  Jimmy 
has  central  nervous  system  damage  and  a 
language  disorder.  I suggest  that  he  be 
considered  mentally  retarded,  mild,  tenta- 
tive and  underline  “tentative,”  and  that 
further  psychological  evaluation  be  at- 
tempted after  he  receives  more  speech  Ther- 
apy, or  before  he  enters  school,  o"  at  any 
time  that  his  behavior  shows  a significant 
change. 

DR.  JORDAN:  Let  me  ask  a question.  If 
you  corrected  for  his  prematurity,  which 
would  easily  give  him  two  months  on  his 
chronological  age,  what  would  that  do? 

DR.  BOONE:  I don’t  have  the  answer  to 
that. 

DR.  JORDAN:  I think  you  would  be  per- 
fectly justified  in  doing  this. 

DR.  BOONE:  Usually  on  infant  tests,  we 
try  to  work  on  conceptual  age  rather  than 
birth  age. 

DR.  JORDAN:  The  general  statement  has 
been  that  prematures  usually  catch  up  by 
the  time  they  are  three  years,  but  some 
take  as  long  as  ten  years. 

MISS  FOLEY:  I think  we  should  suspend 
judgment  on  whether  he  is  retarded.  I don’t 
think  we  should  even  say  “mild,”  tentative. 

DR.  BOONE:  Let  me  add  this.  Here’s 
something  I have  noticed  about  his  draw- 
ings. He  can  almost  copy  a circle,  and  imi- 
tate a circular  movement  with  his  hands. 
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This  might  be  considered  near  the  three 
year  level  of  maturity  insofar  as  drawing  is 
related  to  his  overall  development. 

MR.  CARNEY:  He  can  copy  parallel  lines. 
In  his  speech  he  is  beginning  to  connect 
some  sounds  with  demonstrated  motor  ac- 
tivity. 

DR.  JORDAN:  Dr.  Lasater. 

DR.  GENE  LASATER:  We  have  this  his- 
tory of  hypoxia  at  birth  and  prematurity. 
He  is  a little  bit  behind  in  his  other  mile- 
stones besides  speech.  He  didn’t  sit  until 
eight  months,  walked  at  fourteen  months, 
etc.  His  head  is  slightly  elongated  in  the 
AP  diameter.  The  neurologic  examination, 
with  the  exception  of  his  speech  is  normal. 
I,  of  course,  observed  no  speech.  He  very 
readily  imitated  various  actions  such  as  the 
use  of  a number  of  objects,  which  he  may  or 
may  not  have  had  any  previous  experience 
with,  such  as  the  reflex  hammer.  I would 
hit  his  knee,  and  then  he  would  take  it  and 
hit  his  own  knee.  He  seemed  to  catch  on 
very  quickly  but  he  made  no  response  to 
speech.  This  child’s  problem  is  chiefly  one 
of  language  rather  than  speech.  He  is 
aphasic,  or,  in  modern  terminology,  has  a 
language  disorder.  I would  go  along  with 
the  impression  that  he  is  either  not  retarded 
in  the  usual  sense  at  all,  or  if  so,  very  mildly. 
He  had  an  electroencephalogram  which 
means  absolutely  nothing.  An  electroen- 
cephalogram is  of  no  value  in  estimating  de- 
gree of  brain  damage.  The  only  time  it  is  of 
any  help  in  the  evaluation  of  the  mentally 
retarded  child  is  if  you  suspect  the  child 
may  be  having  minor  seizures. 

Take  this  child  for  example.  All  of  us 
who  have  observed  him  for  even  a short 
period  of  time,  know  his  chief  difficulty.  He 
has  aphasia,  if  they  still  use  the  word.  An 
electroencephalogram  has  added  nothing  to 
this. 

MRS.  POWELL:  For  what  reason  do  doc- 
tors recommend  electroencephalograms? 
What  do  they  hope  to  find  out? 

DR.  LASATER:  What  they  hope  to  find 
out  is  often  unrealistic,  because  many  Dhy- 
sicians  believe  that  the  electroencephalo- 
gram is  of  more  value  than  it  actually  is.  It 
is  sort  of  an  attempt  at  “push-button”  med- 
icine, you  know,  put  your  nickel  in  the 
slot  and  out  comes  the  diagnosis.  It  adds 


a little  bit  to  the  total  clinical  evaluation  of 
the  patient.  In  some  very  specific  instances, 
it  can  be  of  considerable  help  if  it  is  used 
properly. 

MISS  HITCH  (a  visiting  speech  ther- 
apist): If  you  get  some  localization,  does  it 
give  you  anything  to  go  on  in  the  way  of 
prognosis? 

DR.  LASATER:  Not  in  this  type  of  pa- 
tient. It  is  of  absolutely  no  prognostic  value. 
Even  in  people  with  seizures,  it  has  little 
prognostic  value.  A very  abnormal  tracing 
may  be  found  in  a person  who  is  completely 
controlled  on  medication.  We  see  many 
people  who  have  severe,  frequent  seizures 
who  have  normal  records.  There  are  very 
few  patterns  that  are  absolutely  specific  for 
certain  clinical  conditions. 

DR.  JORDAN:  Typical  three  per  second. 

DR.  LASATER:  Yes,  three  per  second 
spike  and  wave  is  an  example  of  one  of  the 
more  specific  patterns. 

MRS.  DIERKS:  May  I ask  this?  When 
would  you  recommend  a pneumoencephalo- 
gram? Would  you  recommend  it  in  a case 
where  you  were  trying  to  show  the  parents 
that  there  was  gross  damage? 

DR.  LASATER:  There  is  almost  no  in- 
stance in  the  evaluation  of  mentally  re- 
tarded children  where  a pneumoencephalo- 
gram will  give  information  that  will  be  of 
any  value  to  the  child.  I think  you  should 
tell  that  to  the  parents  before  you  do  it.  The 
procedure  carries  some  risk  and  I personally 
feel  that  any  time  you  subject  a patient  to 
any  procedure  that  has  any  risk  attached  to 
it  at  all,  there  should  be  some  possibility 
that  it  might  be  of  benefit  to  him.  In  this 
instance,  it  almost  never  is,  so  there  really 
is  very  little  indication  for  doing  one. 

MISS  FOLEY:  Dr.  Lasater,  let’s  go  beyond 
that.  Not  just  thinking  in  terms  of  the  re- 
tarded child,  when  would  a pneumoen- 
cephalogram be  indicated?  A history  of 
progression  or  regression,  would  that  be 
one? 

DR.  LASATER:  Usually  they  are  indi- 
cated in  people  who  clinically  have  some  in- 
dication of  an  expanding  or  growing  lesion. 
That’s  the  chief  indication.  Of  course,  the 
indications  vary  with  age  groups.  But  in 
children,  brain  tumors,  for  example,  are  so 
very  rarely  the  cause  of  mental  retardation 
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or  seizures  that  in  either  one  of  those 
groups,  a pneumoencephalogram  is  not  in- 
dicated very  often.  Occasionally,  it  may  be 
indicated  in  children  whose  parents  go  from 
one  doctor  to  another  and  never  accept  the 
fact  that  the  child  is  brain  damaged.  It  may 
be  the  only  way  to  convince  them  that  there 
are  irreparable,  irreversible  changes  in  the 
brain. 

The  first  patient  we  discussed  today  had  a 
pneumoencephalogram  and  1 think  there 
were  very  valid  medical  indications  for  that 
one.  That  child  was  perfectly  well  up  until 
the  time  he  had  this  acute  infection  and  then 
he  did  very  poorly  immediately  afterwards. 
We  know  that  certain  infections,  especially 
H.  influenzae  are  sometimes  followed  by 
subdural  effusions.  If  such  are  found,  the 
child  may  be  helped. 

DR.  JORDAN:  I would  like  to  ask  you 
one  question  here.  Do  you  think  Jimmy 
should  be  checked  for  the  need  of  glasses? 

MISS  TAYLOR:  Is  this  child’s  brain  dam- 
age diffuse  or  localized? 

DR.  JORDAN:  Diffuse,  isn’t  it? 

DR.  LASATER:  Yes. 

DR.  JORDAN:  But  it  involves  only  a cer- 
tain area  to  the  extent  that  it  handicaps 
him,  wouldn’t  you  say? 

DR.  BOONE:  Well,  it  could  be  both  ways, 
couldn’t  it;  diffuse,  but  more  localized  in 
some  areas  than  in  others.  Would  that  be 
possible? 

DR.  JORDAN:  I would  like  to  ask  Dr. 
Lasater  to  talk  a little  bit  more  about  the 
outcome  of  these  children.  The  statement 
has  often  been  made  that  if  prematures 
don’t  get  hemorrhage  or  infection  they  have 
as  good  a chance  as  anyone  else  to  be  per- 
fectly normal  individuals.  We  see  so  many 
of  them  in  which  there  had  been  no  obvious 
sign  early  that  they  had  either  any  sort  of 
damage  or  infection  and  later  turn  up  with 
specific  language  difficulties,  and  conceptual 
difficulties  of  various  kinds.  We  wonder 
whether  percentagewise  a lot  more  pre- 
matures are  not  handicapped  to  some  nebu- 
lous degree  that  you  can’t  readily  define 
than  is  generally  realized. 

DR.  LASATER:  In  the  general  scheme  of 
development,  the  more  complicated,  and 
higher  functions,  and  the  structures  that 
subserve  these  functions,  usually  are  the 


last  to  develop  and  I would  imagine  that  the 
“speech  centers”  are  one  of  the  last  things 
that  mature. 

If  the  infant  had  some  reason  for  ar- 
rested development,  at  a very  late  matura- 
tion level,  a disorder  of  speech  or  language 
might  be  his  most  obvious  disability. 

DR.  BOONE:  And  from  the  standpoint  of 
the  child’s  behavior  the  parents  would  be- 
come concerned  about  school  age  when 
speech  and  perceptual  functions  become 
more  important. 

DR.  LASATER:  I think  there  has  been 
very  little  in  the  way  of  actual  pathologic 
correlation  of  developmental  speech  prob- 
lems, reading  disabilities,  etc. 

DR.  JORDAN:  I’ll  be  very  brief  in  my 
portion  of  this.  Most  everything  has  been 
covered.  I wanted  to  emphasize  that  I 
thought  he  was  aphasic,  using  that  word 
again.  He  certainly  understood  gesture  com- 
mands quite  well.  You  heard  the  birth 
weight.  There  was  one  added  thing  here. 
The  reason  for  the  prematurity  may  have 
been  the  fact  that  later  it  was  found  that  at 
the  time  of  the  hysterectomy  which  Miss 
Taylor  mentioned,  it  was  found  that  the 
mother  had  a bicornuate  uterus.  When  the 
child  was  born  they  noted  that  the  placenta 
was  malformed. 

On  examination,  the  patient  was  small  for 
his  age.  He  was  quite  cooperative.  The 
only  way  he  demonstrated  any  compre- 
hension to  me,  was  that  he  blew  out  the  cig- 
arette lighter.  He  made  no  sounds  at  all.  I 
lit  the  cigarette  lighter  and  he  promptly 
came  over  and  blew  it  out.  I questioned 
hearing  because  he  turned  partially  toward 
the  sound,  but  he  didn’t  really  seem  to  hear. 
I didnt  really  think  this  boy  was  retarded, 
considering  his  prematurity  and  the  fact 
that  he  obviously  has  a specific  language  dif- 
ficulty. We  went  ahead  and  placed  him  on  a 
tranquilizer  just  to  see  what  would  happen 
because  his  mother  stated  that  he  had  not 
been  sleeping  well.  We  have  seen  some  of 
these  children  not  only  toned  down  but  be- 
gin to  go  to  sleep  quicker  and  sleep  all 
night  much  better  than  they  had  been  do- 
ing previously.  This  was  on  the  seventh  of 
April  that  we  placed  him  on  the  tran- 
quilizer. We  put  him  on  ten  mg.  of  Thora- 
zine three  times  a day.  I saw  him  again  on 
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the  28th  of  April  and  the  mother  said  that 
he  was  sleeping  much  better,  but  that  there 
had  been  little  change  in  his  daytime  activ- 
ity. 

MISS  FOLEY:  What  are  the  recommenda- 
tions? 

DR.  JORDAN:  Well,  I would  say  we 
should  try  a different  tranquilizer  since  ap- 
parently he  is  getting  a better  nights  sleep 
but  no  change  in  his  daytime  activity.  The 
sleep  was  the  objective  and  it  has  helped. 

DR.  REESE:  I doubt  seriously  he  would  be 
getting  a better  night’s  sleep  while  at  the 
same  time  getting  along  less  well  with  other 
people.  I would  be  inclined  to  doubt  that  it 
is  due  to  the  medication. 

DR.  JORDAN:  Briefly  then,  Dr.  Boone, 
what  would  you  say  on  our  diagnosis? 

DR.  BOONE:  I was  sort  of  counting 
noses  here,  I think  most  people  are  in  favor 
of  something  like  “not  retarded,  tentative.” 
Does  that  suit  everybody? 

DR.  JORDAN:  I have  gotten  that  impres- 
sion, too.  Does  anybody  differ  with  that? 

MRS.  DIERKS:  What  do  you  think  about 
another  hearing  examination  for  him? 

MR.  CARNEY:  It  has  been  suggested. 

DR.  REESE:  He  has  already  had  a GSR. 

DR.  JORDAN:  What  did  they  say  about 
the  GSR? 

MR.  CARNEY:  Recommended  a re-check. 
We  recommend  that  he  be  included  in  the 
new  summer  class  for  pre-school  children 


with  language  disorders  for  experience  in 
socialization  and  group  activities. 

DR.  JORDAN:  All  right  then  we  have  two 
diagnoses:  Not  retarded,  tentative  and  sec- 
ondly, aphasia  or  whatever  you  want  to  call 
it.  Etiology — Around  prematurity,  we’ll 
say.  That’s  rather  nonspecific  but  that’s  all 
we  have  to  hang  our  hat  on.  Tentative 
wouldn’t  you  say?  We  can’t  call  prema- 
turity the  etiology,  but  its  a perinatal  event 
anyway. 

DR.  REESE:  Because  of  the  effect  on  the 
placenta  of  a bicornuate  uterus,  why  not 
just  say  prenatal,  defective  mechanical  de- 
velopment. 

DR.  JORDAN:  It  is  all  tied  in  together, 
pre-  and  peri-,  I’d  say,  wouldn’t  you? 

DR.  LASATER:  Yes. 

DR.  JORDAN:  Now  for  a summary  of  the 
recommendations  on  this  child.  If  there  is 
any  addition  or  change  please  feel  free  to 
speak  up.  1.  Continue  tranquilizer.  2.  Ob- 
tain ophthalmologic  evaluation  at  the  Serv- 
ice Out-Patient  Clinic  E.E.N.T.  Hospital.  3. 
Repeat  hearing  evaluation.  4.  Enroll  child 
in  preschool  class  at  Memphis  Speech  and 
Hearing  Center  for  the  summer.  5.  Family 
counseling.  Social  worker  to  offer  appoint- 
ments. 6.  Re-evaluation  here  in  6 months. 
If  family  should  return  to  Ohio  suggest 
special  facilities  to  mother  and  send  clinic 
and  center  reports. 


Dissecting  Aneurysm  of  the  Aorta  . . . 

(Continued  from  page  5 00) 
various  series,  and  usually  started  in  the  Epigas- 
trium and  was  referred  to  the  back.  In  2 to  3% 
of  the  cases,  G.I.  bleeding  or  hemorrhage  occurred 
(rupture  into  the  esophagus,  duodenum,  mesen- 
teric thrombosis).  Dissection  of  the  renal  vessels 
gives  tenderness  in  the  renal  area,  and  causes 
hematuria  and  anuria,  leading  to  uremia.  Various 
neurologic  manifestations  were  discussed. 

Laboratory  findings  revealed  a mild  and  pro- 
gressive anemia  and  was  of  prognostic  signifi- 
cance. There  was  usually  a mild  to  severe  leuko- 
cytosis, and  a progressive  increase  in  the  sedi- 
mentation rate.  The  N.P.N.  went  up  with  renal 
involvement.  There  was  frequently  a mildly  ele- 
: vd  icteric  index.  Amylases  determinations  have 
been  recorded  up  to  2480  units  without  pancre- 
atitis being  found  at  autopsy.  Serologic  tests  for 
syphilis  were  positive  in  12%,  even  though  the 
concensus  of  opinion  was  that  syphilis  spared  the 
individual  from  dissection.  Gross  and  microscopic 


blood  was  seen  in  the  cerebrospinal  fluid  when 
the  spinal  cord  was  involved.  Radiologic  findings 
consist  of  a progressive  widening  of  the  aortic 
shadow,  laminograms  and  angiocardiography  in 
the  chronic  cases. 

Treatment  was  supportive.  Uncontrolled  hyper- 
tensives were  treated  for  hypertension.  Surgical 
treatment  leaves  much  to  be  desired.  Various 
technics  have  been  tried.  Establishment  of  a re- 
entry site  or  fenestration,  wrapping  the  aorta  in 
cellophane,  in  an  attempt  to  strengthen  the  aortic 
wall,  are  some  of  the  procedures.  The  author 
recommended  closing  the  perforation,  no  matter  if 
it  was  in  the  thoracic  aorta. 

Prognosis  is  poor;  3%  died  suddenly,  or  shortly 
after  onset,  8%  died  within  the  first  6 hours,  21% 
within  the  first  24  hours.  At  6 months  91%  had 
succumbed,  but  one  survived  9 years.  Four  years 
is  the  longest  survival  following  a correct  ante- 
mortem diagnosis  of  dissecting  aneurysm.  (Ab- 
stracted for  the  Middle  Tennessee  Heart  Asso- 
ciation by  Sol  A.  Rosenblum,  M.D.,  Nashville.) 
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Pulmonary  Alveolar  Proteinosis 

Burt  Friedman  and  Charles  E.  Strickland,  M.D. 

Present  Illness.  This  26  year  old  white  female 
entered  the  hospital  with  a history  of  low-grade 
afternoon  fever  of  3 years  duration  with  tempera- 
ture up  to  9.9.6  . She  has  had  pain  in  the  anterior 
right  chest  and  occasional  soreness  in  her  left 
chest  under  the  breast.  She  has  had  a cough, 
worse  in  the  morning,  which  has  been  productive 
of  one  to  two  tablespoons  of  yellowish-brown  ma- 
terial in  24  hours.  She  has  had  occasional 
hemoptysis  and  has  been  treated  for  bronchiectasis 
for  six  weeks. 

Review  of  Systems  and  Past  History.  The  pa- 
tient denied  having  had  asthma,  hay  fever,  or  other 
allergies.  She  has  had  no  chills,  night  sweats, 
weight  loss,  or  known  contact  with  tuberculosis. 
Chest  X-ray  2 years  ago  was  reported  as  being 
negative  for  tuberculosis.  She  had  pneumonia  4 
years  ago  and  has  had  several  bouts  with  pneu- 
monia during  the  past  three  years.  She  has  had 
no  exposure  to  dust  from  chicken  coops  or  pigeon 
lofts,  but  she  does  recall  having  lived  near  a very 
dusty  road  and  the  attacks  of  pneumonia  occurred 
during  the  years  she  lived  in  this  locality. 

Physical  Examination.  T.  99  , P.  88,  R.  80,  B.  P. 
120/80,  weight  136  lb.  The  patient  is  a well  de- 
veloped, well  nourished,  white  woman,  who  does 
not  appear  ill.  Her  voice  is  husky.  The  skin  is 
normal  and  she  has  some  clubbing  of  Angers.  The 
heart  is  normal.  Fine  inspiratory  clicking  rales 
are  heard  in  the  intraventricular  area  on  the  left. 
The  liver  and  spleen  are  not  palpable,  and  there  is 
no  peripheral  lymphadenopathy. 

Laboratory  Data.  RBC.  count  4.6  million,  Hgb. 
14.5  Gm.,  WBC.  count  5,850,  neutro.  54,  eosino. 
3,  Lymph.  43,  sed.  rate  23  ml.,  P.C.V.  46%.  Skin 
test  with  old  tuberculin  1 to  3,000  was  1 plus,  skin 
test  with  Histoplasma  antigen  1:100,  2 plus. 

X-ray  Data.  On  Sept.  15,  1955,  PA  Chest  shows 
a diffuse  nodular  inAltrate  throughout  the  lower 
two-thirds  of  both  lung  Aelds.  In  some  areas, 
particularly  in  the  hilar  area,  the  nodules  coalesce 
into  larger  areas.  These  nodules  are  soft  and  all 
of  approximately  the  same  size  and  no  evidence  of 
calciAcation  is  noted.  Involvement  appears  to  be 
conAned  to  the  lung  parenchyma  and  no  interstitial 
markings  are  noted.  The  appearance  is  very  much 
like  that  which  we  see  in  pulmonary  edema.  No 
atelectasis,  pleural  reaction,  hilar  adenopathy,  or 
cavitation  is  noted.  The  heart  is  of  normal  size 
and  contour.  Sept.  18,  1958,  Bronchogram  shows 
good  Ailing  of  both  lungs  with  no  evidence  of 
bronchial  disease. 

Course  in  the  Hospital.  The  patient  was  ad- 


*From  the  Department  of  Pathology,  Baptist 
Memorial  Hospital,  Memphis,  Tenn. 


mitted  to  the  hospital  for  diagnostic  studies  and  a 
lung  biopsy  was  performed. 

DR.  BURT  FRIEDMAN:  It  is  important 
in  this  situation  to  eliminate  everything  but 
primary  pulmonary  disease.  It  is  to  be 
noted  that  the  heart  is  perfectly  normal  in 
contour  and  size,  and  there  is  no  history  of 
heart  disease,  so  I think  one  can  eliminate 
heart  failure  secondary  to  heart  disease  and 
confine  our  discussion  to  primary  pulmonary 
disease. 

The  patient  had  never  been  seriously  ill, 
although  she  has  had  episodes  of  pneumonia 
and  has  coughed  up  two  tablespoonsful  of 
yellowish  brown  material  in  24  hours  and 
it  is  stated  she  had  occasional  episodes  of 
hemoptysis.  The  pneumonia  occurring 
while  she  lived  in  the  vicinity  of  a dusty 
road  suggests  the  inhalation  of  a fungus  or 
some  other  air  borne  pathogenic  organism. 

The  physical  examination  is  not  particu- 
larly revealing  except  for  the  clubbing  of 
the  fingers  which  occurs,  as  you  know,  in 
many  types  of  pulmonary  disease.  The  lab- 
oratory examination  is  important  because 
of  its  negativity.  The  X-ray  findings  are  of 
great  importance.  Dr.  Booth,  would  you 
discuss  the  films,  please? 

DR.  J.  F.  BOOTH:  An  X-ray  made  on  Sep- 
tember 15,  1955,  shows  a nodular  infiltrate 
in  the  lower  two-thirds  of  each  lung  field. 
In  areas  the  densities  coalesce  into  large 
nodules,  however  the  patient  has  had  a 
previous  bronchogram  and  some  coarse 
densities  may  be  due  to  retained  contrast 
media.  The  heart  is  normal  and  no  pleural 
or  pericardial  effusion  is  seen.  The  in- 
terstitial markings  are  not  increased  in 
prominence  which  would  rule  out  certain 
pulmonary  diseases.  The  bronchogram 
shows  no  evidence  of  bronchiectasis. 

DR.  BURT  FRIEDMAN:  I see  no  mention 
made  of  sputum  studies  and  I presume  that 
they  were  made  and  were  nonrevealing. 

DR.  E.  F.  SKINNER:  Sputum  cultures 
were  negative  for  acid  fast  organism  and 
fungi. 

DR.  BURT  FRIEDMAN:  Concerning  the 
differential  diagnosis  of  this  patient’s  dis- 
ease, there  were  several  conditions  which 
could  produce  a similar  picture  and  I will 
discuss  a few  that  would  seem  most  im- 
portant. 
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One  must  first  consider  the  pneumocon- 
ioses. There  is  not  a definite  history  of 
prolonged  inhalation  of  known  pulmonary 
irritants  and  with  the  exception  of  the  pa- 
tient’s having  lived  near  a dusty  road,  I see 
nothing  that  would  point  towards  such  a 
diagnosis  from  the  historical  standpoint.  I 
believe  that  the  pneumoconioses  can  be 
ruled  out  on  history  alone. 

Tuberculosis  would  certainly  have  to  be 
considered  but  one  would  think  that  sputum 
studies  would  have  revealed  the  tubercule 
bacillus  with  the  extension  of  this  disease 
over  a three  years’  time.  Also  with  disease 
going  this  length  of  time,  one  would  expect 
to  see  on  the  roentgenograms  cavitation  or 
at  least,  calcification.  Neither  is  present  in 
this  case.  Also  clubbing  of  the  fingers  miti- 
gates against  tuberculosis. 

The  presence  of  the  disease  in  both  lower 
lobes  suggests,  possibly,  a lipid  pneumonia 
of  the  aspiration  type.  Again  we  have  no 
history  of  the  use  of  any  lipid  material  such 
as  nose  drops. 

Recently  one  is  hearing  a lot  about  so- 
called  chronic  nonspecific  pneumonitis 
which  occurs  distal  to  an  area  of  bronchial 
stenosis.  Since  this  patient’s  disease  is 
rather  diffuse  in  the  lower  lobes,  1 do  not 
think  that  such  a disease  as  nonspecific 
pneumonitis  need  be  seriously  considered 
here. 

Then  there  is  the  so-called  idiopathic 
pulmonary  fibrosis  of  the  Hamman-Rich 
type,  but  as  Dr.  Booth  mentioned,  the  roent- 
genograms of  the  chest  do  not  show  fibrosis. 

Sarcoidosis  is  a possibility,  but  I think  the 
positive  tuberculin  test  as  well  as  the  ab- 
sence of  hilar  adenopathy  is  against  this 
disease.  Also  there  is  no  evidence  of  sys- 
temic involvement  if  one  is  to  seriously  con- 
sider sarcoid. 

One  thinks  of  the  various  mycotic  infec- 
tions, one  of  which  might  apply  here, 
namely,  Candida  albicans,  which  fungus  one 
acquires  by  inhalation  of  contaminated 
dusts  and  involves  the  lower  two-thirds  of 
the  lung  fields  such  as  is  the  case  here.  How- 
ever, one  would  have  expected  this  organism 
to  have  been  discovered  in  the  sputum  and 
Dr.  Skinner  tells  us  that  the  sputum  was 
negative  for  acid  fast  bacilli  and  fungi.  An- 
other fungus  disease  to  be  considered  is  toru- 


losis of  the  lungs  but  the  pulmonary  in- 
volvement is  usually  secondary  to  a fulmi- 
nating central  nervous  system  infection.  We 
have  no  evidence  of  such  involvement  in 
this  case. 

Blastomycosis  and  actinomycosis  could 
not  be  seriously  considered  in  view  of  the 
absence  of  skin  lesions  and  absence  of  in- 
volvement of  the  pleura. 

There  is  an  entity  known  as  diffuse  pneu- 
monitis of  the  cholesterol  type,  but  in  this 
condition  there  is  considerable  hilar  in- 
volvement of  which  there  is  none  here. 

This  leads  us  to  diseases  which  involve 
just  the  parenchyma  of  the  lung  without 
interstitial  tissue  and  hilar  involvement.  In 
this  category  one  must  think  of  pulmonary 
adenomatosis  which  is  a highly  fatal  disease 
and  may  frequently  be  diagnosed  by  the 
presence  of  columnar  cells  in  the  sputum. 
The  sputum  is  quite  foamy  and  differs  from 
the  yellowish  brown  sputum  coughed  up  in 
this  case. 

Of  the  several  diseases  discussed,  none 
seems  to  explain  the  picture  well.  A dis- 
ease I know  very  little  about  but  which  has 
been  recently  described  by  a group  in  Bos- 
ton and  at  the  Armed  Forces  Institute  in 
Washington,  namely,  pulmonary  alveolar 
proteinosis  should  be  considered  very  seri- 
ously. 

Patients  with  pulmonary  alveolar  pro- 
teinosis are  in  a similar  age  group  as  our  pa- 
tient under  discussion,  and  they  often  cough 
up  yellowish  brownish  material.  They 
have  been  described  as  being  sick  for  several 
years,  having  frequent  bouts  of  pneumonia 
such  as  this  patient.  The  lungs  very  seldom 
show  prominent  fibrosis,  but  show  the 
roentgenogram  findings  resembling  passive 
congestion  of  the  lungs.  The  disease  patho- 
logically, I understand,  consists  of  desqua- 
mation of  the  alveolar  lining  cells  into  the 
alveolar  spaces  with  the  production  of  the 
proteinaceous  material  within  the  lumen  of 
the  alveolae. 

If  I must  make  a single  diagnosis  and 
come  to  a final  conclusion  in  this  case,  it 
would  seem  that  the  picture  of  pulmonary 
alveolar  proteinosis  would  beautifully  ap- 
ply here. 

DR.  E.  F.  SKINNER:  There  was  a red 
herring  in  this  case  that  interested  all  of  us. 
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This  lady  described  the  beginning  of  her 
symptoms  while  she  lived  on  a country  road 
down  which  they  were  hauling  Bentonite,  a 
clay  from  which  pottery  is  made.  We 
checked  with  the  industrial  hygienist  here 
in  Tennessee  and  he  said  that  this  is  a form 
of  volcanic  ash  which  contained  a form  of 
silica  but  that  there  had  been  no  reported 
cases  of  silicosis  from  the  Bentonite  dust.  It 
is  most  unusual  to  find  pneumoconiosis  from 
exposure  to  the  open  air  and  it  is  rare  to  find 
a pneumoconiosis  of  any  type  in  a woman. 
We  saw  this  patient  last  week  and  she  is 
much  better  clinically  and  is  able  to  do  most 
of  her  housework. 

DR.  ROBERT  McBURNEY : There  are  two 
rare  possibilities  I would  like  to  mention, 
one  is  Von  Wegner’s  granulomatosis  or 
eosinophilic  granuloma  of  the  lung,  which 
may  have  a similar  picture  and  a long  clin- 
ical history.  The  other  condition  is  a Loef- 
fler’s  pneumonitis  which  is  an  allergic  dis- 
order with  similar  manifestations. 

DR.  C.  E.  STRICKLAND:  The  biopsy  sec- 
tions in  this  case  revealed  the  typical  his- 
tologic features  of  pulmonary  alveolar  pro- 
teinosis. The  alveoli  contain  large  amounts 
of  granular  and  slightly  floccular  eosi- 
nophilic material  which  is  present  in  a 
patchy  type  distribution.  Alveolar  septal 
cells  and  macrophages  in  varying  stages  of 
degeneration  were  found  in  the  alveolar 
septi  primarily  at  the  edges  of  the  nodular 
lesion.  A few  multinucleated  giant  cells 
and  anisotropic  crystals  are  found  in  the 
alveoli.  The  alveolar  deposits  have  the  posi- 
tive staining  reactive  with  Sudan  IV  and 
with  Periodic  Acid  Schiffs  stain.  The 
terminal  bronchioles  and  interalveolar  sep- 
tae  and  pleura  are  unchanged  in  this  case 
and  there  are  no  inflammatory  or  degenera- 


tive changes  in  the  pulmonary  vascular 
tree.  No  granulomatous  lesions  were  seen 
and  acid  fast  bacteria  and  fungi  stains  were 
negative. 

This  clinical  pathologic  disorder  has  been 
recently  defined  by  Rosen,  Castleman,  and 
Leibow  and  is  considered  a new  disease 
entity  or  one  of  increasing  prevalence.  A 
number  of  cases  have  appeared  with  in- 
creasing frequency  during  the  few  months 
preceding  their  description  of  this  disorder. 
The  etiology  is  obscure  as  no  specific  agent 
has  been  isolated  from  the  lung  tissue,  and 
morphologic  appearance  is  not  that  of  an  in- 
fectious process.  The  concept  that  this  dis- 
order represents  an  unusual  tissue  response 
to  an  inhalant  is  attractive  because  of  its 
distribution  throughout  the  lung  field  and 
the  absence  of  extra  pulmonary  lesions.  The 
cases  which  came  to  autopsy  did  so  as  the 
result  of  pulmonary  insufficiency  due  to  the 
extensive  replacement  of  functioning  lung 
parenchyma  by  the  deposition  of  the  pro- 
teinaceous material.  The  lipid  containing 
protein  material  within  the  alveoli  is  prob- 
ably derived  from  the  breakdown  of  the 
disseminated  septal  cells  and  histiocytic 
cells.  This  disorder  is  distinguished  from 
Pneumocystis  Carnii  infection  by  the  ab- 
scence  of  etiologic  agent;  from  cholestei'ol 
pneumonitis  by  the  patchy  character  of  the 
alveolar  depositis  and  the  absence  of 
bronchial  obstruction  and  bronchiolar  in- 
flammation and  by  the  presence  of  degener- 
ating septal  cells  within  the  alveoli. 

Pathologic  Diagnosis:  Pulmonary  Alveolar 
Proteinosis.* 

*Rosen,  Samuel  H.,  Castleman,  Benjamin,  and 
Liebow,  Averill  A.,  “Pulmonary  Alveolar  Pro- 
teinosis,” New  England  Jourrial  of  Medicine,  258: 
1123-1142  (June  5,  1958). 
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President's  Page 


Usually,  the  county 
medical  societies  of 
our  State  devote  the 
meetings  in  Decem- 
ber or  January  to  the 
election  of  officers  of 
the  respective  socie- 
ties that  will  lead  or- 
ganized medicine  in 
the  various  communi- 
ties for  the  coming 
year.  For  this  reason,  I devote  my  Presi- 
dent’s Page  in  December  to  deal  with  this 
subject. 

With  the  continuance  of  creeping  sociali- 
zation. more  critical  days  are  ahead  for 
medicine.  The  very  best  leadership  that  we 
can  obtain  at  the  county  level  is  of  utmost 
importance.  Our  county  society  officers  are 
required  to  give  much  of  their  time  and 
thought  to  the  business  of  organized  medi- 
cine. The  Secretary  is  required  to  give 
much  of  his  time  to  the  Society  business. 

In  past  years,  it  has  been  recommended 
in  many  instances  that  county  medical  so- 
cieties be  urged  to  consider  having  the  Sec- 
retary to  serve  for  at  least  three  years,  since 
it  takes  some  time  to  become  familiar  with 
the  many  activities  of  the  county  society 
and  its  relationship  to  the  State  Association 
and  the  AMA. 

Legislative  activities  are  requiring  more 
today  of  organized  medicine  than  ever  be- 
fore. With  the  next  General  Assembly  of 
Tennessee  convening  in  January,  1959,  the 
Legislative  Committee  of  TSMA  is  busily 
organizing  a statewide  system  of  key  legis- 
lative men  for  the  purpose  of  discussing  is- 
sues with  the  representatives  throughout 
the  State  that  will  serve  in  the  General  As- 
sembly. This  is  the  only  way  that  issues 
can  be  explained,  discussed  and  to  let  our 


representatives  know  the  views  of  the  medi- 
cal profession.  The  same  is  true  in  the 
National  Congress  where  a number  of  im- 
portant bills  will  come  up  in  the  86th  Con- 
gress. Among  these  will  be  the  second 
effort  to  pass  the  Forand  Bill,  a measure 
which  much  effort  was  expended  by  the 
medical  profession  to  defeat  in  the  85th 
Congress.  Organized  labor  has  moved  the 
Forand  bill  up  to  third  place  in  its  legisla- 
tive schedule  and  certainly  this  will  be  a 
bill  that  will  require  our  best  efforts  to 
keep  it  from  being  passed  next  year. 

These  and  others  of  importance  on  the  lo- 
cal, state  and  national  level  eventually  must 
be  assessed  by  the  officers  and  leadership 
of  our  county  medical  societies.  For  this 
reason,  seasoned  doctors  are  needed  to  as- 
sume the  responsibility  of  leadership  in  our 
county  medical  societies. 

If  we  are  to  continue  in  a position  of 
leadership  in  legislation,  postgraduate  edu- 
cation, physician  placement  service,  public 
service  programs,  then  the  best  leadership 
available  throughout  Tennessee  is  going  to 
be  vitally  needed  to  speak  for  organized 
medicine  in  the  county  societies,  the  state 
and  the  nation. 

The  extent  to  which  the  Tennessee  State 
Medical  Association  administers  these  pro- 
jects will  relate  directly  to  the  leadership 
and  cooperation  by  officers  and  members 
of  our  county  medical  societies.  Therefore, 
let  me  again  emphasize  the  importance  of 
selecting  competent  leadership  of  county 
society  officers  for  the  year  1959. 


James  C.  Gardner 
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CATHETERIZATION  OF  THE  BLADDER 

Catheterization  is  one  of  the  most  fre- 
quently employed  procedures  in  the  phy- 
sician’s office  and  on  the  hospital  ward.  Cer- 
tain specialists  such  as  obstetricians,  gyne- 
cologists and  urologists  employ  it  as  a 
routine  practice  before  certain  procedures. 
The  postoperative  surgical  patient  is  com- 
monly catheterized  once  or  twice.  The  in- 
ternist catheterizes  for  urine  cultures  and 
to  obtain  specimens  of  his  patient  in  diabetic 
coma.  The  neurosurgeon  places  a catheter 
in  his  unconscious  patient.  The  geriatrist 
uses  a catheter  in  his  senile  ward  to  keep 
the  bed  dry.  The  clinical  investigator  leaves 
catheters  in  the  bladder  during  certain 
kinds  of  renal  function  tests  and  the  general- 
ist may  use  the  catheter  for  any  one  or  all 
of  the  above  reasons. 

That  such  a procedure  requires  care  is 
well  recognized.  Catheters  are  subjected  to 
sterilization,  and  antisepsis  is  carried  out 
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by  cleansing  around  the  urethral  meatus. 
How  effective  is  this  ritual? 

The  presence  of  bacteria  in  the  urethral 
meatus,  even  after  cleaning,  is  not  unusual. 
Helmholz  reported  recovery  of  bacteria  at 
a depth  of  5 cm.  in  the  urethra  in  50%  of 
normal  males.  Hirshfield  found  bacteria  in 
the  urethras  of  one-half  of  114  normal  preg- 
nant women.  Leishman  isolated  E.  coli 
from  4 of  25  adult  female  urethras.  One 
cannot  assume  that  a catheter  or  other  in- 
strument being  introduced  into  the  bladder 
is  being  passed  through  a bacteria-free 
canal. 

Marple1  in  a study  of  100  unselected  fe- 
male medical  patients  found  7 instances  of 
hospital  infection  of  the  urinary  tract  fol- 
lowing instrumentation  or  catheterization. 
Kirby-  found  that  one-fifth  to  two-thirds  of 
all  coliform  organisms  isolated  were  anti- 
biotic resistant,  and  in  most  instances  the 
patients  had  acquired  these  infections  in  the 
hospital  following  instrumentation  of  the 
urinary  tract.  Kass  and  Finland''  showed 
that  2%  of  female  patients  after  a single 
catheterization  developed  frank  dysuria  and 
true  bacilluria.  Since  15  to  20%  of  au- 
topsies in  a general  hospital1  show  pyelo- 
nephritis, the  possible  etiologic  relationship 
of  urinary  tract  instrumentation  to  this  dis- 
ease must  be  seriously  considered. 

Is  bacilluria  always  important  in  urine 
cultures?  Certainly  many  cases  of  asymp- 
tomatic infection  of  the  urinary  tract  are 
present  and  undoubtedly  play  a role  in  the 
production  of  pyelonephritis.  Since  bac- 
teria may  be  contaminants  and  thus  con- 
fuse the  picture  of  the  true  incidence  of 
bacilluria,  Kass  and  Finland  have  suggested 
that  100,000  bacteria  cu.  ml.  is  probably  of 
significance  since  bladder  urines  of  patients 
with  unquestioned  pyelonephritis  never  had 
fewer  than  this  concentration.  Their  stud- 
ies showed  that  such  bacilluria  was  found 
in  6%  of  adult  females  in  the  outpatient  de- 
partment, 18%  of  diabetic  females,  23%  of 
females  with  cystoceles,  and  95%  of  patients 
with  indwelling  catheters  in  place  for  96 
hours.  Gram  stain  of  urinary  sediment  is  a 
rough  guide  to  urinary  concentration  of  bac- 
teria. If  bacteria  are  present  on  such  stain 
the  concentration  is  at  least  100,000  per  cu. 
ml.  This  is,  of  course,  dependent  on  the 
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skill  and  care  with  which  such  examination 
is  done.  Pyuria,  meaning  5 or  more  white 
blood  cells  per  high  power  field  of  a cen- 
trifuged specimen,  occurs  in  one-third  to 
one-half  of  those  with  significant  bacilluria 
and  in  only  2%  of  those  with  less  than 
100,000  bacteria  per  ml. 

Differentiation  must  be  made  between 
simple  catheterization  and  an  indwelling 
catheter.  In  the  first  case  bacteria  which 
reside  within  the  urethra  are  probably  the 
main  offenders  although  improper  steriliza- 
tion of  catheters  and  cross-contamination  by 
personnel  have  both  been  implicated  in 
some  studies.  Indwelling  catheters  distend 
the  urethra  for  days  or  weeks  with  a foreign 
body. ' The  patient  responds  by  the  produc- 
tion of  a sheath  of  mucopurulent  exudate 
around  the  catheter  providing  a splendid 
medium  for  growth  of  microorganisms.  This 
inevitably  leads  to  infection  of  the  bladder 
and  higher  portions  of  the  genitourinary 
tract.  Unfortunately  prophylactic  antibi- 
otics do  nothing  except  insure  that  the  in- 
fection will  be  caused  by  organisms  not 
easily  affected  by  available  antimicrobial 
agents.  It  is  possible  that  the  offending  or- 
ganisms, resistant  coliforms,  are  widespread 
in  the  hospital  environment  such  as  on 
blankets  and  mattresses, — in  much  the  same 
way  that  staphylococci  have  been  impli- 
cated in  producing  hospital  induced  infec- 
tions. 

It  is  obvious  that  we  are  now  employing 
a potentially  hazardous  procedure  in  routine 
medical  practice.  This  is  not  a plea  for  its 
abolition  but  rather  a prayer  that  it’s  use  be 
restricted  to  those  instances  where  the  re- 
sults justify  the  risks  involved. 

A.  B.  S. 
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WORLD  MEDICAL  ASSOCIATION 

This  is  now  eleven  years  of  age  and  has 
built  up  a membership  of  5500  American 
physicians,  many  of  prominence  in  our  pro- 
fession. But  a larger  proportion  of  the 
members  of  organized  medicine  should  have 
an  interest  in  the  World  Medical  Associa- 
tion and  its  objectives.  Because  of  this  a 
resolution  was  passed  in  the  A.M.A.  House 
of  Delegates  a year  ago.  reiterating  its  sup- 
port of  the  Association  and  recommending 
“that  every  member  of  the  American  Med- 
ical Association  join  the  U.  S.  Committee  of 
the  World  Medical  Association.” 

The  world  is  divided  into  two  great  camps 
founded  on  divergent  ideologies.  The  first, 
the  one  under  which  our  fathers  and  we 
have  lived  is  that  of  freedom, — freedom  of 
the  individual  to  say,  do  and  live  as  he 
pleases,  limited  only  by  what  may  not  be 
for  the  public  good.  This  is  a concept  of  the 
West,  which  had  its  beginnings  in  1213  when 
King  John  was  forced  to  sign  the  Magna 
Carta  at  Runnymede.  In  the  subsequent 
centuries  development  of  Parliamentary 
Law  in  England,  the  revolutions  on  the  Con- 
tinent and  in  South  America,  and  our  own 
Constitution  have  emphasized  and/or  guar- 
anteed the  rights  of  the  individual.  This  is 
what  we  know.  But  set  against  this  concept 
is  the  philosophy  of  the  “Dictatorship  of 
the  State,”  a concept  of  the  East — Com- 
munism— a concept  wherein  the  individual 
is  lost  in  a mass  of  humanity  whose  lives, 
activities  and  living  are  controlled  as  cer- 
tainly as  they  were  when  the  State  was  an 
Absolute  Monarchy.  The  swings  of  the 
pendulum  in  the  history  of  mankind  are 
truly  interesting.  Thus,  the  East  moved 
from  the  despotism  of  an  Absolute  Mon- 
arch to  the  despotism  of  Communism.  The 
Western  peoples  freed  themselves  from  Ab- 
solute Monarchy  for  individual  freedom, 
and  now  in  Socialism  are  freely  forfeiting 
much  they  have  fought  for  over  the  cen- 
turies, moving  toward  the  left, — how  far — 
who  knows? 

By  economic  and  military  aid,  by  the  loan 
of  specialists  in  many  fields  of  human  activ- 
ity our  government  is  fighting  the  “cold 
war.”  The  literate  and  the  educated  play 
important  roles  in  politics  in  many  foreign 
countries,  and  so  an  exchange  of  professors 
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Exhibitors  Pass  Up 
Annual  Meeting  Due 
To  Lack  of  Physician 
Interest 


• A problem  of  utmost  concern  to  the  Association  and  its 
officers,  is  the  fact  that  commercial  exhibitors  that  have 
shown  at  the  annual  meeting  of  TSMA  for  a number  of  years, 
are  passing  up  the  1959  meeting  due  to  the  lack  of  physician 
interest  as  shown  in  recent  years  in  their  exhibits.  This 
presents  quite  a problem,  since  the  exhibitors  finance  the 
state  meeting,  making  it  unnecessary  to  charge  a registra- 
tion fee.  Many  exhibitors  that  have  shown  with  the  Asso- 
ciation for  the  past  ten  years  are  leaving  off  the  1959 
annual  meeting  from  their  schedule.  Present  indications 
show  that  we  will  have  a small  number  of  exhibitors. 


Efforts  Doubled  • Every  effort  is  being  made  to  persuade  other  exhibitors 

to  show  at  the  1959  annual  meeting.  Unless  the  physicians 
attending  the  TSMA  meetings  in  the  future  agree  to  show 
more  interest  in  the  exhibitors,  no  alternative  will  re- 
main but  to  charge  a registration  fee.  This  is  a serious 
problem  and  one  that  every  doctor  should  think  carefully 
about  since  the  exhibitors  are  paying  the  total  cost  of  the 
state  meeting.  None  of  the  funds  from  dues  are  ear-marked 
specifically  for  the  state  meeting,  since  the  exhibitors' 
rental  fees  have  covered  the  cost  of  conducting  the  annual 
meeting  for  many  years. 


Tennessee  Plan  Now 
Covers  1,076,190 
Persons 


New  Simplified  Claim 
Forms  Mailed  to 
TSMA  Members 


Health  Insurance 
Reaches  a New  High 
In  Tennessee 


• As  of  September  30,  1958,  the  41  insurance  companies 
underwriting  the  Tennessee  Plan  show  a total  of  436,855 
individuals  covered,  with  639,335  dependents  covered  under 
the  Tennessee  Plan.  This  goes  to  make  up  the  1,076,190  to- 
tal persons  covered  with  a number  of  companies  reporting 
additional  groups  included  in  their  underwriting  since  Sep- 
tember 30th.  It  is  expected  in  the  near  furture  that 

1.250.000  persons  will  be  covered  under  the  Tennessee  Plan. 

• A guide  for  physicians  on  the  use  of  the  new  simplified 
claim  forms  for  accident  and  health  insurance  policies  is- 
sued by  insurance  companies  has  been  published  by  the  Health 
Insurance  Council  and  forwarded  to  all  members  of  the  Ten- 
nessee State  Medical  Association,  with  a letter  from  the 
President  of  TSMA.  Entitled  "Simplified  Claim  Forms  for 
Accident  and  Health  Insurance — A report  to  the  Physician," 
the  manual  describes  the  principles  of  the  Council  program 
to  reduce  paper  work  for  doctors  and  at  the  same  time  pro- 
vide insurance  companies  with  the  medical  information  they 
need  to  process  and  pay  claims. 

• The  number  of  people  in  Tennessee  covered  by  voluntary 
health  insurance  has  reached  a new  high.  Reliable  esti- 
mates by  the  Health  Insurance  Council  show  that  over 

2.061.000  persons  in  the  State  now  are  protected  by  some 
form  of  insurance  designed  to  help  pay  hospital  and  doctor 
bills. 

The  Council  survey,  based  on  reports  of  insurance  pro- 
grams of  insurance  companies,  Blue  Cross-Blue  Shield  and 
other  health  care  plans,  points  out  that  the  2,061,000  per- 
sons covered  by  hospital  expense  insurance  in  Tennessee 
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surpasses  the  1956  year-end  total.  The  number  of  people 
with  surgical  expense  insurance  climbed  to  1,861,000  as  com- 
pared to  1,656,000  in  1956. 

495,000  persons  are  protected  by  medical  expense  insur- 
ance. The  Health  Insurance  Council  report  stated  that  this 
growth  reflects  the  desire  of  the  people  of  Tennessee  to 
help  protect  themselves  against  the  cost  of  accident  and 
illness . 

• Please  read  the  President's  Page  in  this  issue  of  the 
Journal.  Now  is  the  time  that  many  county  medical  societies 
elect  their  officers  and  delegates  to  TSMA.  Officers  of 
the  county  medical  societies  carry  considerable  responsi- 
bility in  administering  the  affairs  of  organized  medicine 

in  their  local  communities.  Every  county  society  is  urged 
to  take  action  to  nominate  and  elect  their  officers  at  the 
December  or  January  meeting  in  order  to  furnish  the  TSMA 
neadquarters  with  the  names  of  the  officers  of  the  county 
societies  and  the  delegates  to  TSMA's  House  of  Delegates,  in 
order  that  this  information  can  be  reported  in  the  Journal 
and  used  in  the  Handbook  for  the  House  of  Delegates. 

• AMA's  Washington  Office  states  that  key  committees  han- 
dling major  medical  legislation  will  have  heavy  democratic 
majorities.  The  biggest  changes  will  be  in  the  House  Ways 
and  Means  Committee,  where  the  Forand  Bill  hearings  are  con- 
ducted. Many  medical  leaders  predict  that  legislation  will 
be  an  uphill  battle  for  the  next  two  years  and  the  medical 
outlook  is  somewhat  gloomy.  Even  with  conservative  South- 
erners in  many  key  committee  chairmanships,  liberal  power 

is  much  greater.  Key  issues  in  the  next  Congress  shaping 
up  in  January  will  be  the  Forand  bill,  care  of  the  aged, 
Jenkins-Keogh,  medicare,  veterans  care  and  federal  aid  to 
medical  schools. 

• A pamphlet  just  issued  by  the  AFL-CI0  confirms  that 
Labor's  national  leadership  is  moving  the  Forand  bill  high 
up  on  its  priority  list  of  bills  it  wants  passed  in  the 
next  session  of  Congress.  The  booklet,  "Labor  Looks  at  the 
85th  Congress"  is  mainly  a review  of  the  last  two  years, 
but  it  also  looks  ahead.  The  Forand  bill  is  now  third  of 
the  seventeen  legislative  objectives  that  organized  labor 
has  set  forth  for  enactment.  It  is  stated  that  "through 
the  social  security  system"  of  a program  of  "hospital, 
nursing  home  and  surgical  care  for  those  receiving  bene- 
fits," will  be  pushed.  The  only  objectives  ranked  higher 
on  the  list  are  "complete  overhaul  of  the  Taft-Hartley 
Act,"  legislation  to  "safeguard  unions  from  racketeers  and 
from  improper  activities"  on  the  part  of  both  labor  and 
management,  and  extension  of  the  fair  labor  standards  act 
and  an  increase  of  the  minimum  wage  to  $1.25  per  hour. 

• The  Board  of  Directors  of  the  Tennessee  Medical  Founda- 
tion met  in  Nashville  on  November  23rd  to  hear  reports  on 
the  various  projects  underway  by  the  Foundation  and  to  fur- 
ther discuss  organizational  procedures.  A plan  was  adopted 
by  the  Foundation  for  submission  to  the  Board  of  Trustees 
of  TSMA  for  more  efficient  organization  and  closer  ad- 
ministrative liaison.  It  is  intended  that  the  program 

of  work  of  the  Foundation  be  more  closely  coordinated  with 
the  Tennessee  State  Medical  Association. 

• Of  real  value  to  the  practicing  physician  is  "The  Busi- 
ness Side  of  Medical  Practice"  a publication  just  out  by 
AMA  and  Sears  Roebuck  Foundation.  Compiled  by  professional 
management  experts,  the  booklet  covers  legal,  insurance, 
finance,  and  accounting  problems  of  medical  practice.  It  is 
free  to  TSMA  members  on  request,  by  writing  AMA,  Chicago, 
Illinois. 
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Council  Outlines 
Scope  and  Purpose 


Legislative  Key  Man 
Program  Adopted 


• The  newly-formed  Tennessee  Council  on  Aging  has  adopted 
as  its  first  activity  a program  to  stimulate  action  through- 
out the  state  to  provide  adequate  housing  for  older  persons. 

The  action,  taken  at  a meeting  of  the  Council  in  Nash- 
ville, followed  a statement  by  the  group's  temporary  chair- 
man, Dr.  Thomas  F.  Frist,  that  the  aged  in  Tennessee  can  be 
classified  in  three  categories  with  respect  to  their  ability 
to  provide  themselves  with  housing:  the  indigent;  those  who 
can  afford  minimum  care;  and  those  who  have  financial  re- 
sources but  who  lack  domestic  security. 

• One  of  the  methods  of  providing  housing  for  the  aged  was 
discussed  at  the  meeting  by  Donald  Cowan,  Nashville  archi- 
tect, who  drew  up  the  plans  for  an  80-unit  home  at  Dickson. 
Cowan  told  the  Council  that  a long-term  government  loan  to 
finance  90  per  cent  of  the  cost  of  construction  of  non- 
profit homes  for  the  aged  can  be  obtained  from  the  govern- 
ment by  local  groups  acting  as  sponsoring  agencies. 

Cowan  described  the  Dickson  project,  Highland  Rim  Tower, 
as  offering  "apartment-hotel  convenience."  The  home  will 
have  25  two-room  suites  and  55  efficiency  apartments,  all 
unfurnished.  Monthly  fee  will  include  meals.  The  Dickson 
Rotary  Club  is  sponsoring  the  project. 

• The  Council  outlined  a broad,  four-point  program  as  its 
scope  and  purpose.  The  four  points  are:  to  identify  and 
analyze  the  health,  social,  and  economic  needs  of  Ten- 
nessee's aged;  to  appraise  available  resources  for  the  aged; 
to  suggest  programs  to  improve  the  well-being  of  the  aged ; 
and  to  stimulate  interested  organizations  and  agencies  to 
implement  such  programs. 

Plans  call  for  the  group  to  hold  another  meeting  in  the 
near  future  to  complete  the  organization  of  the  Council, 
including  adoption  of  by-laws  and  election  of  permanent 
officers.  

• TSMA's  Legislative  and  Public  Policy  Committee  has 
adopted  a Legislative  Key  Man  program  for  Tennessee.  The 
plan  calls  for  the  appointment  of  doctors  to  serve  as  con- 
tact persons  with  their  local  state  senators  and  repre- 
sentatives, and  with  member  of  the  federal  Congress. 
Physicians  so  appointed  will  be  briefed  as  to  legislative 
proposals  of  TSMA  and  requested  to  orient  their  legislators 
on  the  measures  and  secure  commitments  from  the  legislators 
that  they  will  vote  favorably  on  the  bills  when  they  are 
introduced  in  the  General  Assembly. 

In  adopting  the  program,  the  Legislative  and  Public 
Policy  Committee  took  note  of  the  fact  that  historically 
TSMA  sponsors  no  legislation  motivated  by  selfish  interest. 
Rather,  TSMA  supports  only  that  legislation  directed  to- 
ward maintaining  the  high  level  of  medical  care  which  the 
citizens  of  Tennessee  expect  from  organised  medicine. 

In  accepting  their  appointments  and  informing  Tennessee 
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lawmakers  of  TSMA  legislative  objectives,  doctors  selected 
as  key  men  will  be  "serving  in  the  best  interests  of  their 
profession  and  discharging  their  responsibilities  as  citi- 
zens," according  to  Dr.  W.  W.  Wilkerson,  Committee  Chairman. 
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• The  Tennessee  Legislative  Council  has  recommended  enact- 
ment by  the  General  Assembly  of  a state-wide  medical  ex- 
aminer law.  Such  a law  has  been  strongly  recommended  by 
the  Public  Service  Committee  and  TSMA  representatives  spoke 
in  behalf  of  the  law  at  hearings  conducted  by  the  Council. 

Recommendations  of  the  Council  call  for  appointment  by 
the  State  Commissioner  of  Public  Health  of  a Chief  Medical 
Examiner.  The  two  would  appoint  local  medical  examiners  in 
each  county.  Also  recommended  is  a law  which  would  give 
district  attorneys  general  authority  to  order  post  mortem 
examinations  when  recommended  by  the  county  medical  ex- 
aminer. 

The  Council  further  recommends  an  appropriation  of 
$50,000  to  implement  the  system.  $25,000  would  go  to  staff 
and  equip  the  Department  of  Public  Health's  toxicological 
laboratory  to  put  the  laboratory  into  full  operation;  the 
balance  would  be  used  to  operate  the  office  of  Chief  Medical 
Examiner. 


• The  Forand  Bill  has  been  given  the  number  three  priority 
in  the  AFL-CIO  legislative  program  to  be  presented  to  the 
next  Congress.  AFL-CIO  President  George  Meany  rejects 
voluntary  pre-paid  plans  as  "too  costly"  to  provide  insur- 
ance for  the  aged.  Forand  Bill  was  not  reported  out  by  the 
House  Ways  and  Means  Committee  in  the  last  Congress.  Wash- 
ington observers  predict  determined  effort  by  its  sponsors 
to  obtain  in  the  next  Congress  some  kind  of  hospital  and 
surgical  benefits  for  OASI  recipients. 


0- 


• Tennessee  is  one  of  14  states  in  which  contributions  to 
the  American  Medical  Education  Foundation  have  fallen  below 
the  amount  given  last  year,  according  to  AMEF  November 
report.  The  report  says  that  35  states  have  given  more  than 
the  amounts  pledged  last  year.  AMEF  says  in  most  of  the  14 
states  amounts  contributed  are  only  a few  hundred  dollars 
less  than  last  year's  gifts.  Overall  total  shows  increase 
of  $38,000. 

Dr.  Louis  Rosenfeld,  Nashville,  Chairman  of  the  TSMA 
Committee  on  AMEF,  points  out  that  physicians  can  strike  a 
strong  blow  against  socialized  medicine  through  their  con- 
tributions. "By  giving  to  AMEF,"  says  Dr.  Rosenfeld,  "we 
physicians  cannot  only  repay  to  our  medical  schools  a great 
debt  of  gratitude  for  giving  us  our  education,  but  we  can 
also  help  prevent  the  necessity  of  calling  upon  the  federal 
government  to  help  finance  medical  education — a vital  step 
in  the  direction  of  federal  control  of  medical  education 
and  subsequent  socialization  of  the  medical  profession." 
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and  of  students  strengthens  the  bonds 
among  nations  of  the  West,  and  even  per- 
mits infiltration  in  some  countries  toying 
with  the  concepts  of  the  East. 

In  the  field  of  medicine  the  World  Health 
Organization,  under  the  aegis  of  the  United 
Nations,  has  advanced  health  in  backward 
countries  to  degrees  which  would  have  been 
attained  on  their  own  only  over  decades. 
The  exchange  of  ideas  and  scientific  knowl- 
edge at  the  numerous  international  meet- 
ings, here  and  abroad,  in  specialized  fields  of 
medicine  and  science  have  made  for  inter- 
national good  will  at  the  cheap  cost  of  de- 
ducted income  taxes  by  participants.  Thus, 
medicine  and  medical  scientists  have  con- 
tributed much  toward  bolstering  the  West- 
ern nations  through  a group  of  potent  cit- 
izens,—the  doctors  and  teachers  in  science; 
bolstered  the  philosophies  of  the  West  by 
precept,  in  conversation  and  fellowship. 

The  World  Medical  Association  carries  on 
all  these  contributions  of  medicine  in  an 
organized  fashion  which  may  be  even  more 
effective.  It  can  advance  the  influence  of 
American  medicine  in  collaboration  with 
the  World  Health  Organization,  the  Inter- 
national Committee  of  the  Red  Cross  and 
other  international  committees  having  med- 
ical interests.  It  is  committed  to  aid  in 
easing  trade  restrictions  and  licensing  re- 
quirements on  therapeutic  agents,  which  in 
some  countries  impedes  their  free  use.  So 
too,  it  offers  aid  in  the  interchange  of  ideas 
in  research  and  their  recognition  on  an  in- 
ternational level.  It  is  carrying  out  active 
studies  in  post-graduate  medical  education 
and  in  hospital  practices.  The  second  World 
Conference  on  Medical  Education  will  be 
held  under  its  auspices  in  Chicago  in  1959. 
(The  first  was  held  in  London  in  1953.) 

These  activities  of  the  World  Medical  As- 
sociation have  their  propaganda  value  and 
they,  with  American  thinking  on  the  social- 
ization of  medical  care,  are  another  addi- 
tion to  the  side  of  the  balance  to  which  are 
thrown  all  other  American  efforts  in  the 
“cold  war.”  We  must  remember  again  that 
in  many  countries  physicians  are  at,  or  near 
the  summit  of  the  intelligentsia  in  political 
matters.  Our  support  of  the  World  Med- 
ical Association  may  well  bear  fruit. 

Dr.  S.  Turner  Howard,  Knoxville,  the 


Tennessee  Chairman  for  the  World  Medical 
Association,  would  undoubtedly  be  glad  to 
answer  questions  and  receive  the  ten  dol- 
lar applications  for  membership. 

R.  H.  K. 


December — the  Month  for  1958  In- 
come Tax  Deductions. 

Remember  the  American  Medical  Ed- 
ucation Fund  sponsored  by  the  Amer- 
ican Medical  Association. 


Dr.  Stanford  Morton  Herron,  67,  Jackson,  died 
October  22nd  at  Webb-Williamson  Hospital.  He 
served  as  Secretary  of  the  Consolidated  Medical 
Assembly. 

Dr.  Frederick  Russell  Haselton,  66,  Nashville, 
died  as  the  result  of  a heart  attack  in  Baptist 
Hospital  on  October  24th. 

Dr.  Wallace  P.  Moore,  77,  Memphis,  died  No- 
vember 2nd  at  his  home. 

Dr.  Lonzo  C.  Smith,  84,  Henderson,  died  on 
September  25th  at  his  home  after  a long  illness. 

Dr.  Robert  Jackson  Perry,  90,  Manleyville,  died 
November  1st  at  Nobles  Memorial  Hospital. 


Chattanooga-Hamilton  County  Medical 
Society 

The  scientific  program  on  November  4 
was  “Dysphagia — Causes  and  Treatment,” 
by  Dr.  Fred  E.  Marsh;  “Pneumoperitoneum 
in  Treatment  of  Gigantic  Hernias,”  by  Jos- 
eph W.  Graves.  Two  interesting  case  re- 
ports were  given  by  Dr.  Cecil  E.  Newell  and 
by  Dr.  Edward  E.  Reisman,  Jr. 

The  November  19th  meeting  was  the  an- 
nual dinner  dance  held  at  the  Chattanooga 
Golf  and  Country  Club. 

Robertson  County  Medical  Society 

The  Society  held  its  regular  meeting  on 
November  17  at  the  hospital.  Dr.  Carl 
Sebelius,  Nashville,  gave  a lecture  illus- 
trated with  lantern  slides.  Following  the 
scientific  presentation,  the  society  discussed 
several  business  items,  after  which  the  elec- 
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tion  of  officers  for  1959  was  conducted.  Dr. 
Robert  H.  Elder  of  Ceder  Hill  was  elected 
president;  Dr.  John  S.  Freeman  of  Spring- 
field  was  re-elected  Secretary-Treasurer. 

Roane  County  Medical  Society 

The  Roane  County  Medical  Society  met  on 
October  28th  in  the  Conference  Room  of  the 
Medical  Division  of  ORINS.  The  program 
was  a scientific  discussion  of  the  recent 
nuclear  reaction  accident  at  Y-12.  The  talks 
were  presented  by  members  of  the  Oak 
Ridge  Laboratory  and  Institute  of  Nuclear 
Studies  staffs. 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  on 
September  2,  in  the  auditorium  of  the  In- 
stitute of  Pathology  with  Dr.  John  D. 
Hughes,  presiding.  The  scientific  program 
was  as  follows:  “Accidents  and  Poisonings 
Reported  by  Hospital  Emergency  Rooms — 
Memphis,”  by  Dr.  Nobel  Guthrie;  “Thoracic 
Emergencies  in  the  Aged,”  by  Dr.  Duane 
Carr;  “Congenital  Cysts  of  the  Pancreas,”  by 
Dr.  Robert  Miles. 

Consolidated  Medical  Assembly 

The  regular  monthly  meeting  was  held 
on  October  7 at  the  New  Southern  Hotel  in 
Jackson.  The  scientific  program  was  as  fol- 
lows: Dr.  Harris  Smith,  Memphis,  discussed 
“Etiology  and  Management  of  Diarrhea  in 
Children,” — Dr.  Walton  Harrison,  Jackson, 
led  the  discussion;  Dr.  James  Hughes,  of 
Memphis,  spoke  on,  “Management  of  the 
Epileptic  Child,”  discussed  by  Dr.  William 
Crook  of  Jackson. 

Nashville  Academy  of  Medicine  and 

Davidson  County  Medical  Society 

A meeting  was  held  at  Vanderbilt  Uni- 
versity Hospital,  on  November  11th.  The 
scientific  program  was  a discussion  on 
“Poison  Control.”  The  speaker  was  Dr. 
Howard  Cann,  director  of  the  National 
Clearinghouse  of  Poison  Control,  a branch 
of  the  U.  S.  Department  of  Health  Educa- 
tion and  Welfare.  Dr.  Cann  explained  how 
the  new  Nashville  Poison  Control  Center 
serves  physicians  and  hospitals  by  supply- 
ing fast,  accurate  information  on  poisonous 
ingredients  and  the  recommended  treatment 
in  each  case. 


Nominations  of  officers  for  1959  preceded 
Dr.  Cann’s  presentation. 

Knoxville  Academy  of  Medicine 

The  Society’s  monthly  meeting  was  held 
on  November  11,  in  the  Academy  Building. 
The  Scientific  program  consisted  of  a paper 
given  by  Dr.  Hammond  Pride,  on  “Erythro- 
blastosis Fetalis,”  the  discussion  being  led 
by  Drs.  William  Gardner  and  J.  Vivian 
Gibbs. 

Business  brought  before  the  Society  was 
the  annual  election  of  officers.  Candidates 
were  submitted  by  a special  nominating 
committee. 


Forand  Proposal  Now  Third  on 
Labor's  Legislative  Goals 

The  AFL-CIO  has  given  high  priority  to 
passage  in  the  next  Congress  of  the  Forand 
proposal  for  hospitalization  and  surgical 
services  of  OASI  beneficiaries.  It  is  now 
third  on  a 10-point  legislative  program. 
Ahead  of  it,  according  to  President  George 
Meany,  only  are  aid  to  depressed  areas  and 
federal  aid  to  general  education.  On  the 
Forand  bill,  Mr.  Meany  states:  “It  is  still 
either  impossible  or  too  costly  for  our  senior 
citizens  to  obtain  such  insurance  through 
nonprofit  or  commercial  channels.” 

Legislative  goals  were  outlined  at  a press 
conference  shortly  after  the  Congressional 
elections.  Mr.  Meany  observed  in  a state- 
ment: “The  American  people  on  November 
4 very  emphatically  indicated  that  they  do 
not  agree  with  those  political  leaders  who 
have  little  faith  in  the  dynamic  character  of 
our  national  economy.  By  an  overwhelming 
vote  they  elected  to  Congress  new  Senators 
and  Representatives  who  want  to  forge 
ahead  and  properly  utilize  our  nation’s  hu- 
man and  natural  resources  to  build  a better 
world  for  all.  By  the  same  vote,  they  re- 
tired many  members  of  Congress  who  have 
followed  a stand-still  policy.” 

The  labor  chief  added  that  this  was  not 
the  time  to  “raise  false  issues,”  but  “the 
time  to  give  the  American  people  the  pro- 
gram for  which  they  have  voted.” 
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The  Month  in  Washington 

(From  the  Washington  Office  of  the  AMA) 

The  86th  Congress  convenes  January  7 
with  a top-heavy  Democratic  majority  in 
both  House  and  Senate.  This,  in  turn,  will 
find  all  Congressional  committees  including 
those  dealing  in  health  bills,  with  a higher 
proportion  of  Democrats. 

Because  legislation  rarely  gets  to  the  floor 
for  a vote  unless  some  committee  sends  it 
there,  the  makeup  of  committees  are  of 
considerable  importance  in  any  Congress. 
It  will  be  doubly  so  in  the  86th  Congress, 
where  so  many  new  personalities  and  new 
ideas  promise  to  abound. 

In  the  Senate  during  the  85th  Congress 
when  the  line-up  was  49  Democrats  to  47 
Republicans,  committees  were  fairly  evenly 
divided — generally  only  one  more  Democrat 
than  Republican.  With  the  ratio  in  the 
Senate  increased  to  62  to  34,  committee  com- 
position may  run  as  much  as  10  to  5 or  9 to 
6 in  favor  of  the  majority  party.  The  Re- 
organization Act  of  1946  assures  each  Sen- 
ator of  two  committee  assignments,  which 
means  26  new  places  have  to  be  found  on 
Senate  committees  in  January. 

The  party  ratio  for  House  committees 
likewise  will  run  high  in  favor  of  the  Demo- 
crats. 

Each  party  and  each  branch  of  Congress 
have  their  own  way  of  naming  members  to 
the  many  committees. 

In  the  Senate,  the  Democrats  make  ap- 
pointments through  a standing  15  man  group 
known  as  the  Democratic  Steering  Commit- 
tee. Its  chairman  is  Majority  Leader  Lyn- 
don Johnson  and  other  members  are  Sena- 
tors Mansfield,  Hennings,  Chavez,  Ellender, 
Frear,  Russell,  Hayden,  Holland,  Humphrey, 
Pastore,  McClellan,  Robertson  and  Johns- 
ton. 

The  Republicans  in  the  Senate  make  their 
appointments  through  a 5 man  Committee 
on  Committees  which  in  the  last  Congress 
was  made  up  of  Senators  Knowland, 
Bricker,  Saltonstall,  Bridges  and  Dirksen. 

In  the  House,  the  selection  of  Democratic 
members  is  done  by  the  majority  members 
of  the  Ways  and  Means  Committee  which 
sits  as  a Committee  on  Committees.  The 
Republicans  have  a different  approach. 
When  Congress  convenes,  each  state  delega- 


tion meets  and  names  a representative  to  a 
Committee  on  Committees;  he  has  as  many 
votes  on  the  committee  as  there  are  Re- 
publicans in  his  delegation.  Chairman  of 
the  committee  is  Minority  Leader  Joseph 
Martin. 

The  House  Ways  and  Means  Committee 
which  undoubtedly  will  be  considering  leg- 
islation of  import  to  physicians  (hospitaliza- 
tion of  the  aged  under  social  security  and 
tax  deferrals  on  money  paid  into  annuities) 
has  for  several  years  been  divided  15  Demo- 
crats to  10  Republicans.  This  ratio  may 
change  to  17  to  8.  In  any  event,  7 members 
will  not  serve  in  the  new  Congress.  One 
was  lost  through  death,  4 through  decisions 
not  to  run  for  re-election  to  the  House  and 
2 to  defeat  at  the  polls. 

The  Senate  Finance  Committee,  which 
will  be  handling  much  the  same  legislation 
as  Ways  and  Means,  has  been  divided  8 to 
7.  It  is  certain  that  3 Republicans  will  not 
serve  again;  2 retired  from  the  Senate  and 
one  was  defeated  in  the  recent  elections. 

House  Interstate  Committee,  another 
group  of  importance  to  the  profession  be- 
cause of  its  interest  in  federal  aid  to  medical 
schools  and  Hill-Burton  amendments  among 
other  things,  has  lost  the  3 top  ranking  Re- 
publicans and  the  only  physician  serving  on 
a committee  dealing  with  health.  Either 
they  did  not  seek  re-election  or  they  were 
defeated  at  the  polls. 

Senate  Labor  Committee,  which  has  juris- 
diction over  most  of  the  major  health  pro- 
posals in  the  Senate  outside  of  social  se- 
curity, loses  3 Republican  members.  Its 
present  lineup  of  8 to  7 will  be  changed  too, 
probably  to  10  to  5. 

* 

Physician  members  of  the  85th  Congress 
number  four.  This  is  one  less  than  in  the 
84th  Congress.  Returned  again  were  Drs. 
Walter  Judd  of  Minnesota  and  Thomas 
Morgan  and  Ivor  Fenton,  both  of  Pennsyl- 
vania. Defeated  were  Drs.  Will  Neal  of 
Virginia  and  A.  L.  Miller  of  Nebraska. 

One  new  doctor  has  been  added.  He  is  Dr. 
Thomas  Dale  Alford,  a board  ophthalmolo- 
gist of  Little  Rock,  Ark.,  where  he  has  been 
in  active  practice  since  1948.  Dr.  Alford, 
42,  was  educated  in  Arkansas  schools  and 
received  his  medical  degree  from  the  Uni- 
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versity  of  Arkansas.  He  served  in  the  Army 
Medical  Corps  during  World  War  II. 

Dr.  Morgan,  who  has  been  acting  chair- 
man of  the  House  Foreign  Affairs  Commit- 
tee since  last  summer,  is  slated  to  become 
chairman  when  the  new  Congress  is 
formally  organized.  He  will  thus  be  the 
first  physician  chairman  in  the  136  years  of 
the  committee. 


MEDICAL  NEWS 

IN  TENNESSEE 
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Memphis  Thoracic  Society 

The  Society,  an  organization  of  65  active 
members  consisting  of  Memphis  and  Mid- 
South  thoracic  surgeons  and  medical  chest 
physicians,  recently  elected  officers  for  1959. 
Dr.  Francis  H.  Cole,  Memphis,  was  elected 
President,  succeeding  Dr.  Felix  A.  Hughes, 
Jr.  Dr.  J.  Cash  King  was  elected  vice-pres- 
ident and  Dr.  Glenn  E.  Horton  was  re- 
elected secretary-treasurer.  Further  in- 
formation about  the  society  can  be  obtained 
from  the  secretary  whose  address  is  4915 
Mockingbird  Lane,  Memphis  17. 

University  of  Tennessee 
College  of  Medicine 

A two-day  postgraduate  course  on  Allergy 
for  physicians  was  given  on  November  6-7, 
covering  the  fundamentals  of  allergy  as  well 
as  the  recognition  and  management  of  al- 
lergic diseases.  Clinics  were  held  in  the  out- 
patient department  and  opportunity  was 
given  for  discussion  of  individual  problems 
by  attending  physicians. 

-k 

A new  lecture  series  featuring  outstand- 
ing guest  lecturers  in  the  field  of  medical 
research  began  in  October  at  the  University 
of  Tennessee  Memorial  Research  Center  in 
Knoxville.  The  monthly  series  is  designed 
to  benefit  area  physicians.  The  first  guest 
lecturer  was  Dr.  Peyton  Rous,  a leading  re- 
search scientist  in  the  study  of  cancer  re- 
search at  the  Rockefeller  Institute  for  Med- 
ical Research  in  New  York.  Dr.  Rous’  topic 
was,  “The  Known  Relations  Between 
Viruses  and  Cancer.” 

* 

The  newest  research  installation,  the  Me- 


morial Research  Center,  is  featured  in  a U-T 
publication  just  released.  The  center,  unique 
in  both  physical  facility  and  scope  of  pro- 
gram, is  described  in  detail  in  the  current  is- 
sue of  the  U-T  Newsletter.  Since  the  open- 
ing of  the  center,  three  other  research  spe- 
cialists have  been  added  to  the  staff.  They 
are:  Dr.  Amoz  I.  Chernoff,  specialist  in  the 
study  of  blood  diseases;  Dr.  Bernard  George 
Stall  III,  who  specializes  in  high  blood  pres- 
sure research;  and  Dr.  McChesney  Goodall, 
a specialist  in  neurophysiology.  The  center 
has  special  facilities  for  utilizing  radioactive 
isotopes  from  nearby  Oak  Ridge  in  the 
search  for  cures  of  disease. 

Vanderbilt  University  School  of  Medicine 

The  United  Fund  of  Greater  Chattanooga 
gave  $4,350  to  aid  in  the  school’s  probe  of 
the  natural  history  of  coronary  heart  dis- 
ease. The  grant  was  announced  in  a joint 
statement  by  Dr.  John  W.  Patterson,  direc- 
tor of  medical  affairs  at  Vanderbilt  and  the 
Board  president  of  Chattanooga’s  United 
Fund  Drive.  The  grant  will  make  possible 
the  enlargement  of  the  study  to  include  an 
analysis  of  the  long-term  effects  of  treat- 
ment and  new  ideas  concerning  the  role  of 
cholesterol  and  common  salt  in  heart  dis- 
ease. 

Middle  Tennessee  Medical  Association 

The  one  hundred  twenty-eighth  Semi-an- 
nual Meeting  was  held  on  November  20,  in 
Fayetteville.  The  program  was  as  follows: 
“Current  Status  of  the  Treatment  of  Rheu- 
matoid Arthritis,”  by  Dr.  Benjamin  J.  Alper, 
Nashville,  discussion  by  Dr.  Roy  W.  Money, 
Pulaski;  “Curable  Prostatic  Cancer,”  by  Dr. 
John  M.  Tudor,  Nashville,  discussion  by  Dr. 
Charles  E.  Haines;  “The  Cross  Eyed  Child,” 
by  Dr.  Lee  F.  Cayce,  Nashville,  discussion 
by  Dr.  James  W.  Wilkes,  Jr.,  Columbia; 
Presidential  Address  by  Dr.  Harvill  Hite, 
Pulaski;  “Surgery  of  Arterial  Occlusion,” 
by  Dr.  William  R.  Cate,  Jr.,  Nashville,  dis- 
cussion by  Dr.  Parker  D.  Elrod,  Centerville; 
“Differential  Diagnosis  of  Neuro-surgical 
Disorders  of  the  Spinal  Canal,”  by  Dr.  Ar- 
nold W.  Meirowsky,  Nashville,  discussion 
by  Dr.  Gray  Stahlman,  Nashville;  “Prob- 
lem of  the  Atypical  Patent  Ductus,”  by  Dr. 
John  L.  Sawyers,  Nashville,  discussion  by 
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Dr.  Carl  C.  Gardner,  Jr.,  Columbia.  Dinner 
was  at  the  Elks  Club. 

State  of  Tennessee 
Department  of  Public  Health 

The  following  information  released  by 
Commissioner  Hutcheson,  is  of  interest  to 
physicians  of  the  state. 

ECHO  Virus  Isolations 

The  Tennessee  Department  of  Public  Health 
has  improved  its  laboratory  facilities-  for  isola- 
tion and  identification  of  viruses.  Recently,  15 
isolations  have  been  made  of  ECHO  (enteric  cy- 
topathogenic  human  orphan)  viruses.  These  were 
identified  as  Type  9.  These  isolations  were  from 
widely  separated  areas  as  follows: 

Knoxville  1 Lenoir  City  1 

South  Pittsburg  1 Tipton  County  6 

Jackson  4 Johnson  City  2 

The  isolation  and  identification  of  these  viruses 
have  been  made  possible  by  the  use  of  monkey 
kidney  cell  cultures.  Previously  the  Division  of 
Laboratories  has  used  only  He  La  cells  for  polio- 
myelitis virus  isolations,  and  these  cells  are  not 
satisfactory  for  routine  isolation  of  ECHO  viruses. 

With  the  use  of  monkey  kidney  cells  ECHO 
viruses  may  now  be  satisfactorily  isolated  and 
identified  in  the  Central  Laboratory  in  Nashville. 

The  use  of  monkey  kidney  cells  is  of  further 
value  in  that  these  cells  are  particularly  suscep- 
tible not  only  to  polio-like  viruses  but  are  also 
more  susceptible  to  the  polio  virus  than  are  other 
types  of  tissue  culture  cells.  Therefore,  speci- 
mens containing  small  amounts  of  polio  virus 
which  might  be  negative  on  He  La  ceils  may  be 
positive  on  monkey  kidney  cells. 

The  virus  laboratory  now  plants  all  specimens 
on  monkey  kidney  cells  when  they  do  not  yield 
positive  results  on  He  La  cells.  By  this  method 
four  Type  I polio  virus  isolations  have  been  made 
from  specimens  which  were  negative  on  He  La 
cells. 

In  addition  to  the  above  procedures,  suckling 
mice  are  used  for  possible  coxsackie  infections. 
However  Group  B coxsackie  and  A-9  grow  on 
monkey  kidney  cells. 

In  outbreaks  of  what  appears  to  be  virus  infec- 
tions, notification  should  first  be  given  to  your  lo- 
cal health  department,  and  then  specimens  may 
be  sent  to  the  Central  Laboratory,  Cordell  Hull 
Building,  in  Nashville  for  isolation  and  identi- 
fication of  the  virus.  When  an  outbreak  includes 
a large  number  of  cases,  a few  sample  specimens 
are  sufficient  to  determine  the  virus  involved. 

Stool  specimens  should  be  collected  in  a sterile 
1 oz.  bottle,  and  accompanied  by  Request  Form 
600  carefully  filled  out  to  insure  proper  handling 
in  the  laboratory.  All  specimens  sent  in  for  virus 
isolation  must  be  frozen,  packed  in  dry  ice  for 
shipment,  and  sent  via  air  mail  to  arrive  in  Nash- 
ville by  early  afternoon  on  Mondays  through  Fri- 
days. Repeated  freezing  and  thawing  will  destroy 
the  virus. 


Presentation  of  Problems  in  Parasitic  Infections 

Recently,  a most  interesting  revelation  occurred 
in  the  Central  Laboratory  of  the  Tennessee  De- 
partment of  Public  Health.  Stool  specimens  re- 
ceived for  examination  indicated  a high  incidence 
of  infection  among  a group  of  college  students, 
and  a surprisingly  high  incidence  of  these  speci- 
mens revealed  infection  with  two  or  more  par- 
asites. The  names  on  the  request  forms  accom- 
panying these  specimens  were  foreign  names,  and 
it  was  later  confirmed  that  specimens  were  re- 
ceived that  day  on  55  foreign  students,  and  one 
missionary. 

Of  the  specimens  received,  34  showed  evidence 
of  infection. 

Twenty-eight  gave  evidence  of  infection  with 
more  than  1 intestinal  parasite,  10  of  them  showed 
evidence  of  3,  and  1 of  these  evidence  of  5 in- 
fections. 

Ova  of  Clonorchis  sinensis  were  found  in  speci- 
mens from  5 different  individuals. 

Specimens  from  26  individuals  contained  hook- 
worm ova,  specimens  from  27  individuals  con- 
tained whipworm  ova,  and  specimens  from  12 
showed  ova  of  Ascaris  lumbricoides. 

In  4 specimens  from  2 individuals  cysts  of  En- 
damoeba  histolytica  were  found,  and  specimens 
from  these  2 individuals  yielded  no  evidence  of 
other  helminth  or  protozoan  parasites.  However, 
from  1 of  these  Salmonella  typhosa  was  isolated. 

Salmonella  typhosa  was  isolated  from  specimens 
from  2 of  these  individuals  and  later  from  a third, 
and  Salmonella  muenchen  was  isolated  from  an- 
other of  these  individuals. 

These  findings  were  quite  impressive,  and  ap- 
pear sufficiently  significant  to  suggest  a survey 
covering  all  foreign  students  and  probably  mis- 
sionaries attending  our  schools  of  higher  educa- 
tion. 


PERSONAL  NEWS 

. 


Dr.  Fontaine  S.,  Hill,  Memphis,  recently  pre- 
sented two  lectures  before  the  Puerto  Rican  Medi- 
cal Association. 

Dr.  Jere  Lowe,  Cookeville;  Dr.  C.  B.  Roberts, 

Sparta  and  Dr.  M.  M.  Young,  Crossville;  have 
been  elected  officers  of  the  Upper  Cumberland 
Mental  Health  Association. 

Dr.  Arden  J.  Butler,  Jr.  has  announced  the  open- 
ing of  his  office  for  the  practice  of  medicine  in 
Ripley. 

Dr.  B.  T.  Harter  has  opened  his  office  for  the 
practice  of  obstetrics  and  gynecology  at  Bristol. 

Twelve  Memphis  physicians  recently  gave 
papers  before  the  52nd  annual  meeting  of  the 
Southern  Medical  Association.  They  were:  Drs. 
Turley  Farrar,  Glenn  E.  Horton,  John  C.  Larkin, 
Jr.,  D.  M.  Street,  W.  S.  Gilmer.  Jr.,  Lewis  D.  An- 
derson, Harwell  Wilson,  Edward  H.  Storer,  Ed- 
ward II.  Mabry,  Clyde  C.  Flanigan,  Samuel  L. 
Raines,  and  William  Morse. 
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Dr.  Jesse  E.  Adams,  Nashville,  gave  a paper 
entitled,  “Cardiopulmonary  Bypass  Complicated 
by  Fat  Emboli;  Experimental  and  Clinical  Study,” 
before  the  meeting  of  the  American  Heart  Asso- 
ciation in  San  Francisco. 

Dr.  Charles  B.  Harvey  has  joined  Dr.  Ralph 
Brickell  and  Dr.  Winfred  L.  Wiser  in  the  practice 
of  medicine  in  Tullahoma. 

Dr.  Jack  Farrar,  Tullahoma,  has  been  named  to 
the  advisory  board  of  directors  of  the  Greater 
Tennessee  Corporation. 

Dr.  Marshall  Brucer,  Oak  Ridge,  recently  ad- 
dressed the  Knoxville  Civitan  Club.  His  subject 
was  “Radiation  and  X-Rays.” 

Dr.  Janies  C.  Overall,  Nashville,  has  assumed 
the  pi'esidency  of  the  American  Academy  of 
Pediatrics. 

Dr.  William  N.  Carpenter,  Union  City,  has  been 
elected  president  of  the  Obion  County  General 
Hospital  Medical  Staff,  succeeding  Dr.  James  W. 
Polk,  Union  City.  Other  officers  elected  were 

Dr.  E.  C.  Thurmond,  Martin  and  Dr.  Edward  P. 
Kingsbury,  Union  City. 

Five  Nashville  physicians  were  recently  named 
as  Fellows  of  the  American  College  of  Surgeons. 
They  are:  Drs.  Robert  L.  Chalfant,  Cully  A.  Cobb, 
Jr.,  Walter  G.  Gobbel,  Jr.,  .1.  William  Hillman  and 
John  M.  Tudor. 

Dr.  Charles  C.  King,  Memphis,  has  been  elected 
President  of  the  Tennessee  Division  of  the  Ameri- 
can Cancer  Society.  , 

Dr.  Albert  Weinstein,  Nashville,  addressed  the 
Arkansas  Academy  of  General  Practice,  Little 
Rock,  on  October  10,  on  the  topics  “Thyrotoxi- 
cosis” and  “Diabetes  Melletus.” 

Dr.  Joe  Strayliorn,  Nashville,  has  been  appointed 
a member  of  the  medical  advisory  board  of  the 
Nashville-Davidson  County  Chapter  of  the  Na- 
tional Foundation  for  Muscular  Dystrophy. 

Three  Chattanooga  physicians,  Drs.  Ira  L. 
Arnold,  Jr.,  Joseph  W.  Graves  and  Dewitt  B. 
James  have  been  named  Fellows  of  the  American 
College  of  Surgeons. 

Dr.  George  K.  Henshall,  Chattanooga,  has  been 
presented  an  award  by  the  Tennessee  Division  of 
the  American  Cancer  Society. 

Dr.  James  B.  Cox,  Knoxville,  has  been  certified 
as  a diplomate  of  the  American  Board  of  Plastic 
Surgery. 

Dr.  Philip  B.  Bleecker,  Memphis,  has  been  in- 
stalled as  president  of  the  Tennessee  Society  of 
Internal  Medicine. 

Drs.  J.  Warren  Kyle,  George  Coors,  W.  D.  Duna- 
vant  and  Hubert  L.  Hotchkiss,  all  of  Memphis,  re- 
cently presented  a program  before  the  Lunch 
Forum  at  the  Peabody  Hotel.  Dr.  Cash  King  pre- 
sided as  moderator.  The  subject  presented  was, 
“Your  Digestion.” 

Dr.  Edgar  H.  Pierce,  has  established  a partner- 
ship i Cleveland  with  Dr.  James  C.  Lowe.  Dr. 
Pierce  a native  of  Covington,  Ga. 

Nashville  doctors  presenting  papers  at  the  South- 
ern Medical  Association  meeting  were;  Drs.  Law- 
rence G.  Schull.  Robert  N.  Buchanan,  Jr.,  George 


R.  Meneely,  H.  J.  Bugel,  W.  L.  Alsobrook,  W.  K. 
Sharp,  Jr.  and  James  A.  Kirtley,  Jr. 

Dr.  Harmon  L.  Monroe,  Erwin,  recently  ad- 
dressed the  District  5 Tennessee  Nui'ses  Associa- 
tion. 

Dr.  George  Lumb,  Memphis,  is  the  new  presi- 
dent of  the  Memphis  Society  of  Pathology.  He 
succeeds  Dr.  Scott  Gilmer. 

Dr.  L.  G.  Caylor,  Knoxville,  recently  attended 
the  meeting  of  the  American  College  of  Gastro- 
enterology in  New  Orleans. 

Dr.  E.  Wayne  Gilley,  Chattanooga,  has  been 
named  president-elect  of  the  Tennessee  Society  of 
Internal  Medicine. 

Dr.  Roland  H.  Myers,  Memphis,  has  been  in- 
stalled as  president  of  the  International  Associa- 
tion of  Secretaries  of  Ophthalmolog'ical  and  Oto- 
laryngological  Societies. 

Dr.  Charles  C.  Trabue,  IV,  Nashville,  has  been 
elected  president  of  the  Nashville  Surgical  So- 
ciety. 

Dr.  Harry  II.  Winters,  Manchester,  has  been 
named  chairman  of  the  1959  March  of  Dimes 
campaign  in  Coffee  County. 

Dr.  J.  A.  Phillips  has  announced  the  opening 
of  his  office  for  the  practice  of  medicine  and 
surgery  in  Jackson. 

Dr.  John  S.  Freeman,  Springfield,  has  been 
named  physician  to  the  Robertson  County  Coroner. 

Dr.  Jack  Greenfield,  Memphis,  announces  the 
removal  of  his  office  to  the  Baptist  Medical  Build- 
ing. His  practice  is  limited  to  surgery. 

Dr.  Carl  Hartung,  Dr.  Ira  Long  and  Dr.  William 
Green,  all  of  Chattanooga,  were  recent  speakers  on 
a television  station  on  the  program,  “Your  Doc- 
tor Speaking”  series. 

Dr.  Tim  J.  Manson,  Chattanooga,  was  elected 
chairman,  Section  of  Gastroenterology  of  the 
Southern  Medical  Association  at  its  recent  meeting 
in  New  Orleans. 

Dr.  Henry  H.  W'ilson,  Jr„  has  joined  Dr.  Greer 
Ricketson,  Nashville,  in  the  practice  of  plastic,  re- 
constructive and  maxillo-facial  surgery. 
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The  New  Orleans  Graduate  Medical 
Assembly 

The  22nd  annual  meeting  will  be  held  March 
2-5,  1959  at  the  Roosevelt  Hotel.  An  outstanding 
program  has  been  arranged  with  widely  known 
speakers  who  will  present  subjects  covering  all  of 
the  specialties. 

The  American  College  of  Allergists 

The  Instructional  Course  and  Annual  Congress, 
meets  March  15-20,  1959  at  the  Mark  Hopkins 
Hotel,  San  Francisco.  For  further  information 
contact  John  D.  Gillaspie,  M.D.,  Treasurer,  2049 
Broadway,  Boulder,  Colo. 
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International  College  of  Surgeons 

Nearly  100  surgeons  from  19  states  and  3 for- 
eign countries,  will  present  the  scientific  program 
at  the  Southeastern  Regional  Meeting  of  the  In- 
ternational College  of  Surgeons,  Miami  Beach, 
Florida,  January  4-7,  1959.  A special  feature  will 
be  a panel  for  general  practitioners.  This  has 
been  accorded  Category  I credit  by  the  American 
Academy  of  General  Practice.  Further  informa- 
tion may  be  obtained  from  Dr.  Harold  O.  Hall- 
strand,  7210  Red  Road,  South  Miami,  Florida. 

A.M.A.  Reading  Materials  Available 

Additional  quantities  of  the  following  A.M.A. 
leaflets  are  available  without  charge:  “The  Fifth 
Freedom”  points  out  the  importance  of  the  pa- 
tient’s right  to  choose  the  doctor  who  will  best 
serve  his  family.  The  other,  “Do  You  Like  to 
Make  Decisions?”  stresses  the  role  of  the  physi- 
cian’s judgment  in  prescribing  personalized  care 
suited  to  the  patient’s  needs.  Also  available  with- 
out charge;  “To  All  My  Patients,”  a simple  in- 
formative booklet  which  discusses  the  various 
aspects  of  a good  doctor-patient  relationship. 

The  leaflets  are  suitable  for  distribution  to  of- 
fice patients  and  as  enclosures  to  be  mailed  with 
statements.  , 

Forward  requests  to  Tennessee  State  Medical 
Association,  112  Louise  Avenue,  Nashville. 

Physicians  Newly  Licensed  in  Tennessee 

Perepelitza,  Allan  W.,  Cleveland 
Moyers,  James  R.,  Sevierville 
Davis,  Harry  L.,  Memphis 
Sutherland,  Walter  S.,  Madison 
Dodd,  Paul  M.,  Jr.,  Memphis 
Ficklen,  Conway  H.,  Charlottesville,  Va. 

Adkins,  Robert  B.,  Jr.,  Nashville 
Dowell,  William  C.,  Livingston 
Ford,  Robert  C.,  Jr.,  Memphis 
Dodd,  Wilson  F.,  Pleasant  Hill 


Crabtree,  James  A.,  Pittsburgh,  Pa. 

Deweese,  Melvin  W.,  Memphis 

Owen,  Julian  Lee,  Shelby,  Miss. 

Mid-South  Postgraduate  Medical 
Assembly 

The  70th  Annual  Session  will  be  held  February 
10-13  in  Memphis.  Category  I Credit  will  be 
given  all  members  of  the  American  Academy  of 
General  Practice. 

Sectional  Meeting  of  the  American 
College  of  Surgeons 

This  will  be  held  at  the  Francis  Marion  Hotel 
in  Charleston,  South  Carolina,  January  19-21. 
The  hotel  sessions  will  feature  a wide  variety  of 
papers  on  surgical  subjects,  panel  discussions  on 
Arterial  Occlusive  Disease,  Management  of  Gas- 
trointestinal Hemorrhage,  and  another  on  Ab- 
dominal Emergencies.  Symposiums  will  be  con- 
ducted on  Cancer  and  Trauma.  (Dr.  Kenneth  M. 
L3mch,  Chairman,  Charleston,  South  Carolina.) 

Postgraduate  Course  in  the  Management 
of  Benign  Conditions  Characterized  by 
Pain  in  the  Musculo-Skeletal  System  at 
Vanderbilt  University  School  of  Medicine 

A one-day  course  will  be  presented  on  Thurs- 
day, January  15,  1959,  beginning  at  9 a.m.  The 
discussions  will  emphasize  simple  diagnostic  tech- 
nics and  specific  treatment  plans  for  the  commonly 
encountered  conditions,  such  as  cervical  arthritis, 
bursitis,  low-back  pain,  painful  feet,  and  other 
postural  disorders.  Practical  demonstrations  are 
planned.  Question  and  answer  periods  will  be  ar- 
ranged. The  course  is  approved  for  6%  hours  of 
Category  I credit  by  the  American  Academy  of 
General  Practice.  Tuition  is  $15.00,  which  in- 
cludes the  luncheon.  For  further  information 
address  the  Department  of  Postgraduate  Instruc- 
tion, Vanderbilt  University  School  of  Medicine. 
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1958  MEMBERS  OF  TENNESSEE 

The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  Constitution  and  By-Laws.  The  data 
are  accurate  as  of  December  10,  1958.  They  are  ar- 
ranged in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


STATE  MEDICAL  ASSOCIATION 

Towns  in  each  county  arranged  alphabetically  and 
the  members  in  each  town  arranged  alphabetically. 

List  of  members  residing  outside  the  state  arranged 
alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1958. 


ANDERSON 

COUNTY 

Clinton 

A.  VV.  Bishop 
IV  M.  Dings 
(Mbr.  Roane  Co. 
so, . 

J.  S.  Hall 
Henry  Heddcn,  Jr. 
John  1.  Smith 

Cake  City 
J.  M.  Cos 
'R.  11  Scott 

Norrts 

S.  (,.  Mi  N eelci 
Oliver  Springs 
I . O.  Stone 
S.  J.  Van  Hook 
(Mbr.  Roane  Co. 

So,  .) 

BEDFORD 

COUNTY 

Shelbyville 
VV.  H.  Avery 
VV.  X..  Chambers 
\.  L.  Coopet 
John  S.  Denybcrry 
Alfred  Farrar 
Taylor  Farrar 
Grace  Moulder 
Carl  Rogers 
Sara  Womack 

BENTON 

COUNTY 

Camden 

Win.  H.  Blackburn 
It  W.  Crawford 
V.  1.  Hicks 

R.  1 . Horton 

BLEDSOE 

COUNTY 

Pikeville 

Thomas  G.  Cramvell 
(Mbr.  Hamilton  Co.) 

BIT) U NT  COUNTY 
A Icon 

Oliver  K.  Agee 
Joe  S.  Henderson 

Maryville 
J.  11.  Bowen 
R.  A.  Bryant 
Henry  A.  Callaway 
Lea  Callaway 
J.  \V.  Christollerson 
Mary  D.  Cragan 
VV.  C.  Crowder 
Lynn  F.  Curtis 
VV.  N.  Dawson 
R.  H.  Haralson 
J.  S.  Henry 
Cecil  Howard 

H.  L.  Isbell 
Edward  Reiman 

E.  P.  Kintner 
Beulah  Kittrell 
Samuel  S.  Lambeth 
Ray  Laughmiller 
Julian  C.  Lentz 

C.  B.  Lequire 
Robert  1'..  Leyen 
E.  S.  Lovingood 
Norman  A.  Mc- 
Kinnon 

J.  F.  Manning 
Jack  Phelan 
Tom  Proctor 
James  N.  ProfFitt 

B.  P.  Ramsey 

().  L.  Simpson,  Jr. 
(Mbr.  M,  Minn  Co.) 
Trent  Vandergriff 

•In  Service 


Lowell  E.  Vinsant 
John  Yarborough 

BRADLEY 

COUNTY 

Charleston 

I.  M.  Weir 

Cleveland 

D.  N.  Arnold 
Wesley  A.  Barton 
Marvin  Batchelor 
Chalmer  Chastain 
Jack  R.  Free 
Wm.  A.  Garrott 

C.  S.  Heron 

Ivan  C.  Humphries, 
Jr. 

Frank  Jones 
C.  H.  Kimball 

J . C.  Lowe 
loseph  McCoin 
ilavs  Mitchell 
Wm.  I.  Proffitt 
C.  T.  Speck,  Jr. 
John  A.  Rogness 
W.  C.  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
Madison  S.  Trewhitt 
Gilbert  A.  Varnell 

CAMPBELL 
COUNTY 
Caryville 
('.has.  Rogers 
Jellico 
C.  E.  Austnus 
Charles  A.  Prater 
Ned  C.  Watts 

La  Follette 
M.  L.  Davis 
P.  T.  Howard 
P.  J.  O'Brien 
J.  VV.  Presley 
lohn  C.  Prvse 
R.  C.  Pryse 
James  W.  Riggs 
L.  J.  Seargeant 

CANNON  COUNTY 
Woodbury 
William  A.  Bryant 
(Mbr.  Rutherford 
Co.) 

Vinos  E.  Coffee 
(Mbr.  Rutherford 
( io.) 

Russell  E.  Meyers 
(Mbr.  Rutherford 
Co.) 

CARROLL 
COUNTY 
Bruceton 
R.  T.  Keeton 
Huntingdon 
R.  A.  Douglass 
Herbert  G.  Guldens 
R.  B.  Wilson 

McKenzie 

E.  E.  Edwards,  Jr. 

J.  T.  Holmes 

Trezevant 

James  H.  Robertson 

CARTER  COUNTY 
Elizabethton 
Robert  Allen 
Hoyle  E.  Bowman 
Richard  Bucher 
E.  L.  Caudill,  Sr. 

E.  L.  Caudill,  Jr. 
W.  G.  Frost 
John  A.  Knapp 
E.  T.  Pearson 


Dillard  Sholes,  |r. 

I).  J.  Slagle 
lames  M.  Willett 
CHEATHAM 
COUNTY 
Ashland  City 
J.  P.  Glover,  Jr. 
(Mbr.  Davidson  Co.) 

CHESTER 

COUNTY 

Henderson 
Darrell  C.  Ring 
O.  M.  McCallum 
Howard  W.  Thomas 
R.  L.  Wilson 

CLAIBORNE 

COUNTY 

New  T azewell 
H.  C.  Evans 
(Mbr.  Knox  Co.) 
George  L.  Rea 
(Mbr.  Knox  Co.) 

Cl  VY  CO  UN  I Y 

Celina 

Champ  E.  Clark 

COCKE  COUNTY 
Newport 
W.  E.  McGalta 
Drew  A.  Mims 
Wm.  B.  Roomson 
Glen  C.  Shults 
Fred  M.  Valentine 
Fred  M.  Valentine, 
Jr. 

COFFEE  COUNTY 
Manchester 
Clarence  H.  Farrar 
Howard  A.  Farrar 
Coulter  S.  Young 

Tullahoma 

R.  L.  Brickell 
Randolph  A.  Cate 
Jack  T.  Farrar 

B.  E.  Galbraith 
Edwin  E.  Gray,  Jr. 

J.  M.  King 

C.  C.  Snoddy 
Bryant  S.  Swindoll 

( lias.  Harry  Webb 
Harry  Winters 
VV.  L.  Wiser 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 
Bells 

E.  Farrow 

F.  P.  Hess 
Charles  N.  Hickman 

S.  E.  McDonald 
R.  VV.  Mayfield 
Wm.  R.  Sullivan 

Maury  City 
Joseph  E.  Crttpie 

CUMBERLAND 
COUNTY 
Crossville 
•James  T.  Callis 
R.  G.  Cravens 
(Mbr.  Fentress  Co.) 
Paul  A.  Erwin,  Jr. 
Wm.  E.  Evans 
Donathan  Ivey 
H.  F.  Lawson 
Robert  M.  Metcalfe 
Stuart  P.  Seaton 
M.  M.  Young 


Pleasant  Hill 
Margaret  R.  Stewart 

DAVIDSON 

COUNTY 

Donelson 

E.  E.  Anderson 
Luther  A.  Beazley 
Robert  B.  Gaston 
C . N . Gessler 
Chas.  H.  Huddleston 
loseph  E.  Hurt 

Joe  M.  Miller 
Luther  E.  Smith 
Wm.  B.  Wadlington 

Goodlettsville 
Roy  R.  Bowes 
VV.  R.  C.  Stewart 

Madison 

William  J.  Card 
Sam  VV.  Carney 
Frederec  11.  Cothrcn 
Robt.  1 Pettus,  Jr. 
Joe  E.  Sutherland 
Harry  Witztum 

Madison  College 
Julian  C.  Gant 
Gilbert  H.  Johnson 
Cyrus  E.  Kendall 
Naomi  K.  Pitman 
Jean  M.  Slate 

Nashville 

Crawford  VV.  Adams 
Jesse  E.  Adams 
R.  VV.  Adams,  Jr. 

J.  VV.  Alford,  Jr. 
Joseph  H.  Allen 
Wm.  E.  Allison 
J.  Clyde  Alley,  Jr. 
Ben  J.  Alper 
VV.  L.  Alsobrook 
Arthur  R.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 
J.  Sumpter  Ander- 
son, Jr. 

Joe  D.  Anderson 
Robt.  S.  Anderson 
J.  J.  Ashby 

G.  F.  Aycock 

J.  Mansfield  Bailey 
(Mbr.  Wilson  Co.) 
Joseph  J.  Baker 
Sidney  W.  Ballard 
Preston  H.  Bandy 
Edwin  H.  Barksdale 
Randolph  Batson 
David  S.  Bayer 
Bruce  B.  Bellomy 
Eric  Bell,  Jr. 

Lynch  D.  Bennett 
Edmund  W.  Benz 
Stanley  Bernard 
John  EL  Beveridge 
Otto  Billig 

F.  T.  Billings,  Jr. 
Geo.  T.  Binkley,  Jr. 
Russell  Birmingham 
Eugene  L.  Bishop, 

Jr. 

Lindsay  K.  Bishop 
James  B.  Boddie,  Jr. 
Geo.  W.  Bounds 
Anna  M.  Bowie 
John  M.  Boylin 

H.  B.  Brackin 

H.  B.  Brackin,  Jr. 
Cloyce  F.  Bradley 

G.  Hearn  Bradley 
David  V.  Bradley 
T.  F.  Bridges 
Arthur  L.  Brooks 
Dorothy  L.  Brow'll 
M.  F.  Brown 
(Mbr.  Lincoln  Co.) 
Robert  L.  Brown 
(Mbr.  Anderson 


Campbell) 

Louis  Bryan 
J.  Thomas  Bryan 
John  C.  Burch 
loseph  G.  Burd 
R.  N.  Buchanan,  Jr. 
Roger  B.  Bunns 
B.  F.  Byrd,  Jr. 
James  I.  Callaway 
Richard  O.  Cannon 
Joe  M.  Capps 
George  K.  Carpenter 
Oscar  W.  Carter 
Norman  M.  Cassell 
VV.  R.  Cate 
VV.  R.  Cate,  Jr. 

John  S.  Cayce 
Lee  F.  Cayce 
Robert  L.  Chalfant 
Amos  Christie 
Jeannine  Classen 
Everett  M.  Clayton, 
Jr. 

Cully  A.  Cobb,  Jr. 
Harold  A.  Collins 
W.  J.  Core 
Orrie  A.  Couch,  Jr. 
Sam  C.  Cowan,  Jr. 
Frederic  E.  Cowden 
Geo.  Boyd  Grafton 

H.  James  Crecraft 
R.  R.  Crowe 
E.  Perry  Crump 
\\  Andrew  Dale 
Rollin  A.  Daniel,  Jr. 
Wm.  J.  Darby 
Philip  V.  Daugherty 
Milton  D.  Davis 
T.  W.  Davis 
Thomas  C.  Delvaux, 
Jr. 

Wm.  A.  Demonbreun 
Albert  E.  Dingley, 
Jr. 

Walter  L.  Diveley 
Earl  D.  Dorris 
Robert  T.  Doster 
Beverly  Douglas 
H.  L.  Douglass 
L.  Rowe  Driver 
Ray  L.  Dubttisson 
Price  H.  Duff 
R.  S.  Duke 
George  Duncan 
Herbert  Duncan 
James  W.  Ellis 
L.  W.  Edwards 
Phillip  C.  Elliott 
Irwin  B.  Eskind 
Harry  M.  Estes 
E.  Wm.  Ewers 
Don  L.  Eyler 
John  L.  Farringer, 
Jr. 

Wm.  H.  Faulkner 

R.  O.  Fessey 
Robert  M.  Finks 
Robert  M.  Foote 
Howard  R.  Foreman 
Garth  E.  Fort 

S.  Benjamin  Fowler 
Richard  France 
Herbert  C.  Francis 
John  W.  Frazier,  Jr. 
Thomas  F.  Frist 
James  I..  Fnqua 
Robert  K.  Galloway 
Chas.  K.  Gardner 
James  C.  Gardner 
Sam  Y.  Garrett 

R.  S.  Gass 
Hamilton  V.  Gayden 
Horace  C.  Gayden 
John  R.  Glover 
Fred  C.oldner 
James  E.  Goldsberry 
Robt.  A.  Goodwin 
David  K.  Gotwald 
Geo.  T.  Graves,  Jr. 
Herschel  A.  Graves, 
Jr. 

Clifton  E.  Greer,  Jr. 


John  W.  Griffith,  Jr. 
Thomas  Grizzard 
Laurence  A.  Gross- 
man 

Milton  Grossman 
Wm.  E.  Gttpton,  Jr 
Arnold  Haber,  Jr. 
David  VV.  Hailey 
Chas.  E.  Haines,  Jr. 
Thos.  B.  Haltom 
Chas.  M.  Hamilton 
J.  R.  Hamilton 
W.  M.  Hamilton 
Roy  G.  Hammonds 
Anderson  P.  Harris 
Jackson  Harris 
Robt.  C.  Hartmann 

A.  B.  Harwell 
James  T.  Hayes 
James  B.  Hehne 

J.  L.  Herrington,  Jr. 
John  G.  Herzfeld 

B.  K.  Hibbett,  III 
J.  B.  Hibbitts,  Jr. 
William  Higginson 
Elmore  Hill,  D.M.D. 

I.  R.  Hillard 
John  W.  Hillman 
R.  H.  Hirsch 

J.  Harvill  Hite 
Geo.  VV.  Holcomb 

Jr. 

A.  N.  Hollabaugh, 

Jr- 

Chas.  F.  Hollabaugh 
Wm.  K.  Howard 
Virgil  M.  Howie 
W.  W.  Hubbard 
James  M.  Hudgins 
Granville  W.  Hudson 
Warren  J.  Hunzicker 
Vernon  Hutton,  Jr. 
M.  1).  Ingram,  |r. 
Albert  P. 

Isenhour,  Jr. 

J.  McK.  Ivie 
A.  11.  Jackson 
VV.  F.  B.  James 
John  A.  Jarrell,  Jr. 
i).  J.  Johns 
Alfonso  P.  Johnson 
Hollis  E.  Johnson 
Ira  T.  Johnson,  Jr. 
Edmund  P.  Jones 

T.  M.  Jordan 

R.  H.  Kampmeier 
A.  E.  Keller 

J.  Allen  Kennedy 
Wm.  G.  Kennon,  Jr. 
Lowry  D.  Kirby 
Carl  T.  Kirchmaiet 
J.  A.  Kirtley,  Jr. 
Vernon  Knight 
O.  Morse  Kochtitzky 
Leonard  J.  Koenig 
Roland  D.  Lamb 
Ralph  M.  Larsen 
John  A.  Larson 
Alan  R.  Lattrain 
Horace  T.  Lavely, 

Jr. 

A.  R.  Lawson 
G.  Allen  Lawrence 
Jas.  I).  Lester 
James  P.  Lester 
Milton  S.  Lewis 
Grant  W.  Liddle 
Richard  C.  Light 
John  P.  Lindsay 
Joanne  Linn 
kobert  J.  Linn 
A.  B.  Lipscomb 
Jackson  P.  Lowe 

S.  L.  Lowenstein 
Frank  H.  Luton 
Philip  L.  Lyle 
Robt  H.  Magrttdet 
Guy  Milford  Maness 
W.  R.  Manlove,  Jr. 
Edw.  H.  Martin, 

D.D.S. 

Travis  H.  Martin 
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Kalpli  W.  Massie 
.las.  Andrew  Mayer 
Ben  R.  Mayes 
Curtis  l>.  MtCam- 
mon 

G.  S.  McClellan 
Robt.  E.  McClellan 

C.  C.  McClure 
C.  C.  McClure,  ,|r. 
Robt.  L.  McCracken 

M.  Clias.  McMurray 
Barton  McSwain 
Wm.  F.  Meacham 
George  Meneeley 
Arnold  M. 

Meirowskv 
Andrew  H.  Miller 
Cleo  M.  Miller 
Lloyd  C.  Miller 
Harry  T.  Moore,  Jr. 
Theodore  Morford 
Hugh  J.  Morgan 

N.  B.  Morris 

1’.  G.  Morrissey,  Ir. 

M.  K.  Moulder 
Oscar  G.  Nelson 
Dewey  Nemec 
Tom  E.  Nesbitt 
E.  V.  Newman 
Oscar  F.  Noel 

O.  A.  Oliver,  D.D.S. 
\Vm.  F.  Orr,  Jr. 
James  C.  Overall 
Fred  W.  T.  Overton 
Fred  D.  Ownby 
Homer  M.  Pace,  Jr. 
Roy  Wm.  Parker 
Thomas  F.  Parrish 
Bernard  J.  Pass 
John  W.  Patterson 

R.  C.  Patterson,  Jr. 

C.  Gordon 

Peerman,  Jr. 

Edna  S.  Pennington 
Jefferson  C.  Pen- 
nington, Jr. 

Thos.  Guv  Pen- 
nington 

George  L.  Perler 
M.  A.  Petrone 
David  Pickens,  Jr. 
Bruce  P’Pool 
Samuel  B.  Prevo 
Robert  W.  Quinn 
James  Seay  Read 
E.  M.  Regen 
John  R.  Rice 

S.  C.  Reichman 
Greer  Ricketson 
Douglas  H.  Ridde 
Elkin  L.  Rippy 
S.  S.  Riven 
Ben  H.  Robbins 
Joseph  D.  Robert- 
son 

Miller  Robinson 
Dan  C.  Roehm 
Marvin  Rosenblum 
Sol  RosenbI  um 
Louis  Rosenfeld 

P.  M.  Ross 
Fred  Rowe,  Jr. 

Robert  M.  Roy 
Robert  N.  Sadler 
Dan  S.  Sanders,  Jr. 
Houston  Sarratt 
John  L.  Sawyers 
J.  H.  Sayers,  (r. 
Lawrence  G.  Schull 
Herbert  J.  Schul- 
man 

H.  Wm.  Scott,  Jr. 

A.  B.  Scoville,  Jr. 

C.  Gordon  Sell 

D.  C.  Seward 
John  L.  Shapiro 
Harry  S.  Shelley 
Wm.  F.  Sheridan, 

Jr. 

Abram  C.  Shmerling 

N.  S.  Shofner 
H.  S.  Shoulders 
Harrison  J.  Shull 
Ammie  T.  Sikes 

T.  E.  Simpkins 
Clias.  B.  Smith 
Daugh  W.  Smith 
Henry  C.  Smith 
Marion  L.  Smith 
Robt.  T.  Smith 
Bertram  E.  Sprofkin 
Daphine  Sprouse 
Gray  E.  B.  Stahlman 
Sam  Stephenson,  Jr. 

Lee  Wm.  Stewart 


Frank  W.  Stevens 
Hugh  L.  C.  Stevens 
Joe  M.  Strayhorn 
W.  D.  Strayhorn 
Robt.  E.  Sullivan 
Wm.  D.  Sumpter,  Jr. 
Arthur  J.  Suther- 
land 

R.  B.  T.  Sweany 
Richard  P.  Taber 
G.  J.  Tarleton,  Jr. 
John  M.  Tanner 
Ed  L.  Tarpley 
Pauline  Tenzel 
Robert  T.  Terry 
Andrew  B.  Thach, 
Jr. 

C.  S.  Thomas 
John  B.  Thomison 
J.  N.  Thomasson 
Chas.  B.  Thorne 
Spencer  P.  Thornton 
W.  O.  Tirrill,  Jr. 
Kirkland  W.  Todd. 
Jr. 

W.  J.  Tolleson 
C.  C.  Trabue,  IV 
Leslie  E.  Traughbcr, 
Jr. 

C.  B.  Tucker 
Harlin  G.  Tucker 
John  M.  Tudor 
J.  J.  Vaughn, 

D.D.S. 

Wm.  O.  Vaughan 
Ethel  Walker 
Matthew  Walker 
Peter  B.  Wallace 
James  W.  Ward 
Russell  D.  Ward 
Thomas  F.  Warder 
Paul  L.  Warner 
R.  J.  Warner 
Thomas  S.  Weaver 
B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
A.  Lawrence  White 
Frank  E.  Whitacre 
Joe  T.  Whitfield 
Earl  E.  Wilkinson 
Henry  H.  Wilson, 

Jr. 

Edwin  L.  Williams 
Frank  G.  Wither- 
spoon 

Frank  C.  Womack, 

Jr. 

C.  C.  Woodcock 
M.  C.  Wood  fin 
T.  Volney  Woodring 
Calvin  Woodruff 
John  R.  Woods 
John  L.  Wyatt 
R.  E.  Wyatt 
Louis  Zeidberg 
(Mbr.  Williamson 
. Co.) 

Kate  Savage  Zerfoss 
Thomas  B.  Zerfoss 
Thos.  B.  Zerfoss,  [r 


DYER  COUNTY 
Dyersburg 
W.  E.  Anderson 
J.  Paul  Baird 
Thos.  V.  Banks 
James  W.  Bonds 
Thomas  W.  Johnson 
Robert  T.  Kerr 

O.  B.  Landrum 
J.  C.  Moore 

J.  G.  Price 
R.  David  Taylor 
W.  I.  Thornton,  Jr. 
Lydia  V.  Watson 

Hewbern 
I T.  Fuller 
Wm.  L.  Phillips 

P.  B.  Widdis 

Fayette 

COUNTY 
Somerville 
John  L.  Armstrong 
Frank  S.  McKnight 
John  W.  Morris 
Wm.  F.  Outlan 
I ce  Rush,  Jr. 

FENTRESS 
COUNTY 
Jamestowti 

B.  Fred  Allred 
Guy  C.  Pinckley 
lack  C.  Smith 

FRANKLIN 

COUNTY 

Cowan 

Chas.  D.  Couser 
Decherd 
P.  J.  Flippin 
Huntland 
L.  J.  Stubblefield 
(Mbr.  Lincoln  Co.) 


Pulaski 

Robert  B.  Agee 

J.  H.  Hite,  Jr. 

W.  J.  Johnson 

K . M . K ressen  b u rg 
Roy  W.  Money 
W.  K.  Owen 

1 U.  Speer 
D.  M.  Spot  wood 

GRAINGER 

COUNTY 

Rutledge 

L.  C.  Bryan 
(Mbr.  Knox  Co.) 

I • J.  Hill 

(Mbr.  Hamblen  Co.) 

Washburn 
Robt.  J.  Phlegar 
(Mbr.  Knox  Co.) 

GREENE  COUNTY 
Greeneville 
V.  R.  Bottomley 
Robert  G.  Brown 

M.  K.  Butler 
L.  E.  Coolidge 
Robt.  S.  Cowles,  Jr. 

N.  H.  Crews 
L.  E.  Dyer 
*G.  C.  Ekvall 
Luke  L.  Ellenburg 
Haskell  W.  Fox 
R.  B.  Gibson 

J.  G.  Hawkins 
Hal  Henard 
N.  P.  Horner 
Ben  J.  Keebler 
C.  B.  Laughlin 
Haskell  McCollum 
W.  Lewis  McGuffin 
Carl  F.  Romans 


Reid  L.  Brown 
Arch  H.  Bullard 
E.  F.  Buchner,  Jr. 
W.  R.  Buttram 
W.  R.  Buttram,  Jr. 
James  L.  Caldwell 
Earl  R.  Campbell 
Maurice  A.  Canon 
E.  E.  Carrier 
John  P.  Carter 
Bennett  W.  Caugh- 
ran 

Douglas 
Chamberlain 
Cleo  Chastain 
O.  H.  Clements 
Clarence  H.  Connor 
J-  Flicks  Corey,  Jr. 
George  E.  Cox 
John  M.  Crowell 
Tolbert  C.  Crowell 
Doyle  E.  Currey 
J.  Tom  Currey 
Thos.  II . Curtis 
James  W.  Davis 


Old  Hickory 
T.  D.  Dailey 
E.  P.  Johnson 
lames  K.  Lawrence 
R.  P.  Miller 
E.  B.  Rhea 
W.  W.  Wilson 

DECATUR 

COUNTY 

Parsons 
II  L.  Conger 

DEKALB  COUNTY 
Alexandria 
Odell  Mason 
(Mbr.  Smith  Co.) 

DICKSON  COUNTY 
Charlotte 
James  C.  Elliott 


8 In  Service 


Dickson 
J.  T.  Allen 
W.  A.  Bell,  Jr. 
Mary  Baxter  Cook 
W.  A.  Crosby 
J.  T.  Jackson 
Lawrence  C. 
Jackson 

W.  M.  Jackson 
E.  W.  McPherson 


Sewanee 

Ruth  A.  Cameron 
Charles  B.  Keppler 

E.  W.  Kirby-Smith 
H.  T.  Kirby-Smith 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 
George  L.  Smith 
James  Van 
Blaricum 

GIBSON  COUNTY 
Dyer 

F.  Douglass 
John  W.  Ellis 

Humboldt 
H.  G.  Barker 
Chas.  W.  Davis 
A.  H.  Fick 
J.  W.  Oursler 
Jas.  D.  Rozzell 
George  E.  Spangler 

Medina 
Robert  Morris 
Milan 

H.  P.  Clemmer 
James  O.  Fields 
R.  F.  Hughes 
F.  L.  Keil 
Philip  G.  Williams 

Rutherford 
W.  F.  Bell 

Trenton 

Edw.  C.  Barker 
E.  C.  Crafton 
James  W.  Hall 
M.  D.  Ingram 
W.  C.  McRee 

GILES  COUNTY 
Ardmore 

C.  B.  Marshall 
(Mbr.  Lincoln  Co.) 

Prospect 

L.  A.  Edmondson 


Mosheim 
I.  Dale  Brown 
G.  R.  Evans 

GRUNDY  COUNTY 
Coalmont 
L.  F.  Littell 
(Mbr.  Warren, 

Van  Buren  Co.) 

HAMBLEN 

COUNTY 

Morristown 
Howard  T.  Brock 
John  D.  Caldwell 
J.  K.  Cooper 
Kemp  Davis 

C.  J.  Duby 

Y.  Alvin  Jackson 
John  Kinser 
F.  1.  Little,  Jr. 

E.  Gene  Lynch 
Harold  B.  Marble 
Cecil  F.  Mynatt,  Jr. 
L.  W.  Nabers 
John  L.  Pearce 
J.  W.  Richardson 
Powell  M.  Trusler 

D.  J.  Zimmermann 

HAMILTON 
COUNTY 
Chattanooga 
Chester  G.  Adams 
John  W.  Adams,  Jr. 
Julian  Adams 
C.  H.  Alper 

E.  R.  Anderson 
Harry  S.  Anderson 
J.  .1.  Armstrong 

I.  L.  Arnold 
Stewart  H.  Auerbach 
Merton  Baker 
Robert  E.  Baldwin 

H.  B.  Barnwell 
George  E.  Beckman. 

Ir. 

Samuel  S.  Binder 
W.  R.  Bishop 
T.  R.  Blanks 
Robt.  W.  Boatwright 
Robert  J.  Boehm 
Walter  E.  Boehm 
F.  B.  Bogart 
Wm.  1).  Brackett 
J.  W.  Bradley 
Frank  S.  Brannen 

I.  C.  Brooks,  Jr. 

L.  P.  Brooks 


O.  M.  Derryberry 
Robt.  G.  Demos 
Richard  B. 

Donaldson 
James  P.  Drake 
Albert  S.  Easley 
A.  F.  Ebert 
Bruce  Elrod 
Robt.  E.  Eyssen 
I R.  Fancher 
George  W.  Farris 
Richard  Van 
Fletcher 
A.  C.  Ford 
Shelton  F.  Fowler 
Guy  M.  Francis 
J.  Marsh  Frere 
O.  C.  Gass 

G.  C.  Gibson 
Robt.  H.  Giles,  Jr. 

E.  Wayne  Gilley 
Dean  W.  Golley 
Paul  M.  Golley 
Kenneth  N.  Gould 
Frank  B.  Graham 
Joseph  W.  Graves 
Wm.  R.  Green 

O.  D.  Groshatt 
T.  A.  Grubbs,  Jr. 

F.  Russell  Hackney 
Robb  B.  Hagood 

R.  J.  Hall 
Foster  Hampton,  Jr. 
John  Hampton 
Frank  F.  Harris 

H.  Barlow  Harris 
E.  F.  Harrison 
Carl  A.  Hartung 
Chas.  W.  Hawkins 
*Robt.  S.  Heilman 
Raymond  D. 

Henderson 
Joseph  A. 

Hennessey,  Jr. 

H.  B.  Henning 
Warren  B.  Henry 
George  Henshall 
Homer  D.  Hickey 
John  M . H igga so n 
L M.  Higginbotham 
J.  F.  Hobbs 
Richard  G. 

Hofmeister 
Pope  B.  Holiday, 

Jr- 

C.  M.  Hooper 
Rudolph  Hoppe 
Don  R . Hornsby 
Ernest  Q.  Hull 
W.  P.  Hutcherson 

D.  Isbell 
Robert  E.  Ivy 
DeWitt  B.  James 
Harry  E.  Jones 
Edward  G.  Johnson 
Franklin  Johnson 
Joseph  W.  Johnson, 

Ir. 

J.  E.  Johnson 
J.  Paul  Johnson 
J.  Paul  Johnson,  Jr. 
D.  B.  Karr 
Joe  B.  Killebrew 
John  J.  Killeffer 
John  E.  Kimball,  Jr. 
Warren  H.  Kimsey 
Clyde  R.  Kirk 
Gene  H.  Kistler 
C.  B.  Landham 
Rudolph  M.  Landry 
M.  F.  Langston 
I red  D.  Lansford 


H.  P.  Larimore 
Chester  L.  Lassiter 
Joseph  Lavecchia 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
Stewart  Lawwill,  Jr. 
Willis  E.  Lemon 
Donald  Lensgraf 
Philip  H.  Livingston 

H.  D.  Long 
Ira  M.  Long 
Thomas  S.  Long 
Robt.  E.  Mabe 
Hugh  B.  Magill,  Jr. 
T.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
William  Marsh 
M.  A.  Meacham 
William  MacGuire 
Harold  J.  McAlister 
Cooper  H.  McCall 
David  McCallie 
Augustus  McCravey 
Preston  C.  McDow 
George  R.  McElioy 

I.  Edward  McKinney 
H.  C.  Miles. 

Robert  T.  Miller 
George  A.  Mitchell 
Thomas  C.  Monroe 
Fay  B.  Murphy,  Jr. 
Oscar  B.  Murray 
Robt.  W.  Myers 
Marvin  Nathan 
Merrill  F.  Nelson 
Cecil  E.  Newell 

E.  T.  Newell 
E.  T.  Newell,  Jr. 
Wm.  C.  Pallas 
A.  M.  Patterson 
R.  L.  Patterson 
E.  White  Patton 
W.  Houston  Price 
Maurice  Pruitt 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
(Mbr.  Sumner  Co.) 
Maurice  Rawlings 
Chas.  J.  Ray 
Chas.  W.  Reavis 
W.  D.  L.  Record 
E.  E.  Reisman,  Jr. 
Edward  E.  Reisman, 

Sr. 

James  Reynolds 
A.  D.  Roberts 
Gilbert  M.  Roberts 

G.  Madison  Roberts 
Robert  C.  Robertson 
Alfred  P.  Rogers 
James  R.  Royal 
Lewis  A.  Schmidt, 

HI 

H.  A.  Schwartz 
Clarence  Shaw 
George  W.  Shelton 
W.  J.  Sheridan 
lobn  N.  Shipp 
Edwin  H.  Shuck,  Jr. 

V.  F.  Shull 
Leopold  Shumacker 
Harold  G.  Sibold 
George  Sivils 

Arch  Y.  Smith,  III 
Moore  J.  Smith,  Jr. 
Stewart  P.  Smith 
Philip  C.  Sottong 
Richard  F.  Stappen 
beck 

Eleanor  Stafford 
Harold  Starr 
Willard  Steele 
Willard  H.  Steele, 

Jr. 

William  A.  Stem 
Wm.  G.  Stephenson 

I.  E.  Strickland,  Jr. 
Harry  A.  Stone 
Weslev  Stoneburner 
Nat  H.  Swann,  Jr. 
Charles  L.  Suggs,  Jr 
I.  B.  Swafford 
Chas.  R.  Swift 
Bernard  Tepper 
lack  Tepper 
Marjorie  Tepper 
Guy  K.  Terrell 
Chas.  Roberts 

Thomas 

Paul  C.  Thompson 
Robt.  C.  Thompson 
A.  S.  Ulin 
Louis  Ulin 
Minnie  Vance 
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Win.  E.  Van  Order 
Homer  Venters 
Gus  J.  Vlasis 
().  L.  Von  Canon 
Arthur  J.  Von 
VVerssowetz 
Robert  A.  Waters 

I. .  Spires  Whitaker 
Jesse  L.  Williams 

S.  H.  Wood 
James  C.  Wright 
George  G.  Young 
(iuy  Zimmerman 
Joseph  I.  Zuckcr- 

man 

Collegedale 

A.  Keith  Anderson 

Daisy 

Earl  H.  Smith 
Hixson 
Win.  I*.  Aiken 
Robt.  J.  Pitner 
Raymond  M.  Price 

Ooltewah 
Eugene  M.  Ryan 
Soddy 
\nn  Hallett 

HARDEMAN 
COUNTY 
Bolivar 
1).  I..  Brint 
11.  II.  Barham 
W.  E.  Lawrence 
Edwin  M.  Le\y 

B.  F.  McAnulty 

J.  Knox  Tate 

Grand  Junction 

L.  D.  Pope 

Middleton 
W.  C.  Gibson 
Whiteville 
P.  M.  Bishop 
Aubrey  Richards 

HARDIN  COUNTY 
Savannah 

II.  D.  Blankenship, 
Jr. 

J.  W.  Carroll 
R B Deberry 
().  C.  Dotv 
I hos.  Y Roe 
I low. ml  \V. 

Whitaker 

T.  R.  Williams 

HAWKINS 
COUNTY 
Bulls  Gap 
J.  E.  Kite 

(Mbr.  Greene  Co.) 

Church  Hill 
Warner  I . Clark 
Robt.  E.  Keith 
I 11.  Roberson,  1 1 . 

E id  son 

John  M.  Pearson 
Rogcrsidlle 
Win.  E.  Gibbons 
1 M.  Henderson 
W.  H.  Lyons 

HAYWOOD 
COUNTY 
Brownsville 
H L.  Gilliand 
W I).  Poston 
(ilenn  T.  Scott 
David  E.  Stewart 
Jolin  Thornton,  Jr. 
J.  K.  Welch,  Jr. 

HENDERSON 
COUNTY 
Lexington 

R.  M.  Conger 

C.  J.  Huntsman 
Maui  ic  \ Lowry 
W.  C.  Ramcr 

HENRY  COUNTY 
Paris 

Dcnvil  E.  Crowe 


Arthur  Dunlap 
R.  Graham  Fish 
1.  H.  Jones 

E.  P.  Mobley,  Jr. 
Joe  D.  Mobley 
John  E.  Neumann 
\V.  G.  Rhea 
Kenneth  G.  Ross 
|.  Ray  Smith 
C I).  Wilder 


HICKMAN 

COUNTY 

Centerville 
Parker  D.  Elrod 
(Mbr.  Davidson  Co.) 
Ogle  Jones 
(Mbr.  Davidson  Co.) 

HOUSTON 

COUNTY 

Erin 

O.  S.  Luton 
(Mbr.  Montgomery 
Co.) 

HUMPHREYS 

COUNTY 

Waverly 

J.  C.  Armstrong 
II.  C.  Capps 
Autry  C.  Emmert 
Arthur  W.  Walker 

JACKSON 
COUNTY 
Gaincsboro 
W.  T.  Anderson 
L.  R.  Dudncy 
Jack  S.  Johnson 

JEFFERSON 
COUNTY 
Dandridge 
J.  I Campbell 
Mbr.  Hamblen  Co.) 
Sam  D.  Sullenberger 
Ml. i . I lambh n ( o 

Jefferson  City 
T.  A.  Caldwell 
(Mbr.  Knox  Co.) 
John  W.  Ellis 
Mbr.  Hamblen  Co.) 
Sam  C.  Fain 
M in  1 1 unbh  ii  ( >. 

J.  E.  Howard 
Mbt  Hamblt n ( <• 
Frank  Milligan 
(Mbr.  Hamblen  Co.) 
Estle  P.  Muncy 
(Mbr.  Hamblen  Co.) 

Strawberry  Plains 
Robert  W.  Creech 
(Mbr.  Knox  Co.) 

R.  M.  W ebster 
(Mbr.  Knox  Co.) 

White  Pine 
1 Dale  Allen 
(Mbr.  Hamblen  Co.) 
E.  R.  Baker 
(Mbr.  Hamblen  Co.) 

JOHNSON 
COUNTY 
Mountain  City 
Paul  J.  Bundy 
R.  O.  Glenn 

KNOX  COUNTY 
Concord 
Malcolm  Cobb 
R.  II.  Duncan 
B.  1).  Goodge 

Corryton 

A.  D.  Simmons 
Fountain  City 
J.  Gordon  Smith 
Knoxville 

Eugene  Abercrombie 
Alton  Absher 

N.  1).  Acree,  Jr. 

I.  E.  Acker,  Jr. 

I . Edward  A cuff 
Robert  L.  Akin 
('has.  Armstrong 
John  W.  Avera 
Robert  M.  Baker 


0.  E.  Ballou 
Floyd  N.  Bankston 
Spencer  Y.  Bell 
Walter  FI.  Benedict 
Chas.  W.  Black 
Wade  H.  Boswell 

H.  O.  Boui kard 

M.  C.  Bowman 
Jacob  T.  Bradshcr 
Richard  F.  Brailey 
Robert  Brashear 
I \ Bundle 
Robert  J.  Briini 
Clayton  M.  Brodinc 
Robert  Brooks 
Fred  F.  Brown,  Jr. 
Horace  E.  Brown 
Raymond  C.  Bunn 
James  A.  Burdette 
•Richard  Butler 
John  H.  Burkhart 

J.  Ed  Campbell 
P.  H.  Cardwell 
C.  S.  Carlson 
Frederick  W.  Carr 
L.  G.  Cayloi 

Jack  Chesney 

L.  Warren  Chesney 
II . S.  Christian 

H.  E.  Christenberry, 

Jr. 

K.  W.  Christenberry 
W.  F.  Christenberry 
C.  L.  Chumley 
William  E.  Clark 
Edward  S.  Clayton 

H.  G.  Coker 

1.  Reid  Collman 
Marglierita  C.  Cook 
Sam  M.  Cooper 

M.  L.  Courtney 
James  B.  Cox 
John  J.  ('.raven 
William  R.  Cross 
Miles  S.  Crowder 

J.  P.  Cullum 

H.  K.  Cunningham 
C.  Harwell  Dabbs 
John  H.  Daugherty 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Oliver  DeLozier 

R.  V.  DePue,  Jr. 
w \ DeSautelle 
W.  T.  DeSautelle 
\ W.  Diddle 
Sheldon  Doimn 
W.  F.  Dorsey 
James  E.  Downs 
k N Duffy,  I. 

Chas.  R.  Earnest,  Jr. 
E.  M.  Edington 
Edward  W.  Ellis 

I.  B.  Ely 
W.  B.  Farris 
Frank  A.  Faulkner 
Mark  P.  Fechcr 
George  II.  Finer 

J.  Marsh  Frcre,  Jr. 
Wm.  F.  Gallivan 
Frank  B.  Gaylon,  Jr. 
Joseph  I.  Garcia 
Wm.  H.  Gardner 
George  L.  Gee,  Jr. 
(.arrison  (idler 

J.  Vivian  Gibbs 
Robt.  B.  Gilbertson 
Edgar  L.  Grubb 
Glenn  D Grubb 
John  H.  Hall 
J.  R.  Hamilton,  Jr. 
Walter  S.  E.  Hardy 
Bcnj.  I.  Harrison, 

Ji 

James  P.  Harmon 
Eugene  L.  Haun 
Louis  A.  Haun 

I.  T.  J.  Hayes,  Jr. 

M.  L.  Hefley 

N.  A.  Henderson 
George  G.  Henson 
Zelma  L.  Herndon 
Howard  K.  Hicks 
Robert  E.  Higgins 
Hubert  C.  Hill 
Jesse  C.  Hill 

John  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victoi  Hill 
R.  I..  Hobart,  Jr. 
David  F.  Hoey 

L. eon  C.  Hoskins 
George  Turner 

Howard,  Jr. 

Moses  W.  Howard 
T'rcd  E.  Hufstedler 
Perry  M.  Huggin 


E.  C.  Idol 
(ieo.  L.  Inge 
C.  E.  Irwin 
W.  J.  Irwin 
A.  L.  Jenkins 

II  arry  H.  Jenkins 
Francis  S.  Jones 
William  S.  Jones 
Margaret  Joyce 

H.  M.  Kelso 
A.  Glenn  Kennedy 
John  O.  Kennedy 
John  E.  Kesterson 
Victor  H.  Klein,  Jr. 

I .iiii.ii  I . Knight 
Willis  F.  Kraemer 

A.  Hobart  Lancaster 
Robert  F.  Lash 
William  M.  Law 

1 . K.  Lawson 
Robert  P.  Layman 
Robert  S.  Leach 
Walter  J.  Lee,  Jr. 

R.  J.  Leffler 
John  FI.  Lesher 
Felix  J.  Line 
Frank  London 
Geo.  S.  Mahon 
Margaret  Maynard 
Bruc<  M M< 

Campbell 
Roy  McCrary 
\ R.  Mc(  u llough 

M.  I).  McCullough 
Robert  \\  Meadow  s 
(Mbr.  Shelb\  Co.) 
Alfred  F.  Miller 
Edwin  E.  Miller 
Ioy  B.  Mitchell 
John  F.  Mohr 
Ralph  II.  Monger 
J.  L.  Montgomery 
John  D.  Moore 
Owen  D.  Moore 
Joel  C.  Morris 

I F.  Morrow 
Arthur  J.  Muller 

G.  E.  Murray 
William  S.  Muse 
I B.  Naive 
Carl  A.  Nelson,  Jr. 
II.  L.  Neuensch- 
wander 

Robert  W.  Newman 
Eugene  P.  Niccley 
Hazel  M.  Nichols 
Ralph  Nichols 

G.  T.  Novinger 
Elvin  B.  Noxon 
Kenneth  A. 

O’Connor 
Harry  K.  Ogden 
Homer  C.  Ogle 
B M Overholt 
Nicholas  I).  Pappas 
Reese  W.  Patterson, 

Jr. 

Robert  F.  Patterson, 

Jr. 

Wm  L.  Patterson 

F.  H.  Payne 

E.  Converse  Peirce 
Ira  S.  Pierce 
Herschel  Penn 
Jarrell  Penn 
11.  Dewey  Peters 

B.  F.  Peterson 
Cecil  E.  Pitard 

S.  Joe  Platt 
Herbert  L.  Pope 
W.  W.  Potter 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 

H.  Hammond 
Pride 

Thomas  C.  Prince, 
Jr. 

James  C.  Prose 

J.  B.  Pm  kail,  Jr. 
John  A.  Range 
Joe  L.  Raulston 
Freeman  Rawson 
W.  Gilmer  Reed 
Wm.  H.  Reeder 
Paul  D.  Richards 

N.  G.  Riggins 
Frank  P.  Rogers 
Wm.  K.  Rogers 
Kenneth  Rule 
Richard  C.  Sexton 

I.  H.  Saffold 
Wm.  A.  Shelton 
Alex  B.  Shipley 
Elton  E.  Shouse,  Jr. 
Kenneth  Shoemaker 
E.  Chas.  Sienknecht 


Frank  J.  Slemons 
Chas.  C.  Smeltzer 
E.  B.  Smith 
loe  T.  Smith 
Vernon  I.  Smith 
W.  E.  Smith 
John  R.  Smoot 
James  L.  Southworth 

J.  M.  Stockman 
J.  Hooper  Stiles,  Jr. 
Thos.  F.  Stevens 
Wm.  K.  Swann,  Jr. 
E.  L.  Tauxe 
George  W.  Tharp 

D.  R.  Thomas 
Philip  Thomas 
Wm.  M.  Tipton 
Lucian  W.  Trent 
Geo.  M.  Trotter 
M.  Frank  Turney 
Sidney  I..  Wallace 

G.  I..  Walton 

R.  G.  Waterhouse 
David  H.  Waterman 
Alvin  Weber,  Jr. 
Rov  A.  Wedekind, 
Jr. 

Arthur  W.  Welling 
F red  West 
Roger  E.  White 
Richter  H.  Wiggall 
Richard  B. 

Willingham 
G.  A.  Williamson, 
Jr. 

Perry  Williamson 
Leon  J.  Willien 

I.  D.  Winebrenner 
R.  B.  Wood 
James  P.  Worden 
Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle, 

Jr. 

Mascot 

II.  V.  Anderson 
Powell  Station 

I. .  F.  Cruze 

LAKE  COUNTY 
Ridgely 
tV.  B.  Acree 

Tiptonville 

J.  R.  Holefteld 
W.  T.  Rainey 

E.  B.  Smythe 

LAUDERDALE 

COUNTY 

Halls 

J.  T.  Elmore 
I G.  Olds 
(Mbr.  Northwest 
Tenn.  Academy) 

Ripley 
W.  E.  David 

I.  L.  Dunavant 
Landrum  S.  Tucker 

P.  W.  Walker 
Charles  R.  Webb 

LAWRENCE 

COUNTY 

Lawrenceburg 

V.  H.  Crowder 

W.  O.  Crowder 

J.  W.  Danley 
Boyd  I’.  Davidson 

L.  B.  Molloy 

V.  L.  Parrish 
Carson  E.  Taylor 

Loretto 

•Ray  E.  Methvin 

M.  H.  Weathers 

LEWIS  COUNTY 
Hohenwald 
William  E.  Boyce 
(Mbr.  Maury  Co.) 

W.  C.  Keaton 
(Mbr.  Maury  Co.) 

LINCOLN 

COUNTY 

Fayetteville 
L M.  Donaldson 


William  D.  Jones 
Ben  II.  Marshall 
R.  E.  McCown 
I.  V.  McRady 

T.  A.  Patrick,  Jr. 
Paul  E.  Whittcmore 

LOUDON 

COUNTY 

Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 

I.  A.  l.eeper 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Corrie  Blair 
(Mbr.  Knox  Co.) 
Samuel  A.  Harrison 
W.  B.  Harrison 
(Mbr.  Knox  Co.) 
Wm.  T.  McPeake 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 
(Mbr.  Knox  Co. 

MACON  COUNTY 
Lafayette 

C.  C.  Chitwood,  Jr. 

E.  M.  Froedge 
Max  E.  Painter 
John  R.  Smith 

MADISON 

COUNTY 

Demis 
Kelly  Smythe 
Allen  N.  Williams, 
Jr. 

Jackson 

I.  G.  Anderson 
1 homas  K.  Ballard 
R | Barnett 
G.  II.  Berryhill 
Jack  H.  Booth 
Wm.  H.  Brooks 
Swan  Burrus 
Swan  Burrus,  Jr. 
Hughes  Chandler 
Stanley  E.  Crawford 
Win.  G.  Crook 
G.  B.  Dodson,  Jr. 
Daniel  L.  Donovan 
I.  E.  Douglass 
Roy  A.  Douglass,  Jr 
Elizabeth  Dowell 
E W.  Edwards 
l ied  M.  Friedman 
W.  T.  Fitts 
Oliver  11.  Graves 
YV.  W.  Harrison 
Geo.  Harvey,  Jr. 
Henry  H.  Herron 
Robert  S.  Hill 
C.  L.  Holmes 
G.  B.  Hubbard 
I.eland  M.  Johnston 
Chester  K.  Jones 

G.  Frank  Jones 
Duval  H.  Koonce 
Harold  T.  Mclver 
Frank  A.  Moore 

H.  N.  Moore 
Lamb  B.  Myhr 

R.  M.  Neudecker 
John  B.  Nuckolls 

I.  C.  Pearce 

1 . E.  Powers 
John  G.  Riddler 
Wm.  H.  Roberts 
Glen  T.  Scott 
Howard  T.  Simpson 
Charles  C.  Stauffer 

I.  R.  Thompson,  Jr. 

S.  Allen  Truex 
Charles  F.  Webb 
Charles  II.  Webb 

F.  E.  Williamson, 

Jr. 

George  B.  Wyatt 
Paul  E.  Wylie 
H.  R.  Yarbrough 

MARION 

COUNTY 

Jasper 

J.  G.  McMillan 
(Mbr.  Hamilton  Co.) 

South  Pittsburg 
| B.  Havron 
(Mbr.  Hamilton  Co.) 
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William  Headrick, 

Jr. 

(Mlrr.  Hamilton  Co.) 
Vision  Taylor 
(Mbr.  Hamilton  Co.) 

Whitwell 
Win.  G.  Shull 
(Mbr.  Hamilton  Co.) 

MARSHALL 

COUNTY 

Belfast 

H.  A.  Morgan,  Jr. 

Lexuisburg 
Kenneth  Brown 
J.  T.  Gordon 
Hoyt  C.  Harris 
J.  C.  Leonard 
(Mbr.  Maury  Co.) 
Kenneth  L I’helps 
L F.  Rutiedge 
L W.  Rutledge 
YV.  A.  Walker 

MAURY  COUNTY 
Columbia 

D.  B.  Andrews 
Wendell  C.  Bennett 
Mildred  Casey 
William  N.  Cook 
Edward  Ewton 
YVm.  G.  Fuqua 

C.  C..  Gardner,  Jr. 
Daniel  Gray,  Jr. 
Harry  C.  Helm 
Ambrose  M.  Langa 
Robin  Lyles 
Clay  R.  Miller 
lames  B.  Miller 
Edwin  K.  Provost 
Warren  Rucker 

B.  J.  Vinson 
Leon  S.  Ward 

J.  W.  Wilkes,  Jr. 
Eleanor  Williamson 
Thomas  K.  Young, 
Jr. 

Ml-  Pleasant 

G.  C.  English 

C.  I).  Walton 

McMINN  COUNTY 
Athens 

W.  R.  Arrants 
Karl  K.  Boyd 
Charles  T.  Carrol! 

L.  D.  Curtner 

R.  W.  Epperson 

C.  O.  Eoree 

W.  Edwin  Eoree 
Milnor  Jones 
J.  A.  Powell,  Jr. 
Helen  M.  Richards 

A.  W.  Shelamar 
L.  H.  Shields 

Englewood 
Robt.  G.  Hewgley 
Etowah 
Wm.  K.  Frye 
(Mbr.  Hamilton  Co.) 

S.  Boyd  McClary,  Jr. 
lolin  C.  Sharp 

H.  P.  Whittle 

McNAlRY 

COUNTY 

Selmer 

T.  N.  Humphrey 
William  McClellan 
W.  A.  Phillips 
James  Smith 
Montie  E.  Smith,  Jr. 

MEIGS  COUNTY 
Decatur 
William  Davis 
(Mbr.  McMinn  Co.) 

MONROE 

COUNTY 

Madisonville 
R.  C.  Kimbrough 
F.  Houston  Lowry 
Horace  M.  McGuire 

•In  Service 


Sweetwater 
J.  H.  Barnes 
W.  J.  Cameron 
loe  H.  Henshaw 

D.  F.  Heuer,  Jr. 
T.  A.  Lowry 
J.  E.  Young 

I'onore 
l roy  Bagwell 


MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 
Carlos  B.  Brewer 

E.  P.  Cutter 
Sam  M.  Doane,  Jr. 
M.  M.  Green 
V.  H.  Griffin 
Howard  R.  Kennedy 
J.  H.  Ledbetter,  Jr. 
Arthur  A.  McMurray 
William  G.  Lyle 
Jack  Ross 
Bryce  F.  Runyon 

A.  F.  Russell 
M.  L.  Shelby 
Marion  E.  Spurgeon 
Robt.  H.  Tosh 
Charles  A.  Trahern 
Harold  V.  Vann 
Troy  A.  Walker 
William  H.  Wall.  Jr. 
Paul  E.  Wilson 
R.  M.  Workman 


MOORE  COUNTY 
Lynchburg 

F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 


MORGAN 

COUNTY 

Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 


OBION  COUNTY 

Kenton 

Alden  H.  Gray 
(Mbr.  Consolidated 
Cos.) 

Troy 

Chesley  H.  Hill 

Union  City 
J.  Kelly  Avery 
M.  A.  Blanton,  Jr. 
H.  W.  Calhoun 
Wm.  N.  Carpenter 

B.  O.  Garner 
R.  L.  Gilliam,  II 

E.  P.  Kingsbury,  Jr. 
R.  G.  Latimer,  Jr. 
E.  McCall  Morris 
James  W.  Polk 
Malcolm  T.  Tipton 
O.  A.  Zeller,  Jr. 


OVERTON 

COUNTY 

Livingston 
H.  B.  Nevans 
Denton  D.  Norris 
W.  F.  Sidwcll 


PERRY  COUNTY 

Linden 

B.  L.  Holladay 
Gordon  H.  Turner, 
Jr. 


PICKETT 

COUNTY 

Byrdstown 
Malcolm  E.  Clark 
(Mbr.  Overton  Co.) 


POLK  COUNTY 
Benton 

John  H.  Lillard 
(Mbr.  McMinn  Co.) 


C-opperhill 
H.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 
I T.  Layne 
(Mbr.  Hamilton  Co.) 
W.  C.  Zachary,  [r. 
(Mbr.  Knox  Co.) 


PUTNAM 

COUNTY 

A I good 

J.  T.  Moore,  Jr. 

Cookeville 
Jack  L.  Clark 
J.  T.  Deberry 
Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
I ere  -W.  Lowe 
William  Mattson 
I iturman  Shipley 
Wm.  S.  Taylor 
J.  Fred  Terry 

Monterey 

C.  A.  Collins 
T.  M.  Crain 

RHEA  COUNTY 
Dayton 

Albert  C.  Broyles 
(Mbr.  Hamilton  Co.) 
James  L.  Mathis 
(Mbr.  Hamilton  Co.) 
J.  J.  Rodgers 
(Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 

Spring  City 
Conrad  L.  Grabeel 
(Mbr.  Hamilton  Co.) 


ROANE  COUNTY 

Harriman 

Thomas  L.  Bowman 
Fred  J.  Hooper 
Lewis  T.  Howard 
H.  Stratton  Jones 
L.  A.  Killeffer 
John  R.  Sisk 

Kingston 
Carl  Henry 
James  A.  Hoff- 
meister 

Chas.  W.  Moore- 
held 

Nat  Sugarman 

Oak  Ridge 
(See  Anderson  Co.) 
Gould  A.  Andrews 
Lawrence  Ball 
Robt.  P.  Ball 
R.  R.  Bigelow 
Velta  F.  Briuks 
Marshall  Brucer 
Chas.  Congdon 
Betty  Cooper 
John  P.  Crews 
Kenneth  Crounse 
Dexter  Davis 
John  DePersio 
Robt.  E.  DePersio 
J.  L.  Diamond 
T.  Guy  Fortney 

C.  B.  Gurney 
William  P.  Hardy 
J.  M.  Hays 
William  Holden 
R.  A.  Johnson 
Harvey  Keese,  Jr. 
Avery  P.  King 
Kenneth  S.  Lane 
Thomas  A.  Lincoln 
Joseph  S.  Lyon 
Paul  R.  Marsh 
Dana  Nance 
Bill  M.  Nelson 
Etna  Little  Palmer 
Elmer  L.  Parrott 
Lewis  F.  Preston 
William  W.  Pugh 
Charles  J.  Ragan 
Thos.  L.  Rav 
Hyman  Rossman 
Richard  Rucker 
Henry  B.  Ruley 
Beecher  YV.  Sitterson 
Paul  E.  Spray 
C.  Harold  Steffee 
Charles  R.  Sullivan 


Daniel  M.  Thomas 
Gino  F.  Zanolli 

Oliver  Springs 
S.  J.  Van  Hook 
Fred  O.  Stone 
(Mbr.  Anderson- 
Campbell  Co.) 

Rochwood 
Thomas  A.  Fuller 
Robert  S.  Hicks 
R.  F.  Regester 
Geo.  Shacklett 

G.  E.  Wilson 

ROBERTSON 
COUNTY 
Cedar  Hill 
R.  H.  Elder 

Cross  Plains 
Ora  W.  Ramsey 
Robert  C.  Webster 

Ridgelop 
E.  E.  Botsford 
Springfield 
N H Raines 
W.  P.  Stone 
John  B.  Turner 
J.  E.  Wilkison 

RUTHERFORD 

COUNTY 

Eagleville 
J.  G.  Waldrop 
(Mbr.  Marshall  Co.) 

Murfreesboro 
Carl  E.  Adams 
W.  Stanley  Barham 
J.  B.  Black 
J.  T.  Boykin 
John  Cason 
B.  S.  Davison,  Jr. 
Paul  Estes 

R.  James  Garrison 

S.  G.  Garrison,  Jr. 
Gilbert  Gordon 
Sam  H.  Hay 

R.  D.  Hollowed 
J.  K.  Kaufman 
Lois  M.  Kennedy 
M.  B.  Murfree,  Jr. 
Eugene  P.  Odom 
James  Payne 
B.  W.  Rawlins 
Wm.  YV.  Shacklett 
James  YV.  Tenpenny 
Bart  N.  White 
Sam  L.  Wiles 

Smyrna 

Billy  YV.  Douglass 
George  Goodall 

SCOTT  COUNTY 
Norma 

I).  T.  Chambers 
Oneida 
YV7.  S.  Cooper 
M.  F.  Frazier 

H.  M.  Leeds 
Roy  L.  McDonald 
M.  E.  Thompson 
Milford  Thompson 

SEQUATCHIE 

COUNTY 

Dunlap 
Charles  Graves 
(Mbr.  Hamilton  Co.) 

D.  Clifford  Luding- 
ton,  Jr. 

(Mbr.  Hamilton  Co.) 
SEVIER  COUNTY 
Gatlinburg 
Ralph  H.  Shilling 
Bruce  H.  Sisler 

Sevierville 
•Troy  J.  Beeler 
R.  A.  Broady 
John  M.  Hickey,  Jr. 
R.  A.  McCall 
Chas.  L.  Roach 
Robert  F.  Thomas 
J.  R.  VanArsdall 
O II  Yarberry 
•O.  H.  Yarberry,  Jr. 


Seymour 

Kyle  O.  Rutherford 
(Mbr.  Knox  Co.) 

SHELBY  COUNTY 
Arlington 
Malcolm  A.  Baker 

Collierville 
R.  F.  Kelsey 
Cordova 
C.  A.  Chaffee 

Forest  Hill 
J.  E.  Clark 

Germantown 
John  T.  Carter,  Jr. 

Memphis 
Sara  E.  Abbott 
Robert  F.  Ackerman 
John  Q.  Adams 
L.  H.  Adams 
Henry  1 Adkins 
Justin  H.  Adler 
Albert  M Alexandra 
lames  E.  Alexander 

C.  D.  Allen 
Chester  G.  Allen 

F.  Pearson  Allen 
Frank  S.  Allen 

F.  H.  Alley 
Jacob  Alperin 
James  L.  Alston 
Sam  P.  Anderson, 

Jr. 

YVilliam  F.  Andrews 

D.  H.  Anthony 
Robert  A.  Anthony 
Blake  Arnoult 

J.  M.  Aste 

H.  E.  Atherton 
Leland  L.  Atkins 
Edgar  L.  Austin 
YV.  YV.  Aycock 

J.  C.  Ayres.  Jr. 

John  YV.  Baird 
j.  Earl  Baker 
George  F.  Bale 

A.  L.  Ball 
Aden  YV.  Barlow 
James  R.  Barr 
Jerome  N.  Barrasso 
Robert  Basist 

I. .  S.  Baskin 

John  C.  Beard,  Jr. 

G.  H.  Bassett 
Emmett  D.  Bell,  Jr. 
Arthur  L.  Bellott, 

Jr. 

Charles  A.  Bender 
Hal  E.  Bennett 

B.  F.  Benton 

J.  M.  Bethea 
Ralph  C.  Bethea 
lames  D.  Biles,  Jr. 

C.  R.  Bishop 
YV.  A.  Bisson 

YV.  T.  Black,  Jr. 
Sam  Blackwell 
Basil  A.  Bland,  Jr. 
Breen  Bland 
C,  D.  Blassingame 
Phil  Bleecker 
Robert  F.  Bonner 
Howard  A.  Boone 
James  L.  Booth 

C.  YY'hitman  Borg 
R.  L.  Bourland 
R.  L.  Bowlin 
Earl  P.  Bowerman 

H.  B.  Boyd 

Boyer  M.  Brady,  Jr. 
Winston  Braun 
R.  R.  Braund 
James  T.  Bridges 
Carey  Bringle 
Louis  P.  Britt,  Jr. 

D.  A.  Broady 
Joseph  H.  B rock 

J.  H.  Bronstein 
Maury  Bronstein 
lames  S.  Brown 
Lawrence  E.  Brown 
Harry  G.  Bryan 
Malvern  T.  Bryan 
Samuel  Bryan 

K.  M.  Buck 

YV.  D.  Burkhalter 
Orin  D.  Butterick, 
Jr. 

James  S.  Byas 
R.  A.  Calandruccio 


Edward  G.  Caldwell 
M.  K.  Callison 

E.  Guv  Campbell 
John  YV.  Campbell 
(Mbr.  Knox  Co.) 
Ernest  A.  Canada 
Dominic  J.  Cara,  Jr. 
B.  W.  Cannon 
Robert  S.  Caradine, 

I r. 

1).  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 

L.  L.  Carter 

A.  H.  Chamberlain, 
Jr. 

I.  M.  Chambers,  Jr. 
YV.  C.  Chaney 
Fenwick  YV.  Chap- 
pell 

R.  E.  Ching 
Joseph  M.  Chisohm 
Glenn  Clark 
Charles  L.  Clarke 
lames  A.  Clark,  Jr. 

E.  YV7.  Cocke,  Sr. 

E.  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 

M.  D.  Cohen 
Max  H.  Cohen 
YV.  C.  Colbert 

F.  H.  Cole 

B.  C.  Collins 
James  H.  Collins 
Frank  H.  Collins 
E.  D.  Connell 
lolin  P.  Conway 
Lewis  H.  Cook 
George  A.  Coors 
Giles  A.  Coors 
Arthur  A.  Cox 
Erwin  M.  Cox 
John  E.  Cox 

E.  A.  Crawford 
Loyd  Y7.  Crawford 
P.  T.  Crawford 

A.  H.  Crenshaw 

J.  A.  Crisler,  Jr. 

C.  V.  Croswell 
James  Y\r.  Culbert- 
son 

Alvin  J.  Cummins 
Orin  L.  Davidson 
J.  M.  Davis 
R A.  Davison 
Charles  J.  Deere 
V.  J.  Demarco 
YV7.  E.  Denman 
McCarthy  DeMere 
Richard  DeSaussure 
Alice  R.  Deutsch 
J.  L.  Dies 

L.  YV.  Diggs 

D.  E.  Dismukcs 
John  B.  Dorian,  Jr. 
Wm.  H.  L.  Domett 
Thomas  G.  Dorrity 
Chas.  V.  Dowling 
Paul  T.  Drenning 
Horton  DuBard 

YV.  D.  Dunavant 
James  T.  Duncan, 
Jr. 

Elmer  S.  Eddins 

E.  U.  Epstein 
Cyrus  C.  Erickson 
James  N.  Etteldorf 

C.  Barton  Etter 

0.  A.  Eubanks,  Jr. 

1.  D.  Evans 

M.  L.  Evans 

H.  B.  Everett 

B.  E.  Everett,  Jr. 
Harold  G.  Farley 
Turley  Farrar 
Harold  Feinstein 
YV.  C.  Ferrell 
Burt  Friedman 
Daniel  F.  Fisher 
lames  B.  Flanagan 
•J.  C.  Flaniken 

I.  H.  Francis 

YV.  Edward  French 
Eugene  W.  Gadberry 
Joseph  C.  Garbarini 
•F.  B.  Garbin 

J.  A.  Gardner,  Jr. 
Elsbeth  Gehorsam 
O.  S.  Gibbs 

YV.  S.  Gilmer,  |r. 
Frederick  Gioria 

C.  E.  Gilliespie 
B.  H.  Ginn 
George  E.  Gish 
Thomas  C.  Gladding 
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Willard  G.  Glass 

C..  H.  Glover 
Fred  A.  Goldberg 
Ralph  Goldman 
Fester  I.  Goldsmith 
I).  W.  Goltman 
J.  S.  Goltman 

I.  O.  Gordon 

H.  15.  Gotten 
Nicholas  Gotten 
Robert  I).  Gonrley 
Thomas  E.  Goyer 
W.  H.  Gragg 

\V.  H.  Gragg,  Jr. 

II.  D.  Gray 
Arthur  W.  Green 

C.  R.  Green 
Jack  Greenfield 

A.  J.  Grobmyer,  Jr. 
Pauline  Grodsky 

I. illian  Hadsell 
James  S.  Haimsohm 
lack  R.  Halford 

E.  R.  Hall 
lolin  R.  Hall 

V.  A.  Hall 
Margaret  A.  Halle 
F F.  Hamilton 
John  Hamsher 
Howard  15.  Hasen 
15.  F.  Hardin 

J.  H.  Harris 
Mallory  Harwell 
Wm.  11  Hatfield 

\.  Kenneth  Hawkes 

C.  D.  Hawkes 
lean  M.  Hawkes 

G.  I..  Hay 
I . K.  Haynes 
C.  11.  Fleacock 
I ouic  ( . 1 lenrv 

A.  L.  Herring 
George  B.  Higley 
I ontaine  S.  Hill 
lames  M.  Hill 

F.  E.  Hines 

John  Lewis  Hobson 

W.  K.  Hoffman,  Jr. 
M.  W.  Holehan 

I.  E.  Holmes 
Arthur  E.  Horne 
Hubert  L.  Hotchkiss 
C.  H.  Householder 
John  L.  Houston 
William  T.  Floward 
M.  W.  Howorth 
lames  G Hughes 
John  D.  Hughes 
Max  O.  Hughes 
lolin  V.  Hummell 
''.mi  1 Hunter 
W.  E.  Hurt 
Orren  W.  Hvman, 
Jr. 

(Mbr.  Knox  Go.) 

1.  IF  I jams 

G.  W.  Ingle 

A.  J.  Ingram 

G.  W . Stanley  Ish, 

Jr. 

Richard  F.  Jackson 
Flios.  M.  Jackson 

H . J . J acobson 

C.  E.  James 

D.  M.  James 
Hal  IF  James 

I.  A.  James 
Oliver  C.  Jelfers 
W.  11.  Jensen 
Anthony  1’.  Jerome 
Curtis  M.  Johnson 

I lion  Johnson 
1 labor n 11.  Johnson 

A.  M.  Jones 
George  P.  loncs,  Jr. 

R.  I.ubv  Jones 
Sidney  11.  Jones,  Jr. 
Robert  G.  Jordan 
\ Wilson  Julich 
Harvey  I..  Kay,  Jr. 
Marvin  M Keirns 
Ernest  G.  Kelly 
Henry  G.  Kessler 
W.  F.  kiminel! 
Charles  M.  King 

J.  C.  King 
Howard  H.  Kitchens 
W.  F.  Klotz 
Robert  L.  Knox 
Sheldon  15.  Korones 
Alfred  P.  Kraus 
Bernard  M.  Kraus 
Melvin  M.  Kraus 
Cary  M.  Kuykendall 

In  Service 


\.  W.  Kuykendall, 
Jr. 

I.  Warren  Kyle 
FF  Z.  Landis 
G.  G.  Fandsee 
Frank  A.  Latham 
M.  W.  Lathram 

E.  A.  Laughlin 
Robert  E.  Lawson 
Gilbert  J.  Levy 

L.  C.  Lewis 
P.  M.  Lewis 
Alys  H.  Lipscomb 
Geo.  R.  Livermore, 

Jr. 

II.  G.  Lockwood 
Charles  E.  Long 
William  E.  Long 
I.  H.  Lotz 

j.  C.  Lougheed 
Garruthers  Love 
Martha  A.  Loving 
George  S.  Lovejoy 
William  Lovejoy 
Edward  H.  Mabry 
W.  F.  Mackey 
Flolt  B.  Maddox 
Battle  Malone  II 
T.  P.  Manigan 
John  G.  Mankin 
Philip  M.  Markle 

M.  M Manilla 
Carl  D.  Marsh 
C.  H.  Marshall 
Timlin  Martin.  Jr. 
A.  II.  Mason,  Jr. 
Win.  W.  Mason 
Gordon  F.  Mathes 

0.  S.  Matthews 
William  P.  Maury 

R.  F.  Mayer 

L.  H.  Mayfield 
A.  H.  Meyer,  Jr. 
Robert  M.  Miles 
Fee  W.  Milford, 

Jr. 

C.  W.  Miller,  Jr. 
Fox  Miller 
Harold  R.  Miller 
Richard  A.  Miller 
Richard  Braun 

Miller 

Richard  W.  Miller 
Dan  G.  Mills 
Geo.  I Mills 

1.  Purvis  Milnor 
W.  D.  Mims 

I.  C.  Minkin 
15.  G.  Mitchell 

E.  11.  Mitchell,  Jr. 

F.  T.  Mitchell 
James  W.  Mitchell 
W.  R.  Mitt  hum 

E.  C.  Mobely 

I.  C.  Mobely,  Jr. 
Benjamin  A. 

Moeller,  Jr. 

Win.  L.  Moffatt 

E.  M.  Molinski 
David  F.  Moore 
Fontaine  B.  Moore, 

Jr. 

James  A.  Moore 
Marion  R.  Moore 
Moore  Moore,  Jr. 
James  E.  Morris 
Wm.  IF  Morse 
Ralph  F.  Morton 
Henry  Moskowitz 

J.  P.  Moss 
T.  C.  Moss 

R.  Lyle  Motley 
Francis  Murphey 
W.  F.  Murrah,  Jr. 
Roland  H.  Myers 
Robert  P.  Mc- 
Burney 

lohn  W.  McCall 
John  G.  McCarter, 
Jr. 

F J.  McCaughan 
15.  F.  McCleave 

D.  C.  McCool 

R.  B.  McCormick 

F. .  F.  McDaniel,  Jr. 
John  I..  McGee,  Jr. 

I.  Wesley  McKinnev 

A.  M.  McLarty 

B.  E.  McLarty 
Richard  P.  McNelis 
George  McPherson 
F.Iise  T.  McQuiston 

J.  A.  McQuiston 

( lias.  Lea  Neely,  Jr. 
John  C.  Newton 


Wm.  L.  Northern, 
Jr. 

D.  W.  Oelker 

L.  C.  Ogle 
W.  S.  Ogle 
Charles  B.  Olim 
J.  C.  Orman 

Phil  E.  Orphet,  Jr. 
Wm.  J.  Oswald 
Charles  E.  Pack,  F 
Alfred  H.  Page 
Gene  R.  Page 
Joseph  B.  Parker, 

Jr. 

Samuel  Paster 
Rushton  E.  Patter- 
son 

Russell  IF  Patterson 
Morris  Pasternack 
Bernard  S.  Patrick 
Raphael  N.  Paul 

G.  E.  Paullus,  Jr. 
Iris  A.  Pearce 

B.  L.  Pentecost 
Maurice  C.  Pian,  Jr. 
lohn  D.  I’iggott 

W.  H.  Pistole 
Gerald  1 Plitman 
Mary  Frances  Poe 

R.  M.  Pool 

A.  R.  Porter,  Jr. 

C.  H.  Porter 
Stephen  A.  Pridgen 

I.  O.  Priestley 
Helen  Prieto 

1 ( Prieto 

J.  W.  Ragsdale 

S.  L.  Raines 
Robert  Raskind 

R.  B.  Ray 
John  J.  Rcdmon 
Harvey  C.  Reese, 

Jr. 

11.  Eugene  Reese 
A.  R.  Reinberger 
W.  E.  Rentrop 
Waltei  Rentrop 
Hal  S.  Rhea 
Clias.  R.  Riggs 
George  A.  Riley 

M.  F Roach,  Jr. 

H.  C.  Roberts 

S.  Gwin  Robbins 

C.  C>.  Robinson 
James  A.  Robinson 
W.  ASF  Robinson 
W.  P.  Rochelle 
Gordon  K.  Rogers 
Nathaniel  E.  Rossctt 
Joseph  A.  Rothschild 
Robert  M Ruch 
W.  L.  Rucks 

H.  G.  Rudner 
Henry  G.  Rudner, 

Jr. 

\\ . A.  Runkle 

I.  M.  Russel! 

P.  B.  Russell,  Jr. 

R.  O.  Rychener 
l red  P.  Sage 

I. .  C.  Sanders 

R.  L.  Sanders 
S H.  Sanders 
W.  T.  Satterfield 

S.  |,  Schaeffer,  Jr. 
David  E.  Scheinberg 
Betty  j.  Schettler 
Glen  P.  Schoettle 
Jerome  Schroff 

P.  C.  Schreier 
Benjamin  F.  Scott 
Elmer  C.  Schultz 
loseph  L.  Scianni 
C.  15.  Scott 
James  L.  Seale 

L.  L.  Sebulsky 
Jack  Segal 

\I . P.  Segal 

E.  C,.  Segerson 

M.  B.  Seligstein 
R.  E.  Semmes 
Norman  D.  Shapiro 
John  L.  Shaw 

J.  J.  Shea.  Jr. 

James  R.  Shelton 
Saul  Siegel 

W.  L.  Simpson 
Paul  R.  Sissman 
Edward  F.  Skinner 
Alvin  E.  Smith 
Harris  L.  Smith 
Hugh  Smith 
O.  E.  Smith 
Frank  W.  Smythe, 

Jr. 


lohn  J.  Sohtn 
Phineas  J.  Sparer 

H.  A.  Sparr 
F S.  Speed 

Wm.  O.  Speight,  Sr. 
Wm.  O.  Speight,  Jr. 
Eugene  J.  Spiotta 
Douglass  H.  Sprunt 
C.  Cooper  Stanford 
Ray  G.  Stark 

O.  15.  Stegall 
William  P.  Stepp 
Newton  S.  Stern 
Thomas  N.  Stern 
Cleo  W.  Stevenson 

E.  M.  Stevenson 

E.  N.  Stevenson 
M.  J.  Stewart 

S.  Fred  Strain 
A.  N Streeter 
Charles  E. 

Strickland.  Jr. 
Robt.  |.  Stubble- 
field 

F. .  W.  Sydnor,  Jr. 
Hall  S.  Tacket 

15.  S.  Talley 
Charles  H.  Taylor, 
Jr. 

Finis  A.  Taylor 
James  A.  Taylor 
Robert  C.  Taylor 
W.  W.  Taylor 
lames  R.  Teabeaut, 
II 

Morton  1.  Tcndler 
William  W.  Tribby 
A.  B.  Tripp 
Merlin  L.  Trumbull 

I.  Frank  Tullis,  Jr. 
IF  K.  Turley,  Jr. 
John  C.  Turley 

P.  A.  Turman 

R.  15.  Turnbull 
Steve  H.  Turnbull, 

Jr. 

G.  C.  Turner 
Henry  B.  Turner 
Arliss  H.  Tuttle 
Austin  R.  Tyrer,  Jr. 
Win.  T.  Tyson,  Jr. 
Edmund  Utkov 

E.  A.  Vaccaro 
C.  F.  Varner 
Walter  E.  Vcrncr 
Leonard  J.  Vernon 
Sidney  I).  Vick 
Richard  P.  Walker 
W.  Hamilton  Walker 
W.  W.  Walker 
Fred  C.  Wallace 
James  A.  Wallace 
Bruce  A.  Walls 
Maurice  E.  Waller 
Cecil  E.  Warde 
Thomas  L.  Waring 
O.  S.  Warr,  Jr. 

W.  W.  Watkins 

J.  J.  Weems 

I D.  Weiner 
Alva  15.  Weir,  Jr. 

S.  1.  Wener 
I D.  West 

T.  H.  West 
William  G.  White 

J.  E.  Whiteleather 
Gene  F.  Whitington 
W.  L.  Whittemore 
W.  Wiggins  Wilder 
Walter  L.  Wilhelm 
E.  M.  Wilkins 

IF  G.  Williams 
S.  B.  Williamson 
Gordon  L.  Wills 
Harwell  Wilson 
lames  E.  Wilson 
John  M.  Wilson 
Andrew  A.  Wind- 
ham 

J.  B.  Witherington 
Marvin  L.  Wolff 
Boyd  I Worde 
C.  H.  Workman,  Jr. 
Richard  L.  Wooten 

G.  W.  Woolley 
Howell  D.  Woodson 
Earle  L.  Wrenn,  Jr. 
J.  Leo  Wright 
C.  F.  Yates 
Jack  G.  Young 
John  D.  Young,  Jr. 
Bernard  Zussman 

Millington 
A J.  Cates 
Paul  J.  Batson,  Jr. 


Fletcher  Goode 
Billy  W.  King 

SMITH  COUNTY 
Carthage 
Hugh  E.  Green 
R.  E.  Key 
Gordon  Petty 
Frank  T.  Ruther- 
ford 

Thayer  S.  Wilson 

STEWART 

COUNTY 

Cumberland  City 

F.  A.  Martin 
(Mbr.  Montgomery 
Co.) 

Dover 
Albert  R.  Lee 
(Mbr.  Montgomery 
Co.) 

SULLIVAN 

COUNTY 

Blountville 
J.  W.  Erwin 

Bristol 
(Tenn.-Va.) 
Harry  W.  Bachman 

T.  R.  Bowers 
Billy  15.  Brinkley 
Talmadgc  Buchanan 
W.  C.  Carreras 
N.  J.  Chew 
N lit  openhaver 
Bennett  Cowan 
Russell  L. 

I'ankhauser 
Wm.  M.  Gammon 
Walter  R.  Gaylor 
Thomas  W.  Green 
Clias.  |.  Harkrader 
Ellis  U.  Hart 
Marshall  1).  Hogan 
Wm.  IF  Johnson 
King  A.  Jamison 
Tom  H.  Knhnert 
J.  O.  Marcy 
Fred  McCall 
George  W.  McCall 

L.  C.  McNeer 
Joe  E.  Mitchell 

B.  W.  Mongle 
Norman  G.  Patterson 

I.  E.  Phillips 
Philip  D.  Stout 
F.  W.  Sutterlin 
Frederick  Thackston 
I hos.  C..  Todd 

D.  D.  Vance 
Frederick  Vance,  Jr. 
Wm.  K.  Vance 

H.  P.  Williams 

Kingsport 

M.  J.  Adams 
Donald  W.  Bales 
Robert  L.  Banner 
James  H.  Boles 

H.  O.  Bolling 
Paul  F.  Brookshire 
H.  J.  Brown 
James  S.  Brown,  Jr. 
Robert  Hyatt  Brown 
H.  S.  Burem 

W.  B.  Camp 
Edward  K.  Carter 
1).  P.  Clianre 
James  A.  Cheezem 
Robt.  C.  Christensen 
L.  C.  Cox 
Paul  W.  Cox 

C.  S.  Crook 
Robert  D.  Doty 
Fred  R.  Edens 
W.  C.  Eversole 
Wm.  Allen  Exum 
Frank  S.  Flanary 

J.  Frank  Fleming 
J.  Atlee  Flora 
Billy  N.  Golden 
Elmer  Green 
William  Harrison, 

Jr. 

B.  Roy  Howard 
Robert  H.  Jernigen 
Robert  C.  Jones 
Kenneth  R.  Kiesau 


Robert  F.  Maddox 
William  C.  Marshall 
M.  D.  Massengill 
Eugene  M.  Maul 
Frederick  G.  Mc- 
Connell 

John  R.  McDonough 
John  E.  Munal 
Frank  15.  O'Con- 
nell. Jr. 

|.  R.  Pierce 
Willis  IF  l’loof 
J.  S.  Powers,  Jr. 

I Shelton  Reed 
IF  W.  Rule 
W.  E.  Scribner 
I 1 Shull 
Merrit  15.  Shobe 
Lyle  R.  Smith 
Warren  Y.  Smith 
R.  A.  Steadman 
R S.  Strang 
Wm.  P.  Templeton 
Rudolph  H. 

1 urcotte 

I homas  B.  Tyler 
W.  \ rylet 
James  S.  Vermillion 
lohn  15.  Warren 
I Dwight  Whitt 
Charles  A.  Whitten. 
Ir. 

W.  A.  Wiley 
I E.  Williams 
Helene  deB.  Zagier 


SUMNER 

COUNTY 

Gallatin 

Sterling  A.  Battc 
Joseph  R.  Blackshear 
W.  M.  Dedman 

C.  D.  Giles 
Robert  A.  Moore 
Vincent  M.  Small 
Walter  IF  Stephen- 
son 

James  R.  Troutt 
lohn  B.  Wallace 

Hendersonville 
J.  Wesley  Osborne 

Portland 
Albert  G.  Dittes 
James  T.  Ladd 
Ralph  W.  Simonton, 
Jr. 

West  moreland 
Kermit  E.  Jones 


TIPTON 

COUNTY 

Covington 
A.  I.  Butler 
N.  L.  Hyatt 
J.  S.  Ruffin,  Jr. 

H.  S.  Rule 
lohn  C.  Withering- 
ton 

James  D.  Withering 
ton 

Munford 
H.  W.  Vaughan 
A.  S.  Witherington, 
Jr. 

TROUSDALE 

COUNTY 

Hartsville 
Edgar  K.  Bratton 
(Mbr.  Smith  Co.) 

Ira  V Kelley 
(Mbr.  Sumner  Co.) 

UNION  COUNTY 
Maynardville 
John  A.  Marsee 

UNICOI  COUNTY 
Erwin 
R.  H.  Harvey 
H.  L.  Monroe 
Earl  Peterson 
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VAN  BUREN 
COUNTY 
Spencer 

Margaret  Wrenn 
Khinehart 

WARREN 

COUNTY 

McMinnville 

C.  M.  Clark 
|.  1’.  Dietrich 
j.  Franklin  Fisher 
.1.  C.  Gaw 
John  T.  Mason 
Ralph  Moore 
C.  E.  I’eery,  Jr. 

|.  E.  Phillips 

1$.  C.  Smoot 

Carl  T.  Stubblefield 

WASHINGTON 
COUNTY 
Johnson  City 
Robt.  C.  Antle 

*In  Service 


Kay  Bachman 
Justine  C.  Blevins 
Sells  Blevins 
|.  R.  Bowman 

E.  T.  Brading 

G.  J.  Budd 
E.  M.  Campbell 
Lewis  F.  Cosby,  Jr. 
Alfred  N.  Costner 
Ralph  E.  Cross 

R.  G.  Dennis 
T.  J.  Ellis 
Byron  W.  Frizzell 
Lyman  A.  Fulton 
Newton  F.  Garland 
Lawrence  E.  Gordon, 
Jr. 

lames  O.  Hale 
Ben  D.  Hall 
Walter  Hankins 
Golden  S.  Hinton 
Sam  Huddleston 
J.  B.  Johnson 
John  F.  Lawson 
Carroll  H.  Long 
W.  I Mathes,  Jt. 
Ray  YV.  Mettetal 


Walter  R.  Miller 
T.  P.  McKee 
J.  B.  McKinnon 
Walter  A.  McLeod 
Harry  Myron,  Jr. 
Orland  S.  Olsen 
C.  O.  Parker 
J.  1).  Phillips 
Robert  E.  Piston 
John  I’.  Platt 
Wallace  L.  Poole 
Thomas  Potter 
lames  J.  Range 
Gilbert  Rannick 
Clarence  L.  Ruffin 
J.  M.  Sams 
George  K.  Scholl 
Howell  W.  Sherrod 

R.  S.  Shurtleff 
Charles  K.  Slade 
Mel  D.  Smith 
John  Stetson 
Hugh  F.  Swingle,  Jr 
C.  T.  R.  Underwood 
C.  J.  Vandiver 
John  M.  Wilson 
Charles  P.  Wofford 


Jonesboro 

A.  J.  Willis 

Limestone 
Larry  Hale 
(Mbr.  Hamilton 
Co.  Soc.) 

C.  1).  Huffman 

G.  V.  Stanton 

Mountain  Home 
C.  M.  Creech 

H.  W.  Crouch 
Mackinnon  Ellis 

F.  B.  Kelly 
Martin  Kerlan 
Shelburne  D.  Wilson 

WAYNE  COUNTY 
Waynesboro 
Dexter  L.  Woods 

WEAKLEY 
COUNTY 
Dresden 
M.  R.  Beyer 


Ed.  H.  Welles 
Paul  W.  Wilson 

Gleason 

Robert  M . J eter 

Greenfield 
Ira  F.  Porter 
Nathan  F.  Porter 

Martin 

R.  W.  Brandon,  Jr. 

G.  S.  P log 

E.  C.  Thurmond,  Jr. 

WHITE  COUNTY 
Sparta 

W.  H.  Andrews 
Robert  F.  Baker 
Donald  Bradley 
Charles  A.  Mitchell 
C.  B.  Roberts 
Leighton  H.  Smith, 
Jr. 


WILLIAMSON 

COUNTY 

Franklin 

A.  B.  Bray 
Vincent  Di  Rienzo 
W.  F.  Encke 
R.  H.  Hutcheson 
Walter  W.  Pyle 
T.  C.  Rice 


WILSON  COUNTY 
Lebanon 

A.  T.  Hall 

B.  M.  Hightower 
O.  Reed  Hill 

R.  C.  Rash 
James  P.  Leathers 
Charles  T.  Lowe 

S.  B.  McFarland 
R.  E.  Mudd 

T.  R.  Puryear 
J.  H.  Tilley 
Phillips  Turner 


VETERAN  MEMBERS 


M.  L.  Connell,  Wartrace  Bedford 

B,  L.  Burdette.  Slielbyville  Bedford 

T.  R.  Ray,  Slielbyville  Bedford 

I.  S.  Tipton,  Friendsville  Blount 

G.  D.  Lequire,  Walland  Blount 

).  C.  Anderson,  Rockford  Blount 

J.  M.  Ousley,  Maryville  Blount 

L.  E.  Trevathan,  Bruceton  Carroll 

J.  Horace  Farrar,  Manchester,  Coffee 

S.  E.  McDonald,  Bells  ; Crockett 

May  C.  Wharton,  Pleasant  Hill  Cumberland 

W.  B.  Anderson.  2723  Wortham  Drive,  Nashville  Davidson 
(,.  F.  Aycock,  Mt.  Juliet  Davidson 

A.  C.  Bailey,  1928  20th  Avenue,  South,  Nashville  Davidson 

R.  W.  Billington.  RED  No.  2,  Franklin  Davidson 

c.  E.  Brush,  2320  West  End  Avenue,  Nashville  Davidson 

O.  N.  Bryan,  2122  West  End  Avenue,  Nashville  Davidson 

L.  E.  Burch,  2112  West  End  Avenue,  Nashville  . Davidson 

B.  F.  Byrd,  Sr.,  301  7th  Ave.,  No.,  Nashville  Davidson 

Lucien  Caldwell,  RFD  No.  4,  Holt  Road,  Nashville  Davidson 
Will  Camp,  Rock  Island  Davidson 

Sam  Cowan,  Sr.,  1916  Church  Street,  Nashville  Davidson 

M.  M.  Cullom,  Bennie  Dillon  Building.  Nashville  Davidson 

R.  A.  Daniel,  Sr.,  100  Fairway  Drive,  Donelson  Davidson 

YV'.  C.  Dixon,  Doctors  Building,  Nashville  Davidson 

Duncan  Eve,  2001  Hayes  Street,  Nashville  Davidson 

W.  Frank  Fessey,  2413  West  End  Ave.,  Nashville  Davidson 

R.  YV.  Grizzard,  1310  Church  Street,  Nashville  Davidson 

Wm.  Moore  Hardy,  1314  McChesney  Ave.,  Nashville  Davidson 
George  A.  Hatcher,  College  Grove  Davidson 

C).  S.  Flank,  Central  State  Hospital  Nashville  Davidson 

R.  N.  Herbert,  4124  Franklin  Road,  Nashville  Davidson 

YVm.  A.  Horan,  1104  Ordway  Place,  Nashville  Davidson 

J.  P.  Keller,  1703  Ashwood  Ave.,  Nashville  Davidson 

Howard  King,  Doctors  Building,  Nashville  Davidson 

YV.  P.  Law,  Una,  Tcnn Davidson 

John  M.  Lee,  Doctors  Bldg.,  Nashville  Davidson 

John  J.  Lentz,  Co.  Health  Dept.,  Nashville  Davidson 

W.  D.  Martin,  302  2nd  Ave.,  Murfreesboro  Davidson 

P.  G.  Morrissey,  Sr.,  109  YVoodmont  Blvd.,  Nashville  Davidson 

D.  L.  Mumpower,  414  Gallatin  Road,  Nashville  Davidson 

Harold  E.  Paty,  4309  Estes  Avenue,  Nashville  Davidson 

T.  G.  Pollard,  Doctors  Building,  Nashville  Davidson 

W.  E.  Reynolds.  2321  Shadow  Lane,  Nashville  Davidson 

H.  P.  Reiger,  1311  9th  Avenue,  North,  Nashville  Davidson 

E.  L.  Roberts,  Hillsboro  Road,  Nashville  Davidson 

B.  T.  Rucks,  6228  Cellini  St.,  Coral  Gables,  Fla.  Davidson 

H.  H.  Shoulders,  2315  YVoodmont  Blvd.,  Nashville  Davidson 

S,  R.  Teachout,  2012  West  End  Avenue,  Nashville  Davidson 

Harold  Truebger,  820  Normal  Circle,  Memphis  Davidson 

O.  H.  YVilson.  104  Clarendon  Avenue,  Nashville  Davidson 

YV.  YV.  Wilkerson,  Jr.,  Curtiswood  Lane,  Nashville  Davidson 

Jack  Witherspoon,  Doctors  Bldg.,  Nashville  Davidson 

R.  P.  Beasley,  Dickson  Dickson 

W.  |.  Sugg,  Dickson  Dickson 


W.  S.  Alexander,  Ridgeley  Dyer,  Lake  and  Crockett 

J.  D.  Brewer,  Dyersburg  Dyer,  Lake  and  Crockett 

D.  T.  Holland  Newbern  Dyer,  Lake  and  Crockett 

J.  A.  Ledbetter,  Dyersburg  Dyer,  Lake  and  Crockett 

P.  C.  Tipton,  Dyersburg  Dyer,  Lake  and  Crockett 


L.  D.  McAuley,  Oakland  Fayette 

R.  M.  Kirby-Smith,  Sewanee  Franklin 

O.  N.  Torian,  Sewanee  Franklin 

John  Jackson,  Dyer  Gibson 

YVm.  A.  Lewis,  Pulaski  Giles 

C.  X.  Bailey,  Greeneville  Greene 

W.  T.  Mathes,  Greeneville  Greene 

Gordon  I.  Hislop.  Morristown  Hamblen 

F.  F.  Painter,  Morristown  Hamblen 

).  H.  Barnett,  Box  153,  Rt.  1,  Crawfordville,  Florida  Hamilton 
Stanton  H.  Barrett,  1001  East  9th,  Chattanooga  Hamilton 

John  L.  Cooley,  Tarpon  Springs,  Florida  Hamilton 

Alton  G.  Hair,  2416  No.  Chamberlain,  Ave., 

Chattanooga  Hamilton 

H.  H.  Hampton,  Signal  Mountain,  Chattanooga  Hamilton 


German  P.  Haymore,  Hogshead  Apts.,  Chattanooga  Hamilton 

C.  R.  Henry,  1513  Carroll  Lane,  Chattanooga  Hamilton 

YV.  J.  Hillas,  1812  East  Adams  St.,  Tucson,  Arizona  Hamilton 

E.  L.  Jenkins,  327  72nd  Ave.,  St.  Petersburg,  Fla.  Hamilton 

Max  L).  Lindsay,  Spring  City  Hamilton 

Herman  Renner,  1312  Shady  Circle,  Chattanooga  Hamilton 

J.  McClure  Richard,  Hixson,  Rt.  No.  3 Hamilton 

R.  E.  Shelton,  3609  Twelfth  Avenue,  Chattanooga  Hamilton 

John  B.  Steele,  106  Morningside  Drive,  Chattanooga  Hamilton 

G.  Victor  Williams,  James  Building,  Chattanooga  Hamilton 

J.  S.  Lyons,  Rogersville  Hawkins 

J.  A.  Jones,  Stanton  Haywood 

Roy  M.  Lanier,  Brownsville  Haywood 

C.  L.  McDaniel,  Henry  Henry 

J.  H.  McSwain,  Paris  Henry 

E.  B.  Paschall,  Paris  Henry 

Henriette  Veltman,  Paris  Henry 

L.  R.  Anderson,  Gainesboro  Jackson 

R.  C.  Gaw,  Gainesboro  Jackson 

C.  E.  Reeves,  Gainesboro  Jackson 

Eben  Alexander,  Eastern  State  Hospital.  Knoxville  Knox 

Ray  V.  DePue,  Doctors  Bldg.,  Knoxville  Knox 

J.  H.  Gammon,  521  West  Cumberland  Avenue.  Knoxville  Knox 
E.  A.  Guynes,  114  Hotel  Avenue,  Fountain  City  Knox 

M.  L.  Jenkins,  Con  v ton  Knox 

R.  L.  McReynolds,  Med.  Arts  Bldg.,  Knoxville  Knox 

Robert  F.  Patterson,  Medical  Art  Bldg.  Knoxville  Knox 

J.  B.  Parker,  Inskip  Road,  Knoxville  Knox 

YV'.  D.  Richards,  Hamilton  Bank  Bldg.,  Knoxville  Knox 

M.  S.  Roberts,  Medical  Arts  Bldg.,  Knoxville  Knox 

G.  YV.  Stone,  3039  Kingston  Pike,  Knoxville  Knox 

George  Wilhelm,  Gatlinburg Knox 

YV.  S.  Alexander,  Ridgely  Lake 

J.  R.  Lewis,  Ripley  Lauderdale 

J.  YV'.  Danley,  Lawrenceburg  Lawrence 

A.  L.  Griffith,  Elora  Lincoln 

T.  E.  Ashley,  Fayetteville  . Lincoln 

E.  L.  Goodrich,  Fayetteville  Lincoln 

W.  S.  Joplin,  Petersburg  Lincoln 

J.  E.  Sloan,  Fayetteville  Lincoln 

R.  S.  Brown,  Jackson  Madison 

Tate  Collins,  Jackson  Madison 

C.  H.  Webb,  Jackson  Madison 

George  C.  YVilliamson,  Columbia  Maun 

Claude  Yr.  Clarke,  Mt.  Pleasant  Maury 

James  H.  Jones,  Mt.  Pleasant  Maury 

B.  H.  Woodard.  Spring  Hill  Maury 

YVatt  Yeiser,  207  West  8th  St.,  Columbia Maury 

YV.  YYE  Leonard.  Tellico  Plains  Monroe 

YV.  A.  Rogers,  Tellico  Plains  . Monroe 

TV.  J.  Abel,  Decatur  McMinn 

Wm.  N.  Brown,  Livingston  Overton 

J.  D.  Capps,  Livingston  Overton 

A.  B.  Qualls,  Livingston  Overton 

Lex  Dyer,  Cookeville  Putnam 

L.  M.  Freeman,  Granville  Putnam 

YV.  A.  Howard.  Cookeville  Putnam 

R.  IT  Millis,  Cookeville  Putnam 

I T.  Moore,  Sr.,  Algood  Putnam 

John  S.  Freeman,  Springfield  Robertson 

J.  S.  Hawkins,  Springfield  Robertson 

A-  R.  Kempf,  Springfield  Robertson 

E.  M.  Dings,  Kingston  Roane 

George  P.  Zirkle,  Kingston  Roane 

H.  E.  Handley,  312  Church  St.,  Lewisburg,  West  Va.  Rutherford 

A.  J.  Jamison,  Murfreesboro  Rutherford 

J.  M.  Shipp,  Benton,  Miss.  Rutherford 

YV.  G.  Alford,  2212  Florida  St.,  Memphis  Sltelbv 

G.  E.  Anderson,  1271  East  Parkway,  So.  Memphis  Sltelbv 

S.  B.  Anderson,  Commerce  Title  Bldg.,  Memphis  Shelby 

Sam  B.  Anderson,  Sr.,  Commerce  Title  Bldg.,  Memphis  Shelby 

C.  O.  Bailey,  2146  Florida  St.,  Memphis  Shelby 

J.  L.  Beauchamp,  1051  Madison  Ave.,  Memphis  Shelby 

L.  F.  Boyd.  2067  Hailwood  Drive,  Memphis  Shelby 

YV.  F.  Boyd,  Cordova  Shelby 

Wm.  Britt  Burns,  4123  Monticello  St.,  Abilene,  Texas  Shelby 
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I.  P ( alter,  6-19  White  Station  Road,  Memphis 

I . V Coppedge,  1807  Harbert,  Memphis 
R.  R.  Davenport,  1853  Snowden,  Memphis 

George  Gartlev,  441  South  Summerlin,  Orlando,  Fla. 

\\  R ( . i ,i\  < 505  H ighland  Memphis 
Hollis  Hafford,  Jr..  1130  so.  Ihird,  Memphis 
R B.  Flaniken,  1115  Madison  A\e.,  Memphis 
F.  ( Ham,  725  Jackson  Ave.,  Memphis 
Joel  I Hobson,  321  So.  Bellevue,  Memphis 

II  B.  Jacobson,  114  No.  M(Lean  Ave.,  Apt.  2, 
Memphis 

A.  G.  Hudson,  3474  Southern  Ave.,  Memphis 

( . ( King  1475  Linden,  Memphis 

V'.  D.  King,  1037  North  Parkway,  Memphis 

()  M.  Laten,  1018  Exchange  Bldg.,  Memphis 

.V  1 Leake,  Shell)'  County  Hospital,  Memphis 

Geo.  R.  Livermore,  Sr.,  1705  Massey  Road,  Germantown 

\\  11.  Lovejoy,  511  South  Parkway,  East,  Memphis 

I \\  Mason,  606  Chelsea  Ave..  Memphis 

C.  R.  Mason,  14  West  Mallory  Ave.,  Memphis 

R.  1 . Mason,  188  So.  Bellevue,  Memphis 

I.  F.  Meadors,  3383  Summer  Ave.,  Memphis 
Meriwether,  3669  Northwood  Drive,  Memphis 
Meyei  Si  S t c r i ck  Bldg  . Memphis 

McIntosh,  Col.  Mut.  Tower,  Memphis 
McVay,  Marion,  Arkansas 
Morgan,  Commerce  Title  Bldg.,  Memphis 
Musgraves,  45  South  Barksdale,  Memphis 
Parker,  Clarksdale,  Ark. 

M.  Peete.  1243  So.  Wellington,  Memphis 
Qualls,  Exchange  Bldg.,  Memphis 
G.  Quinn.  Hot  Springs,  Ark. 

Pearce,  Collierville 
Alma  B.  Richards,  1214  Central  Ave.,  Memphis 
1 V.  Schmittou,  1304  Central  Blvd.,  Brownsville,  Texas 
H rry  ( Schmeisser,  1225  Walnut  Grove,  Rd  . Memphis 

J.  B Stanford,  225  S.F..  6th  St.,  Dania,  Fla. 

U I Williamson.  188  .So.  Bellevue,  Memphis 

Perc  \ 11  Wood.  Col.  Mut.  l ower  Bldg..  Memphis 

1 cl.  1)  Gross,  Chestnut  Mound 

lshain  11.  Beasley,  Gallatin 

R \.  Buchanan.  Sr,  Hendersonville 

IV  \ \ Roark  Bethp 

\.  J.  Edwards,  808  Moon  St  Bristol,  \ a Sullivan 
A.  B.  English,  26  4th  St.,  Bristol  Sullivan- 

Vrthui  Hooks,  26  itli  St  . Bristol  Sullivan 

Man  K rurner,  200  Solai  St  . Bristol,  \ i Sullivan 

Aaron  Cole.  Piney  Flats  Washington,  Carter, 


F.. 

t • 
H. 
\ 

< 

L. 

\\ 

( . 


F 

A. 

I. 

i. . 

j. 

c. 

A. 
Edwin 
II  W 
Arthur 
L.  P. 


John  L.  Hankins,  Johnson  City 
1.  G.  Jones,  Johnson  City 
R.  W.  Brandon.  Sr.,  Martin 
H.  G.  Edmondson,  Martin 


Washington,  Carter 
Washington,  Carter 


Shelby 

Shelh\ 

Shell)' 

Shelby 

Shelby 

Shelby 

Shelbv 

Shell)' 

Shell)' 

Shelby 
Shelby 
Shelbv 
Mi,  Iby 
Shelby 
Shell)' 
Shelby 
Shelbv 
Shelby 
Shelby 
Shelby 
Shelby 
Shelby 
Shelby 
Shell)' 
Shelb' 
She  [b\ 
Shelbv 
Shelby 
Shelby 
Shelby 
Shell)' 
Shelby 
Shelby 
Shelbv 

Shelb* 
Shelby 
Shelbv 
Shelby 
Smith 
Sumner 
Sumner 
Sumner 
Johnson 
Johnson 
Johnson 
Johnson 
. Unicoi 
, Unicoi 
, Unicoi 
Weakley 
Weaklev 


Winter  Haven, 
Phoenix, 
Monroe, 

Tuscaloosa, 

Jackson, 


Fla. 
\ 1 1/ 
Ga. 

Ala. 

Miss 


Beach  Brooks,  601  1st  St.,  North 
lames  V Burch,  1218  West  Ruth  Ave. 

Ste'en  Byars,  401  Fast  Highland 
John  R Cain.  Veterans  Administration 
Hospital 

Marion  A Carnes,  l ni'ersity  ol  Mississippi 
Vim  ( (alter,  llarlinger  State  tuberculosis 
l lospital 

Lewis  B.  Clayton.  2306  Sea  Island  Drive  Fort  Lauderdale,  Fla. 
Henry  W.  Crouch.  Veterans  Administration 

Hospital  St.  Louis,  Mo. 

Paul  Dietrich.  Fri-Count'  Hospital  I t.  Oglethorpe,  Ga. 

Huntei  B Daniel.  1051j  Washington  St.  Huntsville,  Ala. 

Jock  1 Graeme.  556  Morris  Ave.  Summit,  N.  J. 

l)a\ id  M.  Hadlev,  Friends  \frica 
M ission 

T.  I 

La. 


Vlbert  Hand,  c 
941  Margaret 
\xel  C.  Hansen 
Hospital 

Harry  Haugen,  22; 
George  F.  Horsley 
Margaret  llorsle' 


(.ene  M Lasater,  1809  East  18th  Ave.  Denver  18,  Colo. 

( has.  V . Miller.  Dept,  of  Hematology,  New  England 

1 u ’ Boston  11.  Mass. 

Atlanta,  Ga. 
Evansville,  Ind. 
Atlanta,  Ga. 
Biloxi,  Miss. 


Center  Hospital 
Lewis  W.  Moore,  23  Johnson  Road,  N.W. 

1 heodore  T.  Myre,  517  Sycamore 
William  A Nelson,  13  Princetonway,  N.E. 
Edward  B.  Ranck,  1319  West  Beach 
Kenneth  L.  Roark,  3269  Sulphur  Ave., 

Apt.  No.  3. 

Cyril  J.  Ruihnan,  Box  8,  Capitol  Station 
John  M.  Saunders,  Federal  Security  Agenc' 
Regional  Office 

Naomi  Scandlyn.  20  lower  Court 
Lee  S.  Smith.  134  Fast  Hathaway  Dri'c 
Robert  M Sigler,  910  Gary  Street, 

Apt  No.  6 

lohn  H.  Solomon,  Bells  Mills  Road 
Jack  S.  Springer,  Athens,  Clinic 
Huntei  Steadman,  3516  St  John  Drive 
Mary  E.  StroucC  11803  Indian  Head  Drive 
I’ red  E.  Fosh,  7577  Rainbow  Drive 
George  Vassey,  Stansbury  Building 
Starnes  F.  Walker,  Park  Central  Hotel, 


San 


St.  Louis  9,  Mo. 
Austin,  Texas 

Washington,  1).  C. 
Fan  wood,  N.  J. 
Antonio  9.  Texas 


Jacksonville  7,  Fla. 
Bethesda,  Md. 
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pathologic  conference;  (*)  for  original  articles. 


ABORTION,  habitual  (cc)  21 

ABSCESSES,  Pelvic,  diagnosis  and 

management  (*)  493 

ACCIDENTS,  automobile 
symposium  (*)  311 

deaths,  Memphis  and  Shelby  County  (*)  489 

injuries,  abdominal  (*)  311 

injuries,  chest  (*)  . 318 

injuries,  head  (*)...  314 

orthopedic  problems  (*)  321 

ADRENAL,  adrenocortical  atrophy  secondary 
to  meticorten  therapy  (*)...  18 

ADRENOGENITAL  SYNDROME,  surgical 
treatment  (cc)  426 

AGED,  health  care  (ed)  260 

A.M.A.,  actions  of  house  of  delegates  (ed)  304 

ANNOUNCEMENTS  40,  81,  127,  169,  210,  266, 

310,  353,  392,  442,  518 

ANTIBIOTICS,  uses  and  abuses  (*)  54 

AORTA,  dissecting — aneurism  (ab)  500 

ATHLETIC  INJURIES  (*)  323 

knee  injuries  in  athletes  (*)  369 

BLADDER,  catheterization  of  (ed)  511 

BLOOD  PRESSURE,  and  aortic  valve 
disease  (*)  100 

BLOOD  SUGAR,  influence  of  temperature 

of  ingested  sugar  (ab)  425 

BLOOD  VESSELS 

arterial  grafts,  fate  (*)  365 

diffuse  pulmonary  vascular  sclerosis  (cpc)  335 
occlusion  internal  carotid  artery, 

treatment  (*)  94 

subarachnoid  hemorrhage  (ed)  342 


BONE 

cyst,  aneurysmal  (cpc)  25 

sterilization  of  transplant  (ab)  137 

BOOK  REVIEWS  81,  126,  391 

BRAIN 

subarachnoid  hemorrhage  (ed)  342 

treatment  of  stroke,  due  to  occlusion  of 

internal  carotid  artery  (*)  94 

tumor,  third  ventricle,  precocious 

puberty  (cc)  332 

BREAST:  See  Cancer 

CANCER 

breast  (ed)  113 

breast,  surgical  management  (*)  178 

dissemination  of  cells  (ed)  162 

mass  in  neck  (*)  5 

CARTILAGE,  sulphur  metabolism  in  (ab)  288 

CHEST  PAIN,  causes  and  evaluation  (*)  269 

CHILD 

mentally  retarded  (cc)  294 

premature,  problems  (cc)  501 

CLINICOPATHOLOGIC  CONFERENCE  25,  64, 
108,  152,  300,  335,  378,  430,  471,  507 

CLUB  FOOT,  correction  (ab)  282 

CONGENITAL  DEFORMITIES, 

theories  of  cause  (*)  277 

CORTICOSTEROIDS 

adrenocortical  atrophy  secondary  to 

therapy  (*)  18 

prolonged  use,  systemic  effect  ( * ) 395 

CUSHING’S  DISEASE,  psychiatric 

aspects  (cc)  465 

DEATHS,  accidental,  in  Memphis  and 
Shelby  County(*)  489 

DEATHS  34,  75,  121,  164,  206,  262, 

305,  347,  387,  437,  482,  513 

DERMATITIS:  See  Skin 
DIABETES  MELLITUS 

insulin  dosage,  use  of  sliding  scale  (*)  423 

life  insurance  in  (ed)  385 
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modern  treatment  (*)  48 

oral  sulfonylureas,  use  (*)  417 

reproductive  characteristics  of  diabetic 

men  (ab)  470 

sugar  in  urine,  paper  chromatography, 

differentiation  (ab)  474 

vascular  changes  in  eyes  (*)  90 

DIAGNOSIS,  vague  disorders  (*)  105 

DRUGS,  tranquilizing,  public  health 

aspects  (*)  12 

EDITORIALS  32,  73,  113,  162,  204,  259, 

302,  342,  385,  435,  476,  511 

EPILEPSY,  spectrum  of  autonomic  (*)  190 

ENDOPHTHALMITIS:  See  Eyes 

ESOPHAGUS,  bleeding  varices,  venous 

shunts  (*)  357 

EYES 

choroid,  malignant  melanoma  (*)  499 

endophthalmitis,  nematode  (*)  328 

examination  of,  by  general  practitioner  (*)  184 

retinal  detachment,  recent  advances  in 

treatment  (*)  462 

spasm  of  near  reflex  ( ) 136 

vascular  changes  in  diabetic  patients  (*)  90 

FRACTURES,  tibial  shaft,  disability  after  (ab)  374 

GALLBLADDER,  pericholecystic  abscess 

(cpc)  471 

GASTROINTESTINAL, 

bleeding  esophogeal  varices,  venous 

shunts  (*)  357 

upper,  hemorrhage  (cc)  138 

GERIATRICS:  See  Aged 

GOUT,  tophaceous,  surgical  management  (ab)  455 

GRAFTS,  arterial,  fate  (*)  365 

GRIEVANCE  COMMITTEES  (*)  478 


HEART 

aortic  valve  disease  and  blood  pressure  ( ) 100 

cardiac  complications  of  Asian  influenza  ( :)  456 
cardiotomy,  open,  for  congenital  and 

acquired  disease  (ab)  293 

characteristic  of  the  individual,  guideposts 
to  prevention  of  disease  (ab)  340 

disease  and  respiratory  viruses  (ab)  158 

disease,  radioactive  iodine  in  treatment  of 
(ed)  303 

disease,  simulated  by  hiatus  hernia  (ab)  83 

Eisenmenger's  complex  (cpc)  64 

Master  two-step,  characteristics  of  true- 
positive and  false  positive  (ab)  364 

mitral  and  aortic  valves,  remedial  lesions 
(ab)  429 

mitral  insufficiency  and  congenital  disease, 
differentiation  (*)  289 

mitral  stenosis,  surgery  for  (cc)  197 

mitral  valvuloplasty  in  patients  past  fifty 
(ab)  ‘ 451 

pregnancy  (ed)  204 


HEPATITIS:  See  Liver,  Pregnancy,  Viruses 

HIP,  congenital  dislocation,  approach  to  (ab)  135 

HODGKIN’S  DISEASE,  effectiveness  of 

treatment  (cpc)  378 

HOSPITAL  HOBOES  (ed)  476 

HYPERCALCEMIA,  in  sarcoidosis  (*)  283 

INJURIES:  See  Accidents,  Athletics 


INSULIN 

effect  on  tumor  growth  and  glucagon  (ab)  412 

dosage,  use  of  “sliding  scale”  (*)  423 

murder  by  (ab)  492 

IRON:  See  Poisoning 

KIDNEY 

polycystic  disease  (cpc)  152 

renal  function  tests,  preoperative  (ed)  435 

sulfonamide  uremia  and  tumor  meningitis 
(cpc)  108 

LABORATORY,  clinical,  extravagance,  waste 
and  misuse  of  (*)  43 

LACRIMAL  GLAND,  mixed  tumor  (*)  373 

LEG  LENGTHENING  (ab)  276 

LIVER,  viral  hepatitis  complicating  toxemia 
of  pregnancy  (cpc)  300 

LUNG 

pulmonary  alveolar  proteinosis  (cpc)  507 

pulmonary  infarction,  an  unrecognized 

disease  (ed)  259 

pulmonary  vascular  sclerosis,  diffuse  (cpc)  335 

LYMPH  NODE 

Hodgkin’s  disease,  treatment  (cpc)  378 

mass  in  neck  (*)  5 

sarcoma,  rticulum  cell  (*)  8 

MALLARD  FEVER,  or  migratory  miasma  (pp)  72 

MEDICAL  CARE 

aged,  health  care  (ed) 
do  we  reap  as  we  sow  (ed) 
federal  fees  (ed) 
federal  participation  (pp) 

Forand  bill  (pp) 
grievance  committees  (*) 

H.  R.  9467  (ed) 
medicare  (pp) 
medicare  (ed) 

physician  of  your  choice  (ed) 
progressive  patient  care  (ed) 
social  security  disability  program, 
sician’s  role 
U.M.W.A.  (ed) 

vocational  rehabilitation  (pp) 

MEDICAL  EDUCATION 

A.M.E.F.  (ed)  74 

A.M.E.F.  (pp)  384 

council  for  foreign  medical  graduates  (ed)  163 

MEDICAL  LEGISLATION  (See  also  Medical 
Care)  holds  spotlight  (pp)  341 

MEDICAL  NEWS  IN  TENNESSEE  36,  78,  123, 
166,  208,  264,  307,  350,  389,  440,  484,  516 

MENINGITIS,  tumor  and  sulfonilmamide 

uremia  (cpc)  108 

MENTAL  DISEASE:  See  Child 

NATIONAL  NEWS  35,  76,  122,  165,  207,  263, 


306,  349,  387,  438,  483,  514 

NECK 

sarcoma,  reticulum  cell  (*)  8 

significance  of  mass  in  (*)  5 

sternocleidomastoid  tumor  of  infancy  (*)  133 

OBESITY,  therapy  (ed)  73 

OCHRONOSIS,  three  cases  in  siblings  (*)  85 

OPHTHALMOGIST,  what  is  an  (ab)  4 

ORTHOPEDICS,  as  it  affects  the  general 
practitioner  (*)  402 


260 
343 
114 
112 
31,  302 
478 
33 

203 
486 
436 
477 

phy- 

345 

204 
475 
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OVARY,  dermoid  cysts  complicating  preg- 
nancy, resection  (cc)  375 

PERSONAL  NEWS  39,  80,  125,  168,  209,  265, 
309,  351,  390,  441,  488,  517 

PLASTIC  SURGERY,  everyday  problems  (*)  1 

PLACEMENT  SERVICE  42,  84,  128,  172,  212, 
268,  355,  393,  (ad  XXXVI),  530 


POISONING 

insulin,  murder  (ab)  492 

iron  (*)  331 

PREGNANCY 

dermoid  cysts  of  ovary  complicating  (cc)  375 
heart  disease  and  (ed)  204 

rubella  and  (ed)  32 

viral  hepatitis  complicating  toxemia  of  preg- 
nancy (cpc)  300 


PREMATURE  CHILD,  problems  of  the  (cc)  501 

PRESIDENT’S  PAGE  31,  72,  112,  159,  203,  258, 
302,  341,  384,  434.  475.  510 

PROGRAMS  AND  NEWS  OF  MEDICAL  SO- 
CIETIES 35.  75.  121,  164,  207,  262,  305, 

347,  387,  437,  482,  513 

PROSTHESES,  upper  extremity,  children  (ab)  368 

PUBERTY,  precocious,  tumor  third  ventricle 


(cc)  332 

RADIOACTIVE  ISOTOPES 

clinical  application  (*)  129 

heart  disease,  in  treatment  (ed)  303 

RETINA:  See  Eyes 

RUBELLA  and  pregnancy  (ed)  32 

SARCOIDOSIS,  and  hypercalcemia  (*)  283 

SARCOMA 

reticulum  cell  in  an  infant  (*)  8 

reticulum  cell,  disseminated  (cpc)  430 

SCHIZOPHRENIA  (cc)  57 

SKIN 

contact  dermatitis  and  its  management  (*)  413 

cutaneous  manifestations  of  systemic  dis- 
ease (*)  173 


SNAKE  BITE  (*) 
STAFF  CONFERENCE 


STERILITY,  the  problem 
in  the  male  (*) 
in  the  female  (*) 


97 

21,  57,  138,  197,  294, 
332,  375,  426,  465,  501 


443 

446 


STERNOCLEIDOMASTOID  TUMOR:  See  Neck 


STROKE:  See  Brain 


SURGERY:  See  Plastic,  Heart,  Esophagus 


TALUS,  congenital  (ab)  151 

TENNESSEE  STATE  MEDICAL  ASSOCIA- 
TION 

board  of  trustees,  minutes,  Apr.  1958  254 

committees  and  work  (pp)  258 

council,  minutes,  Apr.  1958  240 

county  medical  officers,  conferences  (ed)  32 
Gardner,  president  160 

house  of  delegates,  proceedings  Dec.  1957  68 

house  of  delegates,  proceedings  Apr.  1958  213 

membership  roster  520 

officers,  state  and  counties  211,  356,  394 

program,  annual  115 

reports,  officers  and  committees  242 

Tennessee  Pharmaceutical  Co.  261 


THROMBO-EMBOLISM,  in  a private  hos- 
pital (*)  452 

TRANQUILIZING  DRUGS,  public  health 
aspects  (*)  12 

TUMOR;  See  Breast,  Brain,  Cancer,  Sar- 
coma, Lacrimal  Gland,  Ovary,  Eye 


VIRUS 

Asian  influenza,  cardiac  and  other  compli- 
cations (*)  456 

hepatitis  complicating  toxemia  of  preg- 
nancy (cpc)  300 

respiratory  and  heart  disease  (ab)  158 

WOMAN’S  AUXILIARY  (pp)  434 

WORLD  MEDICAL  ASSOCIATION  (ed)  512 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities  arc  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 


Locations  Wanted 

A 37  year  old  married  physician,  Church  of 
Christ.  Graduate  of  University  of  Tennessee. 
Priority  IV.  Desires  general  practice  in  commu- 
nity over  5,000.  Available  immediately. 

LW-291 


A 31  year  old  married  physician,  Protestant. 
Graduate  of  University  of  Tennessee.  Classifica- 
tion V-A.  Desires  group  or  associate  practice  in 
general  surgery.  Now  finishing  fourth  year  sur- 
gical residency.  Available  July,  1959.  LW-318 


A 37  year  old  married  physician,  Protestant, 
Graduate  of  University  of  Nebraska.  Desires  gen- 
eral practice  in  small  eastern  Tennessee  commu- 
nity of  around  5,000  population.  Available  July 
1,  1959.  LW-321 


A 37  year  old  married  physician,  Greek  Ortho- 
dox. Graduate  University  of  Salonkia,  Greece. 
Desires  clinical  or  assistant  practice  in  Pediatrics. 
Has  2 years  pediatrics  residency.  Available  July, 
1959.  ' L W -322 


A 29  year  old  married  physician,  Methodist. 
Graduate  Emory  University.  Desires  partnership 
or  clinical  practice  in  Pediatrics.  Has  2 years 
pediatrics  residency.  Available  July,  1959. 

LW-323 


Physicians  Wanted 

Community  in  mid-central  Tennessee  needs  phy- 
sician to  replace  present  one  who  is  leaving  to 
enter  group  practice.  New  clinic,  equipped  and 
available  at  low  rent.  Good  location.  PW-89 


Large  clinic  in  northwestern  Tennessee  has 
opening  for  Pediatrician  with  minimum  of  2 years 
residency  and  1 year  rotating  internship.  Excel- 
lent opportunity  in  established  location.  PW-91 


Community  of  1,200  in  southern  Tennessee  de- 
sires physician  to  replace  aging  doctor.  One 
other  physician  in  community.  Office  space  and 
some  equipment  available.  PW-96 


Physician  in  middle  Tennessee  community  of 
3,000  offers  excellent  salary  to  general  practitioner 
with  view  toward  association.  All  equipment  and 
office  space  furnished.  Community  has  hospital. 
Age  25-35.  ‘ PW-108 


Community  of  20,000  in  central  Tennessee  de- 
sires physician  specializing  in  EENT  and  Pedi- 
atrics. Community  has  large  hospital  and  need 
for  physician  is  great.  PW-112 


Physician  in  large  west  Tennessee  community 
retiring.  Wishes  to  find  replacement.  Either 
Ophthalmology  or  Otolaryngology-ophthalmology. 
Office  space  and  equipment  available.  Requires  2 
years  internship.  PW-113 


Northeast  Tennessee  community  of  20,000  has 
great  need  for  Otolaryngologist.  Community  has 
71  bed  hospital  which  will  supply  equipment  for 
in-patient  use.  PW-114 


A 35  year  old  married  physician,  Methodist. 
Graduate  Washington  University,  St.  Louis.  De- 
sires associate  Ob-Gyn  practice  in  large  commu- 
nity. Has  4 years  Ob-Gyn  residency.  Available 
July,  1959.  ‘ LW-324 


A 28  year  old  married  physician,  Protestant. 
Graduate  University  of  Arkansas.  On  Active  Re- 
serve. Desires  general  practice  in  West  Tennes- 
see community  of  10,000-20,000.  Available  Sep- 
tember, 1959.  LW-325 


A 35  year  old  married  physician,  Methodist. 
Graduate  University  of  Alabama.  Has  2 years 
general  surgery  residency.  Desires  clinical  or  as- 
sociate practice  in  middle  or  east  Tennessee  com- 
munity of  5,000  to  25,000.  Available  July,  1959. 

LW-326 


Training  in  Internal  Medicine  to  satisfy  Board 
requirements  required  of  physician  for  excellent 
opportunity  in  Middle  Tennessee  area  with  new 
hospital.  County  of  25,000  with  only  7 other  phy- 
sicians. Office  building  being  completed. 

PW-115 


Middle  Tennessee  community  with  new  Hill- 
Burton  Hospital  and  new  office  facilities  built  by 
practicing  physician,  desires  physician  with  train- 
ing to  satisfy  board  requirements  in  Ob-Gyn. 
Under  40  years  of  age.  PW-117 


Physician  in  large  southern  Tennessee  commu- 
nity desires  associate  eligible  for  Board  certifica- 
tion in  Internal  Medicine.  Desires  sub-specialty 
in  Cardiology.  All  equipment  and  office  facilities 
provided.  PW-118 


A 23  year  old  married  physician,  Protestant. 
Graduate  University  of  Tennessee.  Desires  gen- 
eral practice  in  community  of  2,000-5,000  in  east 
Tennessee.  Available  July,  1959.  LW-327 


Small  central  Tennessee  community  desires  gen- 
eral practitioner.  No  other  physician.  Commu- 
nity will  discuss  possibilities  of  building  clinic  for 
physican’s  use.  PW-120 


A 26  year  old  married  physician,  Presbyterian. 
Graduate  of  University  of  Tennessee.  Priority 
4-A.  Desires  general  practice  in  small  east  or 
middle  Tennessee  community.  Available  July, 
1959.  LW-328 


Medical  clinic  in  Middle  Tennessee  desires  phy- 
sician 55-60  to  handle  emergency  room  in 
evenings.  Excellent  salary.  Position  ideal  for 
physician  retired  but  desiring  some  light  practice. 

PW-121 


December,  1958 


TENNESSEE  MEDICAL  JOURNAL 


XXXV 


IN  DEBILITATING  DISEASE 


Patients  receiving 

NILE VAR 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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J.  J.  Smith.  M.D.,  Clinton,  Presi- 
dent 

Roscoe  C.  Pryce,  M.D.,  LaFollette, 
Secretary 
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John  S.  Derryberry,  M.D.,  Shelby- 
ville,  President 

Albert  L.  Cooper,  M.D.,  Shelbyville 
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Blount 
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President 
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retary 
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William  Proffitt,  M.D.,  Cleveland, 
President 

Hays  Mitchell,  M.D.,  Cleveland,  Sec- 
retary 

Chattanooga- Hamilton  County 

Moore  J.  Smith.  Jr..  M.D.,  Medical 
Arts  Bldg.,  Chattanooga,  Presi- 
dent 

Harry  A.  Stone.  M.D..  Medical  Arts 
Bldg.,  Chattanooga,  Secretary 

Cocke 

W.  B.  Robinson.  M.D.,  Newport, 
President 

F.  M.  Valentine.  Sr.,  M.D,,  New- 
port, Secretary 

Coffee 

James  M.  King,  M.D.,  Tullahoma, 
President 

Edwin  E.  Gray,  M.D.,  Tullahoma, 
Secretary 

Consolidated  Medical  Assembly 

W C.  Ramer,  M.D..  Lexington. 
President 

S.  M.  Herron.  M.D.,  Jackson,  Sec- 
retary 

Cumberland 

Stuart  P.  Seaton,  M.D.,  Crossville, 
President 

Horace  F.  Lawson,  M.D..  Crossville, 
Secretary 

Davidson  County-Nashville  Academy 

W.  G.  Kennon,  M.D.,  1912  Hayes 
St.,  Nashville,  President 

Thomas  S.  Weaver.  M.D..  1912 1 ^ 

Haves  St..  Nashville.  Secretary 

Mr  Jack  Drury,  112  Louise  Ave., 
Nashville.  Executive  Secretary 

Dickson 

James  C.  Elliott,  M.D.,  Charlotte, 
President 

W.  A.  Crosby,  M.D  , Dickson,  Sec- 
retary 

Fentress 

Jack  Smith,  M.D.,  Jamestown.  Pres- 
ident 

B.  Fred  Allred,  M.D.,  Jamestown, 
Secretary 

Franklin 

Henry  T.  Kirby-Smith,  M.D., 
Sewanee,  President 

George  L.  Smith,  M.D.,  Winchester, 
Secretary 

Giles 

J.  H.  Hite,  Jr.,  M.D..  Pulaski,  Pres- 
ident 

R.  B.  Agee,  M.D.,  Pulaski,  Secre- 
tary 

Greene 

Robert  S Cowles,  Jr.,  M.D.,  Greene- 
ville,  President 

Ben  J.  Keebler,  M.D.,  Greeneville, 
Secretary 


Hamblen 

Powell  M.  Trusler,  M.D.,  Morris- 
town, President 

Y.  A.  Jackson,  M.D.,  Morristown, 
Secretary 
Hawkins 

J.  S.  Lyons,  M.D.,  Rogersville, 
President 

W.  E.  Gibbons,  M.D.,  Rogersville, 
Secretary 

Henry 

J.  Ray  Smith,  M.D.,  Paris,  Presi- 
dent 

I H.  Jones,  M.D.,  Paris,  Secretary 

Hickman-Perry 

Gordon  H.  Turner,  Jr.,  M.D.,  Lin- 
den, President 

Parker  D.  Elrod,  M.D..  Centerville, 
Secretary 
Jackson 


L.  R.  Dudney,  M.D.,  Gainesboro, 
President 

W.  T.  Anderson,  M.D.,  Gainesboro, 
Sect  etai  y 

Knox  County-Knoxville  Academy 
Oliver  W.  Hill.  Jr.,  M.D.,  4807  New- 
com  Ave.,  Knoxville.  President 
Ralph  H.  Monger,  M.D.,  Medical 
Arts  Bldg.,  Knoxville,  Secretary 
Lauderdale 

J.  R.  Lewis,  M.D.,  Ripley,  President 
P.  W.  Walker,  M.D.,  Ripley,  Secre- 


M.D.,  LaFayette, 
M.D.,  LaFayette, 


M.D. 


tary 

Lawrence 

Walter  Danley,  M.D .,  Lawrence- 
burg.  President 

M.  H.  Weathers,  M.D.,  Loretto,  Sec- 
retary 

Lincoln 

L.  J.  Stubblefield,  M.D.,  Huntland, 
President 

Paul  E.  Whittemore,  M.D  . Fayette- 
ville, Secretary 
Macon 

E.  M.  Froedge, 

President 

John  R.  Smith, 

Secretary 
Marshall 

K.  J.  Phelps, 

President 

J.  W.  Rutledge,  M.D., 

Secretary 
Maury 

D.  B.  Andrews,  M.D., 

President 

Ambrose  M.  Langa,  M.D.,  Columbia, 
Secretary 

McMinn 

Milnor  Jones,  M.D.,  Athens,  Presi- 
dent 

Robert  Hewgley,  M.D..  Englewood, 
Secretary 

Memphis- Shelby  County 

John  Davis  Hughes,  M.D.,  Sterick 
Bldg.,  Memphis,  President 

R.  Beverley  Ray,  M.D.,  954  Madison 
Ave.,  Memphis,  Secretary 

Mr.  Leslie  Adams,  774  Adams  St., 
Memphis,  Executive  Secretary 
Monroe 


Lewisburg, 

Lewisburg, 

Columbia. 


Houston  Lowry,  M.D.,  Madisonville, 
President 

Joe  H.  Henshaw,  M.D.,  Sweetwater, 
Secretary 
Montgomery 

William  G.  Lyle,  M.D.,  Clarksville, 
President 

Arthur  A.  McMurray,  M.D.,  Clarks- 
ville. Secretary 

Northwest  Tennessee  Academy  of 
Medicine 

J.  Kelley  Avery,  M.D.,  Union  City, 
President 

Robert  T.  Kerr,  M.D.,  Dyersburg, 
Secretary 


Overton 

A.  B.  Qualls,  M.D.,  Livingston, 
President 

H.  B.  Nevins,  M.D.,  Livingston,  Sec- 
retary 

Putnam 

William  S.  Taylor,  M.D.,  Cookeville, 
President 

Thurman  Shipley,  M.D.,  Cookeville, 
Secretary 

Roane 

Fred  Joseph  Hooper,  M.D.,  Harri- 
man,  President 

Henry  B.  Ruley,  M.D.,  Oak  Ridge, 
Secretary 

Robertson 

A.  R.  Kempf,  M.D.,  Springfield, 
President 

John  S.  Freeman,  M.D.,  Springfield, 
Secretary 

Rutherford 

J.  Kenneth  Kaufman,  M.D.,  Mur- 
freesboro. President 

R James  Garrison,  M.  D.,  Mur- 
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D.  T.  Chambers,  M.D.,  Norma, 
President 

Milford  Thompson,  M.D.,  Oneida, 
Secretary 
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Ralph  H.  Shilling,  M.D.,  Gatlinburg, 
President 

Charles  L.  Roach,  M.D.,  Sevierville, 
Secretary 

Smith 

Frank  T Rutherford,  M.D.,  Car- 
thage, President 

David  Gordon  Petty,  M.D  , Car- 
thage, Secretary 

Sulli  van- Johnson 

William  A.  Wiley,  M.D.,  228  Com- 
merce St..  Kingsport,  President 

Joe  F.  Fleming,  M.D.,  Freels  Build- 
ing, Kingsport,  Secretary 

Sumner 

J.  R.  Blackshear,  M.D.,  Gallatin, 
President 

V.  M.  Small,  M.D.,  Gallatin,  Sec- 
retary 

Tipton 

James  D.  Witherington,  M.D.,  Cov- 
ington, President 

Hugh  Vaughan,  M.D.,  Munford, 
Secretary 

Warren 

J.  C.  Gaw,  M.D.,  McMinnville,  Pres- 
ident 

J.  Franklin  Fisher,  M.D.,  McMinn- 
ville. Secretary 

Washing  ton- Carter- Unicoi 

C.  W.  Friberg,  M.D..  Hamilton  Bank 
Bldg.,  Johnson  City,  President 

W.  Rutledge  Miller,  M.D.,  827  Locust 
St.,  Johnson  City,  Secretary 

Weakley 

Paul  W.  Wilson,  M.D.,  Dresden, 
President 

M.  R.  Beyer,  M.D.,  Dresden,  Sec- 
retary 

White 

C.  A.  Mitchell,  M.D.,  Sparta,  Presi- 
dent 

C.  B.  Roberts,  M.D.,  Sparta,  Secre- 
tary 

Williamson 

Harry  J.  Guffee,  M.D.,  Franklin, 
President 

William  F.  Encke,  M.D.,  Franklin. 
Secretary 

Wilson 

B M.  Hightower,  M.D.,  Lebanon, 
President 

T.  R.  Puryear,  M.D.,  Lebanon,  Sec- 
retary 
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